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Abstract: In the Twentieth Century, particularly in the last quarter, our world has been experiencing
unprecedentedly radical social changes. In the all range of today society, a common opinion has more and more
been pervading that a new world 1s arising shaped by new technologies, new institutional structures, new
culture and economy. This new situation in which economic, social, cultural and political events taking place
anywhere 1n the world have also mfluenced the other societies of the world and the interdependence has
mcreased refers to the process of globalization. Today, negative effects of neo-liberal policies are felt in
common of the world, not only remain limited with economic life, but also it has taken social field under its
mfluence. On the recent years, social security crisis occurred in developed countries has been spreading of the
world with gradually. Today, collected taxes in developed and developing countries doesn’t enough to present
health service on desired level. For this reason, it has been gone to the new policies and search of the resources
in health field. Health investments and health expenditures have been reduced and restricted, understanding
of the private insurance has becoming widespread in health sector day by day, it is concentrated on medical
treatment approach instead of protective and preventive services in health field. Therefore, mequalities of
reaching to health services among income groups are increasing more and more in our country like all of the
world. Problems m health system make difficult the low income groups” life more than other citizens in Turkey.
Especially, poor families have person with chronic illness stay more alone in this process. In chronic illnesses
with terminal period are become crisis situation on its own for person and his‘her family, therefore to increase
the effectiveness of treatment process, it 1s needed new approaches with social work focused i treatment.
Key words: Globalization -+ Neo-Liberalism - New health policies + Chronic illnesses with terminal period -
Family - Social support - Social work

INTRODUCTION

In the last quarter of the 20th century, the world
experienced very intense and larger social changes that
were not observed before and such changes are still
going on. The assumption that a new order has
appeared shaped by new teclnologies, new institutional
patterns, new culture and new economy has become
mcreasingly popular and dominant. In order to describe
this extraordinary transformation the term globalization is
used. Hence, the term globalization refers to the fact that
any economic, social, cultural and political event occurred

in any part of the world has effects on the other

communities i the world and that interdependency
among distinet communities has increased. Globalization
that is described as irrevocable or impossible to avoid is
explicitly or implicitly regarded as a process of which
challenges and effects are to be accepted. Globalization
has two-level understanding. On one hand, it is the
concept for worldwide flow of products and services,
technologies, ideas, capital, labour and cultural elements.
In this sense, it has a descriptive nature. On the other
hand, it refers to the adaptation of the order for new world
and therefore, includes an implicit direction.

In the context of neoliberal ideology of econcmic
globalization, multinational firms and their managers have
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been determined by the world commerce organization,
major capitalist countries known as G-7 and by major
global economic actors such as IMF and The World Bank.
It 13 widely assumed that free trade implemented following
new economic rules would provide development,
mfluencing all states throughout the world and
eliminating the poverty. However, neoliberal doctrine that
global trade will reduce both poverty and social isolation
has not been achieved. Moreover, it 1s observed that this
neoliberal doctrine leads to increased levels of poverty,
mjustice and social 1solation [1].

Given these negative economic consequences,
politicians, researchers and also global actors began to
discuss the sustainability of globalization in terms of its
economic, social, political and cultural effects. Well-
known finance expert George Soros argues that neoliberal
doctrine based on economic globalization is the market
fundamentalism that s very dangerous like other types
of fundamentalist approaches [2]. Thus, very serious
interdependent economic, socio-cultural and political
results of globalization such social 1solation,
socio-cultural degeneration, rapid and widespread

as

envirommental pollution, emergence of new illness,
increased levels of poverty and injustice, alienation and
social hopelessness have led to significant concerns
AIONg economic actors,

In this regard, the Davos economic platform formed
by major global forces stated that a series of steps should
be taken to avoid the uncertain and insecure future of the
world as result of globalization. However, it has also
that emphasizing
approach to relations and moral values

become dominant conservative
following
neoliberal doctrine can overcome the negative outcomes
resulting from the globalization [1]. On the other hand,
neoliberal policies implemented by the states lead to
limitation on the allocations of the state budgets to social
adapted by many states
negatively affect the states’ opportunities to unplement

large-scale welfare policy programs. As a result of these,

activities. Neoliberalizm

mcome nequality and poverty have mcreased especially
among disadvantaged groups. As it is well known,
poverty decreases the quality of hife starting from birth.
Children from poor families carmot be provided with basic
needs such as education, nutrition, employment and
therefore, achieve their potentials due to peoor societal
conditions [3]. Poverty has two dimensions: absolute
poverty and relative poverty. Absolute poverty refers to
living under the minimum need level. Relative poverty is
one’s having lower life standards in contrast to other
people. It 1s mterestingly argued that relative poverty has
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much more negative effects on health than those of
absolute poverty [4]. The reason for this 1s that self-
confidence, self-respect, honor, position in the social
hierarchy and social 1solation has more significant effects
on health in contrast to material conditions. Therefore,
only merease m income levels cannot elimmate poverty
[5]. In fact, 1t also shows that the welfare practices of
states that are observed during the second half of the last
century are not successful [6].

