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Abstract

Through focusing on the neoliberal “Health Transformation Programme” launched in 2003 in Turkey;,
I show how reproductive law can be modified by neoliberal mechanisms that are implemented with
neoconservative policies and pressures. The paper builds on original data collected in 2014 and 2015
through focus groups and interviews with health practitioners in family health centers and women
receiving reproductive care in Izmir, Diyarbakir, Van, and Gaziantep. The data analysis informed by
writings on the debt economy by Maurizio Lazzarato and Bifo Berardi and transnational feminist theory
demonstrate that neoliberal mechanisms of “dismantling the public” interact with pronatalist policies
and pressures to erode women’s reproductive rights in Turkey. This has resulted in (1) indebtedness of
women through out-of-pocket payments for contraception and abortion, (2) indebtedness of providers
through performance measures, (3) reduction in the quality of reproductive care, and (4) reduction
in access to reproductive care itself (contraception, counseling, and abortion). There is a need to pay
attention to neoliberal mechanisms and the legal framings of reproductive rights to fully understand
the limitations of law and counter the neoliberal and conservative assaults on women’s sexual and

reproductive rights.
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Introduction

Turkey is one of the two countries in the MENA
(Middle East and North Africa) region, along with
Tunisia, that allows abortion on demand. Abortion
was decriminalized in 1983 within the framework
of state demographic policies rather than as a wom-
en’s right. At the turn of the 21st century, neoliberal
reforms, the restructuring of the public health sec-
tor, and the pronatalist and conservative ideology
promoted by the Justice and Development Party
(AKP) have made abortion access difficult for many
women, although the law has not changed.

In this paper, focusing on the neoliberal
restructuring of health care in Turkey through
the Health Transformation Programme launched
by AKP in 2003, I explore how the combination
of neoconservative discourses and neoliberal
mechanisms have modified reproductive law and
curbed women’s exercise of rights. I introduce the
concept of debt economy and examine how it has
affected the governance of sexual and reproductive
health in the public sector by focusing on various
devices, such as the semi-privatization of services,
performance measures, the bureaucratization and
quantification of care, and the transformation of
health professionals’ working conditions and status.
Whereas most scholars who write on neoliberalism
and gender in Turkey use Foucauldian approaches
and highlight discourses rather than economic
mechanisms, I utilize a political-economic lense. I
contribute to the feminist literature on globaliza-
tion and gender by offering a political-economic
analysis of neoliberal health restructuring and re-
productive rights."

Drawing on original fieldwork in Turkey, I
conclude by showing that the combination of neo-
liberal reforms and neoconservatism has brought
about drastic reductions in contraceptive and
abortion services in the public sector, with expect-
edly worse results for young single, poor, and rural
women. The indebtedness of women through out-
of-pocket payments for contraceptive and abortion
care; increased workload of health care workers;
exclusion of family planning counseling, contra-
ception, and initially, voluntary abortion services
from performance measures; and decrease in abor-

tions provided in public hospitals are among the
results of these policies and implementations.

History of reproductive rights in Turkey

Under the Ottoman Empire, abortion, called
iskat-1 cenin (miscarriage of a fetus), was regulated
by religious law and was allowed up to 120 days of
pregnancy on demand and in cases of a threat to
the pregnant woman’s life. With Ottoman mod-
ernization, a rising interest in population statistics,
and concern over the declining Muslim population,
abortion began moving from the religious to the
legal jurisdiction, marking the beginning of bio-
politics.?

The Turkish Republic, established in 1923,
adopted the 1889 Italian Criminal Code, with its
initial Catholic and later eugenic influences. Initially
defined under “crimes against individuals” (1926),
abortion moved to “crimes against racial integrity
and health” and against “general public morality
and family order” in 1936 During the 1930s-1950s,
the country prohibited abortion, contraception,
sterilization, and the provision of information on
contraceptive methods, and it also explored the op-
tion of rewarding of women with six or more children
with medals. These actions reflect a continuation of
the Ottoman Empire’s pronatalist policy, applied
with nationalist and eugenic aims, this time to in-
crease a population that had been depleted through
wars. In the aftermath of the 1960 coup and the new
Constitution, a range of developments—including
the international shift in population policies where-
by growth was viewed as a hindrance to economic
development; the formation of Turkey’s State De-
velopment Agency; the socialization of health care;
the family planning work of public health specialists
such as Nusret Fisek; and an appeal to the Ministry of
Justice in 1958 by the Ministry of Health, university
professors, criminal medicine experts, and the Turk-
ish Gynecological Association to remove the ban on
birth control methods—led to the passing of the Law
on Population Planning in 1965. With this law, birth
control and therapeutic abortions were legalized,
and contraception was regulated under a “family
planning” perspective, with new clinics formed to
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provide free contraceptive care and counseling to
women. Abortion and birth control thus moved to
the medical domain, supervised by the state.

When the global abortion debate reached Tur-
key in the 1970s, the Turkish Medical Association,
Turkish Family Planning Association, and Turkish
Gynecological Association started advocating for
the legalization of abortion on demand. After the
introduction of multiple bills (in 1971, 1972, and
1979) to legalize abortion, and the results of public
health research showing the widespread provision
and use of abortion by doctors and women, and its
link to maternal deaths in cases of unsafe abortions,
in 1983 abortion on demand was legalized through
a revision of the 1965 Law on Population Planning.
The revised law states:

Population policy is defined as individuals having
as many children as they wish to, when they want
to. The state takes the necessary steps to provide
education and implementation of population
planning. Population planning is enabled by the
methods preventing pregnancy. The termination
of pregnancy and sterilization are done under the
supervision of the state. Pregnancy terminations
and sterilizations beyond those provided for under
this law may not be performed.

Even though the bill proposed a 12-week cut-oft for
abortion, objections by the Health and Social Work
Commission led to it being passed with a 10-week
cut-off instead, after which point abortion can be
obtained only in cases of medical necessity. The law
requires a husband’s written consent for married
women seeking an abortion, and parental consent
from minors. According to regulations, in addition
to obstetrician-gynecologists (ob/gyns), general
practitioners who receive training can also perform
abortions under the supervision of an ob/gyn.

In recent years, there has been a reignition of
the abortion debate and the promotion of a pro-
natalist policy by the AKP, the party in power in
Turkey since 2002. Initially calling itself moderate
Islamic, the AKP today can be best described as rep-
resenting “an amalgam of neoliberalism with social
conservatism.” The social policies of AKP have at
their center anti-women and at times misogynist
discourses, policies, and implementations that

reposition women in familial roles, overturning
decades of gains by feminist movements in Turkey
toward the recognition of women as individuals
and citizens in their own right> During the March
celebrations in 2008, then-prime minister Erdogan
announced the government’s plan to introduce
financial incentives for births, which from 2009 on-
ward quickly turned into a formulation of a “three
children per family” (that is, per woman) policy. The
initial sign of this shift of policy—from an antina-
talist stance upheld since the 1960s to a pro-natalist
one—can be seen in 2003, when the government
attempted to redraft the Law on the Rights of the
Disabled to restrict therapeutic abortions (done
after 10 weeks), even in the cases of fetal disability.®
Due to objections by women’s organizations, med-
ical associations, and media, the proposed article
was removed from the draft. Yet Erdogan made a
statement in May 2012, during the closing session
of the International Parliamentarians’ Conference
on the Implementation of the ICPD Programme of
Action in Istanbul, saying that abortion was mass
murder (referencing the killing of 34 Kurdish citi-
zens in Uludere for which his government had been
critiqued). He also condemned Caesarean sections,
declaring both abortion and Caesarean sections to
be “secret plots designed to stall Turkey’s economic
growth and a conspiracy to wipe the Turkish nation
from the world stage.”

Erdogan’s remarks on abortion were met with
criticism from opposition parties and his own
minister of family and social policy, but more im-
portantly with a strong reaction from the feminist
movement in Turkey, which organized nationwide
sit-ins and protests under the slogan “abortion
is a right and a woman’s decision.” As a result of
this activism—together with studies by Mor Cati
(Purple Roof Women’s Shelter), and Kadir Has
University, among others, monitoring the status
of abortion care in Turkey—the government’s
attempts to change the abortion law have been un-
successful.* However, as discussed in this paper, the
neoconservative discourse and pressure from state
officials, applied alongside neoliberal mechanisms
such as performance measures, have led to a serious
decrease in abortion in Turkey.

DECEMBER 2019 VOLUME 21

NUMBER 2

Health and Human Rights Journal 59



A. DAYI / ABORTION IN THE MIDDLE EAST AND NORTH AFRICA, 57-68

As can be seen from this history, reproduc-
tive law in Turkey has been shaped in the context
of population policies instrumentalizing women’s
bodies and sexuality. While the population control
agenda and the restrictions on abortion it brings
persist as the governing legal framework, the years
1965-2009 saw more of a family planning approach
—despite population control approaches applied
to poor women and minorities—which evolved (at
least in reproductive policies) in 1990s to include a
“women’s rights” approach. This was due to Turkey’s
support for international documents emphasizing
women’s sexual and reproductive rights as human
rights, including the International Conference on
Population and Development (ICPD) Programme
of Action, UN Sustainable Development Goals
(SDGs), and the Convention on the Elimination of
All Forms of Discrimination against Women (CE-
DAW), which it ratified in 198s.

Recent steps toward a pronatalist policy
and attempts to change the abortion law are in
contradiction with these commitments. How re-
productive services and rights can be eroded while
still adhering to these commitment and without
any change in laws reflects a need to focus on the
political economic dimension of neoliberalism, as
allied with neoconservatism.

The debt economy

Lazzarato calls the latest stage of neoliberalism
(starting in the late 1990s) the “debt economy.™
In the debt economy, finance dominates every
sector of the economy and society—from housing,
education, and health to public services.” Indi-
viduals, public entities, municipalities, and entire
governments are controlled through debt. The
debt accumulates when colossal sums of public
money are transferred into private hands through
privatization and the imposition (by banks, rat-
ing agencies, and investment agencies) of interest
rates and determination of “appropriate rates” of
unemployment wages, pensions, public services,
and public debt of governments and municipalities.
Through these actions, the public sector (including
the welfare state) is completely dismantled and

privatized, public debt is created, and the state is
turned into a regulator of services, itself bound
to credit and debt mechanisms.” Berardi adds to
this phenomenon the “mathematization of life and
language,” whereby neoliberal ideology submits
production and social life to the most ferocious
regulation, as seen in increasing uses of “efficiency,”
“performance measures,” and the quantification of
welfare and health services and of education.”

Neoliberal health restructuring in Turkey

The neoliberal assault on welfare systems includes
health care restructuring, as seen in the emergence
of a “health reform epidemic,” or, in World Bank
discourse, “health sector reforms.™ These reforms
were largely undertaken in the late 1980s and ear-
ly 1990s in “developing” countries such as Brazil,
Mexico, South Korea, and Taiwan, whose public
sectors were denigrated as corrupt and inefficient
and where markets were seen as a panacea to their
“health care crises” and other problems.*# In Tur-
key, the AKP’s Health Transformation Program
(launched in 2003) also outlined an agenda to
“improve governance, efficiency, user and provider
satisfaction, and the long-term fiscal sustainability
of the health care system” and is part of this global
neoliberal trend.

As in these other geographies, the Turkish
health reform also originated in the late 1980s,
when certain neoliberal economic and health pol-
icies were proposed (for example, the 1987 Health
Services Law) and others (such as TRIPS) were ap-
plied. The reform took shape within the Ministry of
Health through reports prepared by public health
academics of Harvard and Johns Hopkins Univer-
sities, in consultation with World Bank advisers.”

The Turkish health reform shares many char-
acteristics of the neoliberal global health reforms,
such as financial reform, managerial reform,
changes in service provision, decentralization, and
the quantification of services over quality of care
in the name of “cost reduction” and “efficiency.”
Changes in health care provision include the clos-
ing down of the ACSAP (Mother-Child and Family
Planning) Directory, which had specialized in
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reproductive health provision in primary care, and
the introduction of the “family physicians system.”
In this system, health centers (saglik ocagi) and
ACSAP centers were replaced with family health
centers (FHCs) and “community health centers”
(toplum saglik merkezleri) at the primary care lev-
el. Family physicians, the intended “gatekeepers” of
the system, would provide preventative care and re-
fer patients to secondary level for specialized care.”
Unlike the previous system, the family physician
system involved a form of semi-privatized care,
which added to the ongoing privatization of care.
Family physicians work as contract workers who
contract midwives and nurses for a period of two
years, and their wages are based on capitation set
by the socioeconomic development of their region.
Their salaries—as well as those of midwives and
nurses—are subject to performance criteria and
can be cut by up to 20% when they fail to reach
their targets. Furthermore, FHCs, instead of serv-
ing a particular geographic area (as was previously
the case), serve the population that registers under
them. Physicians compete with one another to keep
their patient populations and to maintain patients
with less chronic problems.

A multisite feminist research-advocacy
project

The data used in this paper comes from a larger
multisite feminist research and advocacy project
that my co-researchers and I designed to investigate
the effects of neoliberal health restructuring on
sexual and reproductive rights in Turkey, France,
and the United States. A previous article with Eylem
Karakaya includes findings from FHC health care
workers in Turkey.” In the current paper, adding
women’s voices to those of providers, I focus on the
relationship between neoliberal health restructur-
ing, neoconservativism, and reproductive law and
population policy. Although the focus of this special
section is on abortion, I discuss contraception and
abortion together, since these are intricately linked
rights and practices in the lives of women. When the
right to one is affected, the other inevitably suffers.

Methodology

The overall study includes data collected in 2014
and 2015 from seven cities: Istanbul, Izmir, Antalya,
Van, Eskisehir, Diyarbakir, and Gaziantep. These
cities reflect the geographical variations in repro-
ductive health care access as found in the Turkish
Population and Health Survey, conducted every
five years.® Within a geographical diversity, we
chose cities where we had connections to women’s
organizations and medical associations that would
help us recruit participants. This paper includes an
analysis of four of these cities: Izmir, Diyarbakir,
Van, and Gaziantep. We completed 313 surveys with
women (aged 18-45) in all four of these cities; 103
surveys in Diyarbakir and Antep with reproductive
health personnel who worked in the public sector
at the primary and secondary levels; and 14 focus
groups with women (aged 18-45) and 8 focus groups
and 3 individual interviews with FHC personnel in
all cities except Van. Personnel came from 11 FHCs
and one ACSAP center. All interviews were tran-
scribed verbatim and analyzed using the grounded
theory approach.

The mean age in our focus groups was 355
for women and 36.6 for health personnel. In terms
of marital status, there were more single women
(53.6%) than married women in our focus groups.
The health personnel who participated in surveys
and focus groups were mainly female health work-
ers (77.7% for surveys and 85.7% for focus groups),
with the majority being nurses or midwives (75.7%
of health workers in surveys and 81.8% of health
workers in focus groups). Thus, the results from
health providers reflect the viewpoints of the
feminine labor force on health care restructuring.
In this paper, I utilize focus groups with health
providers and women receiving public and private
reproductive care.

Findings and discussion

Dismantling public health care via neoliberal
mechanisms and the bureaucratization of care

In Turkey, we found that the dismantling of the
public sector in health care is accomplished via
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mechanisms of privatization, the introduction of
hidden and explicit user fees, the introduction of
market concepts such as (the illusion of) “choice” of
provider and “customer satisfaction,” and the intro-
duction of market mechanisms such as performance
measures. In terms of sexual and reproductive
health care, the closing down of the directory for
ACSAP and most of its centers—which had spe-
cialized in providing sexual and reproductive care,
including contraception, abortion, and counseling
and education on sexual and reproductive health—
and their replacement by FHCs and community
health centers (TSMs) affected women’s access to
contraception, family planning counseling, and
abortion.”

Under the new system, FHCs are divided into
four categories (A, B, C, and D), with only A and
B types having an additional room with an ob/
gyn table. Having a general practitioner trained
in intrauterine device (IUD) insertion can move a
center from C or D status to B status. According
to a report by UNFPA Turkey on access to family
planning services and contraception, this differen-
tiation has led to inequality in access to care.?® The
FHC system had replaced the previous teamwork
between physicians, nurses and nurse-midwives,
to a physician-based scheme, where the physician
is transformed into an “entrepreneur” who con-
tracts personnel and pays rent and any material
costs that arise. Nurses and midwives, in turn, have
become contractual workers whose professional
titles are now “family health worker” instead of
“nurse” or “nurse-midwife,” causing them to lose
both professional status and the job security grant-
ed previously by their public worker status. This
semi-private functioning of the centers and the
transformation of the doctor-nurse relationship
into an employer-employee one was not appreciat-
ed by the health workers we interviewed:

The community health centers had to be updated
and adapted to the years 2016s and 2017s and it
wasn’t done. That wonderful system is gone now
and in its place we have a commercial- (pause).
Like the commercial agencies, but we are not that.
In between. We pay the electricity, water, internet,
heating, cooling, everything. Hired five personnel. If

something happens to this place, we pay for it. From
our own thing. We get a tax number and spend
70% of our time with this nonsense [another health
worker in the room interjected “management”] work.
—Mehmet (male), age 52, physician,

A-type FHC, Antep

There are problems both in terms of the money we

receive, and status ... and it’s like a boss-employee

relationship. Intentionally or unintentionally. Even

though they [doctors] don’t pay you, we are in that
position.

—Gul (female), age 35, midwife,

A-type FHC, Antep

Under the new system, performance measures
apply to both hospital and FHC work. Under Tur-
key’s Healthcare Application Communiqué (Saglik
Uygulama Tebligi), which defines performance
points for various health services, a performance
code was initially given only to “therapeutic abor-
tions” (beyond the 10-week legal period), leaving
abortions on demand undefined and thus exclud-
ed from social security coverage. It was only in
2014 that the code was changed to “dilation and
curettage services.” In terms of sexual and con-
traceptive care, in the FHCs, physicians, nurses,
and nurse-midwives are subject to performance
measures in areas such as the rate of referrals, child
vaccinations, and prenatal and infant follow-ups
and can lose up to 20% of their salary if they do
not meet their targets. Nonetheless, they are not
evaluated for sexual and reproductive health
counseling (called “family planning counseling”)
or contraception supply, including IUD inser-
tions. Such performance measures are a neoliberal
market mechanism (used alongside conservative
pronatalist aims) applied through bureaucratic
means, since they are introduced with the aim of
increasing “efficiency” by standardizing measures
of accountability. To better understand the work-
ings of performance measures and their effect on
reproductive rights, I will proceed to the second
arm of the dismantling of the public health care
sector: the bureaucratization of care via digitaliza-
tion and performance measures.

Lazzarato describes the debt economy’s use
of evaluation as a technique to govern the behavior
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of individuals, populations, agencies, and govern-
ments. Berardi discusses in additional depth the
effects of this mathematization of language, dis-
course, and life.> In our research, we observed the
bureaucratization and resultant quantification of
care through performance measures and increased
paper and computer work, which has had direct
consequences on women’s rights to contraception.
Despite the reform’s aims to improve “efficiency,”
providers in our research mentioned an increased
workload and lack of efficiency. Indeed, 86.4% of
health providers stated that their workload had
grown since the health reform. This increase was
due to the performance measurement system and
the newly computerized system, which did not
work efficiently:

Ayse: Sometimes I think that they make us do too
much drudgery ... for example, we print out the
monthly work and transfer it from the computer into
paper work, then you scan and enter it back into the
computer, correct it within the EBES system, send it
... Remove the monthly work. If you already have
a system, why is it this way? Why do you waste so
much paper? If the system goes down, everything is
affected. You can’t send something for hours.
Fatma: yes, this is extra work for us
—Ayse (female), age 37, midwife; Fatma,
age 29, nurse, A-type FHC, Diyarbakir

The performance measures, together with the in-
creased workload (caused by digitalization and the
extra work required by performance measures), af-
fect sexual and reproductive care by decreasing the
quality of care provided and decreasing care itself
that is excluded from performance measures. For
example, the nurses and midwives we interviewed
stated that they were unable to find time to offer
sexual and reproductive counseling and that, due
to a lack of training and work overload, they were
not willing to insert IUDs:

As the workload increases, as one does polyclinic,

and needs to follow the women aged 15-49

[meaning prenatal follow-ups for reproductive-age

women] and checks on obesity, you can’t catch up. If
you do one, the other is definitely left out.

Malin (female), age 42, physician,

B-type FHC, Izmir

In their research on family health center and com-
munity health center providers, Zeliha Asli Ocek
et al. documented problems even with the services
that are under performance criteria (for exam-
ple, in identifying pregnant women and infants
among individuals who did not register with the
family physician) and problems with the quality of
prenatal and infant care.” They also found, as we
did, instances of fraud in prenatal follow-ups and
child immunizations. The ratio of pregnant women
and infants not covered by the new system, as well
as problems in the quality of care, reveal that the
quantification of care does not guarantee its quality
or “efficiency.” Indeed, the World Bank admits that
“the performance-based contracting scheme in
Turkey started out mostly as a ‘pay for quantity’ ap-
proach and does not incentivise the clinical process
dimension in quality of care.”™*

In terms of the decrease in sexual and repro-
ductive care, the decrease in IUD provisions in
FHCs has been detected both by researchers and
by the results of Turkey’s 2013 Demographic and
Health Survey, which show that the use of IUD
among married women fell from 18.8% in 1993 to
16.8% in 2003, with the decrease first visible in 2008
(five years after the beginning of the health restruc-
turing).” A decrease in family planning counseling
has also been reported by both Ocek et al. and
Ceren Topgul et al.*® As they noted, I also found
that the decrease in counseling and IUD provision
are due to an increased workload, exclusion of these
services from performance measures, and lack of
adequate training:

The last time I placed an IUD was last year ... I
don’t find it appropriate to do it here [Interviewer:
Why?] Because there are patients waiting and there
is the time for that patient ... And when you don’t
do something regularly, you lose the pratice. So I try
to refer the patient to where IUDs are placed ... Like
maternal-child health centers.
—Zeynep (female), age 43, midwife,
B-type FHC, Izmir

If it was me, I would not have an IUD placed here.
For example, I went and learned the IUD placement
on a model. How can I do it on a woman, something
I only performed on a model? I can neither place an
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IUD nor do [pap] smears. [Interviewer: Didn’t you
practice before receiving the certificate?] We did not
receive a certificate. A training for 20 minutes only.
—Cicek (female), age 40, nurse,

A-type FHC, Diyarbakir

In addition to performance measures, digitali-
zation, and inadequate staff training, another
bureaucratic mechanism that impedes women’s
access to contraception are periodic problems in
the supply of contraceptive methods to FHCs by
the city health ministries. In all of the cities where
we conducted our research, women and providers
mentioned these periodic irregularities in supply. In
Topgul et al.’s study, family physicians in FHCs also
reported such irregularities, which they interpreted
as reflecting the anti-contraception attitude of the
state and a lack of coordination between the min-
istry, community health centers and family health
centers after the reform. In our study, some health
providers attributed the problems to the Ministry
of Health’s incorrect calculation of their needs or
to not being properly informed when supplies had
arrived. Moreover, Topgul et al. point out the links
between changes in the financing of contraceptive
methods and the lack in supplies. They state that the
supply of contraception in Turkey from 1965 to 2000
was financed mainly by international funds, with
USAID being the largest funder.” When USAID
started to decrease its financial support between
1995 and 1999, the Turkish Ministry of Health had
to finance the methods, which led to decreases in
supply in 2000 and 2001.** The Ministry of Health
decentralized the method acquisition. However,
when this created a standardization problem, the
Ministry recentralized the acquisition. The problem
remains, as public bids in contraception acquisition
involve long processes and include cancellations.
According to UNFPA, no purchases were made by
the Ministry of Health in 2012.

While the reasons for these constant irregular-
ities need to be further investigated and monitored,
the result is the violation of women’s right to free
contraception at the primary level, which leaves
women with the options of paying out of pocket
(becoming indebted), changing to another contra-

ceptive method available at the FHC, or continuing
an unwanted pregnancy. As our interviewees noted:

Fatma: Last year, we had nothing for four months
except for the injection.

Anonymous: Most of the time the ministry buys
it but it doesw’t come to us, waits there. The
municipality doesn’t inform us. There is a waiting.
It’s a two-way problem. Problem emanates 80-90%
from the ministry.

Interviewer: Okay, so when there is nothing and the
woman comes and asks for a method, what do you
do?

Ayse: They become pregnant. Because you know
the pill in the pharmacy is 18 lira. They can’t buy
it. They can buy as much as they can from the

pharmacy, otherwise they become pregnant.
—Fatma (female), age 29, nurse; Ayse (female),
age 37, midwife; anonymous (male), age 43,
physician, A-type FHC, Diyarbakir

There are those who get pregnant. There was no pill

for a while for example, and we saw many women

who got pregnant and gave birth to their whateverth
number child.

—Habibe (female), age 42, physician,

B-type FHC, Izmir

Zehra: In 2008, there was a commnutity health
center below us and nurses from there said that
women could access condoms and pills from the
centers. But a bit later, there was no emergency pill
or birth control pill.
Elif: The nurse in my family health center told me
that she fits IUDs, but that her physician does not
know it. Told me she can fit me one but I know they
don’t provide condoms anymore.

—Focus group with women, Izmir

Interviewer: Is the IUD placed in FHCs here?
Havva: In some but not all.
Interviewer: How about injected contraceptives or
condoms?
Havva: That might be changing according to
location of the center. Some have it but some say
they have problems getting these and forced the
budget and have their unit buy these ... They say at
meetings that they have much difficulty when the
supplies are finished.

—Focus group with women, Antep
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The exclusion of contraceptive care and family
planning counseling from performance measures,
low performance points given to abortion in hos-
pitals, and periodic irregularities in contraceptive
supplies are in line with the AKP’s pronatalist poli-
cy. This ties in to the last part of our findings, which
relates to how conservative discourse and pressure
has led to a decrease in abortion and contraception
access, thus violating women’s reproductive rights.

Conservative discourse and pressure on
providers

In our focus groups, we asked providers and wom-
en about abortion and birth control access in their
cities since the health reform. We were surprised
to learn that not only most of the women but also
most of the health providers were confused about
the legal status of abortion. Some thought it was
banned while others were not sure whether the
legal time limit had been shortened.

Firuze: I would not go to the public hospital. I would
consult my doctor, but if I needed an abortion, 1
would not go to public, since I know that it’s illegal.
Interviewer: Do you think or know that abortion is
banned in public hospitals?
Nuray: The government has such a policy.
Zehra: 1 mean that in practice its not done, not
easily. They make it harder.
Firuze: I know that if the husband consents, it can
be done.

—Focus group with women, Izmir

For example, umm the prime minister, umm telling
women to give birth, I heard that he banned ... I
went to the community health center three years
ago, there was no birth control pill, the president
banned it. [Interviewer: Did they say that?] Mm-
hmm. [Interviewer: At the community center?] Yes.

—Azra, focus group with women, Antep

I know that abortion on demand is banned.
—Irem, focus group with women, Izmir

These testimonies show that the conservative dis-
course that started with Erdogan’s remarks in 2012
that “abortion is murder” was successful in muddy-
ing the waters and creating confusion on the legal

status of abortion, as well as pressure on providers,
without actually changing the law. The decrease in
abortions in public hospitals throughout Turkey
was documented in a recent survey of state hos-
pitals and teaching state hospitals by Kadir Has
University?° Our interviews showed that abortion
has become more difficult in public hospitals in
recent years due to service rejection and to requests
by providers that the pregnant woman obtain her
husband’s or parents’ consent:

if we can collect money, we send the women [we
work with] to private hospitals. When there is no
husband, the public ones reject them anyway. In the
private, there is resistance as well. I have been doing
this job [working at a women’s shelter] for seven
years. For the last three years, we have had serious
difficulties about this [accessing abortion]. The
number of kids we give [for adoption] to protection
services is too many. There are many pregnant
women coming to us, ending their pregnancies and
returning home. They have no other way of hiding
their pregnancies. Why couldn’t you abort? “I had
no money.” But this is a public service. But if it’s
recorded in her social security, anyone can access it
and now they inform the husbands, parents, by text
message ... So, she has no other option.

—Elif, women’s focus group, Izmir

Meryem: In public hospitals now, they dont do
it [abortions] if there is no problem [medical
necessity].
Zeynep: I went and said I do not want this
pregnancy, went to the birthing hospitals. They said
g0 bring your husband, he signs and we do it ... And
I was scared.

—Womenss focus group, Diyarbakir

Health providers also feel pressured to avoid talking
about and providing abortion and birth control and
noted the newly brought scrutiny on the husband’s
signature for abortion, which previously had not
not been so strictly enforced by health providers:

Actually, there is a change [from the community
center model to the family health center model]. A
change in views. How can I say this ... Abortion is
legal, but there is an incentive not to provide it. You
can’t talk about it, talk about this different point of
view. For example, the person says, “I don’t want to
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give birth, I want to use protection,” and you get the
feeling that you are doing a wrong thing mentioning
the methods. ... There is such a change here and
it exists on abortion too. It is legal, so I still don’t
understand why the husband comes. And you take
the husband’s signature.
—Ayse (female), age 39, physician,
D-type FHC, Antep

Among our study participants, single women (most
of them young) stated that they found it difficult
to access contraceptive and abortion care from the
public sector, out of fear or due to real experiences
of being judged for being sexually active. When
they can, single women utilize private care. Fusun
Artiran Igde et al. point to how the legal restriction
of abortion provision to ob/gyns and to general prac-
titioners who work under the supervision of ob/gyns
contributes to urban-rural inequalities in access to
abortion since rural areas lack ob/gyns? Given the
climate of conservative and patriarchal care, where
some providers do not feel comfortable talking to or
treating single women, these new conservative pres-
sures, together with the existing limitations of the
law itself, will disproportionately affect poor women,
young single women, and rural women, who will
be forced to pay out of pocket for contraceptive and
abortion care, to seek unsafe abortions, or to carry
unwanted pregnancies to term.

Conclusion

In this paper, drawing on the writings on the debt
economy and a transnational feminist lens, I have
discussed how neoliberal mechanisms, with their
marketplace-oriented and bureaucratic arms, in-
teract with conservative policies to erode women’s
reproductive rights in Turkey. To summarize, the
neoliberal-neoconservative restructuring of health
care in Turkey has resulted in (1) the indebtedness
of women through out-of-pocket payments for
private contraceptive and abortion care; (2) the
indebtedness of physicians, nurses, and midwives
to the state through salary cuts from missed per-
formance targets (and use of fraud to avoid these
misses); (3) a reduction in the quality of existing
reproductive care (such as prenatal follow-ups); and

(4) a reduction in access to reproductive care itself
(namely contraception, sexual and reproductive
counseling, and abortion).

In Turkey, women’s rights to contraception and
abortion did not come about as a result of demands
by the feminist movement; rather, they emerged in
the context of antinatalist policies combined with
public health concerns regarding maternal deaths.
As Elif Aksit argues, the AKP’s pronatalist policy
can, in one way, be seen as a continuation of the
approach to women’s bodies, reproduction, and
sexuality in Turkey that has been in place since the
late Ottoman period, whereby reproductive rights
are treated in the context of population policies.
The difference from previous times is the extension
of the state’s biopolitics to the regulation of assisted
reproductive technologies (such as infertility treat-
ments and sperm donations) and the application of
neoliberal market mechanisms together with con-
servative ideologies aimed at controlling women’s
sexuality.

I believe that the way in which reproductive
rights in a country are gained and laws formulated
affects the susceptibility of the laws (and rights) to
actual or de facto modifications by market and con-
servative mechanisms. For example, in the United
States, Roe v. Wade, which legalized abortionin 1973,
is phrased as protecting women’s “right to privacy”
in a decision made with the doctor and in which the
state preserves its interests to intervene on behalf
of the woman or the fetus. It is not surprising that
immediately after abortion’s legalization, the Hyde
Ammendment (1977) preventing federal coverage
of abortions was passed. Senator Hyde argued that
this was a not a limitation, since women were free
to choose another (private) provider for abortions.
In the United States, we can also see how neolib-
eral mechanisms (such as increasing malpractice
lawsuits against ob/gyns, changing zoning and
operation room requirements for abortion clinics,
and the defunding of Planned Parenthood) have
been used alongside conservative measures (such
as mandatory waiting periods, parental consent or
judicial bypass for minors, and ultrasounds and fe-
tal heart monitoring before receiving an abortion)
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to make the right to abortion de facto nonexistent
in many states3

While reproductive law in Turkey lacks a
feminist basis and enables the continued instru-
mentalization of women’s bodies through pro- or
antinatalist policies, Turkey’s commitment to ICPD
action plans, the Sustainable Development Goals,
and CEDAW has marked a change at the policy
level from a population control to a women’s right
approach, which is monitored by feminist organi-
zations. Under the ICPD Programme of Action,
states are expected to take all necessary measures
to secure access to health care, including sexual
and reproductive health care, and to consider gen-
der equality and women’s autonomy in decision
making in sexual and reproductive health matters
when developing reproductive health programs
and population-related programs. The Sustain-
able Development Goal on gender equality (Goal
5.6) also includes stipulations for the granting of
universal access to sexual and reproductive care,
including abortion access, stating that governments
should not limit access to abortion on cultural or
religious grounds. Additionally, CEDAW requires
governments to attain gender equality in health
care, including family planning services (art. 12), to
secure adequate access for rural women on family
planning counseling and methods (art. 14(b))* In
CEDAW General Recommendation no. 35, denial
or delay of safe abortions and forced continuation
of pregnancy are considered gender-based violence
(Item 18).3° The results of this study, taken together
with those of others, show that the current state of
affairs on sexual and reproductive health in Turkey
constitutes multiple rights violations in the areas
of access to methods, access to information, and
respecting and enabling women’s autonomy in de-
cision making on reproductive matters.

Feminist monitoring of ICPD, the Sustainable
Development Goals, and CEDAW is important. So
is the inclusion of women’s sexual and reproduc-
tive rights in the agenda of the Turkish feminist
movement after the 2012 mobilizations. While
these provide valuable counter-forces to attempts
to curb abortion and reproductive rights, as this

paper shows, the neoliberal economic context (with
its conservative and increasingly authoritarian
dimensions) should also be critically examined,
and, ideally, a new law that recognizes reproductive
rights as women’s rights and not dependent on the
state, men, and family, should be passed.
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