Tuwrkey has experienced of
neoliberalism during the 1980°s. “Opening to outside™
policy implemented by the Prime Minister Ozal led to
distortions on traditional economic preduction and

also a process

patterns and the effects of globalization began to be
experienced in major cities, particularly in Istanbul.
Relations of the new economic market that are shaped by
the principles of free trade economy became also
dominant in everyday life. Thus, “consumption™ became
one of the most significant factors that identify the
“identity” and “social status” of people [7].

Although rapid social change process 1s a fact, it also
produced some problematic concepts that are to be
discussed by social scientists. “Globalization”, “late
capitalism”™ and “consumption culture” are among these
problematic concepts. These concepts are often pointed
out by leading social scientists. Economic and social
changes witnessed during the 1980°s and 1990’s indicate
that Turkish society i1s a society of consumption.
Economy policies known as the decisions of 24 Tanuary
1980 provided the background of the transformation from
production-driven  economy consumption-driven
economy. The decisions of 24 JTanuary 1980 that aimed at

to

privatization, free trade and restructuring are the
beginning stage of Turkish economy’s integration into
the world economy that 18 known as globalization. Free
exchange policy and interest policy have led to rent
economy and also, to increases in export and import
levels. Therefore, all kind of imported goods mcluding
luxury one could easily enter into Turkey. Changes
witnessed 1 economic patterns also affected social
values. Beginning by the mid-1980’s continuing to 1990’s
consumption has become a reflection and marker of social
status for people [8].

Turkey after globalization process in 1980s exhibited
similar patterns that are observed in other parts of the
world in terms of integrating into world market and
noeliberal economy policies. The government chaired by
Turgut Ozal avoided “national development” policies and
allowed for free trade in Turkish markets and practiced
neoliberal economy policies. Turkish economy became
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integrated into international markets and capital through
IMF packages. Neoliberal economy policies in Turkey
made a minority group advantaged and also, made
majority disadvantaged mn terms of social status through
decreases in income levels and high inflation rates.
Such policies supported the capital cumulation and
mhibited social mtegration because of degeneration at
societal level, social and economic gaps between
social groups [9].

Economic, cultural, social policies that were shaped
by these deeper transformations witnessed after 1980 also
included a claim for establishing a new world order. This
order does not deal with any barriers against profit
maximization such as education, health-care, social
services and transmit these to private sector. It eliminates
the rules i regard to labour market and increases the
levels of poverty and social security crisis. Major trends
m economy throughout the world have led to negative
consequences i the field of health-care. Turkey, one of
the developing countries, experiences these
consequences. Neoliberal policies have led to several
negative results in the field of health-care in Turkey such

also

as illegal procedures, limitations on medicine provisions,
implementation of regular treatments instead of protective
treatment, limitations on health-care expenses, etc. All
these negative activities also lead to unequal distribution
of medical services.

Certainly problems experienced m Turkey’s health-
care system affect more seriously individuals with chronic
illness and their families. As known, a family 1s not justa
group of people living together but it 18 very complex,
strong and dynamic system. The theory of social system
states that any problem faced by a component of a social
system influences the remaining components, thus, the
whole system. Since family 1s social system, chronic
illness experienced by a family member affects the family
as a whole and its functions. This effect increases
especially at the termination stage of the illness and
accordingly, the functions of the family and the roles of
the family members change increasing the need of the
family for social support. These facts require a
multidimensional discussion of chronic illness m the

field of health-care. Therefore, a multidisciplinary
approach is needed to focus on individual with
chromc 1illness and the family. Approaches and

interventions of social work discipline are promising in
this regard. In this study, individuals with chronic
illness and their families are discussed in terms of their
problems and needs following the approach of social worlk
empowerimennt.
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Chronic Hlness: WHO defines health as “one’s not
having only illness or disabilty but also one’s having
physical, mental and social wellness”[10]. Therefore,
unhealthy condition for peoples is not only related to
physical aspect but also to psychological, economic,
famialial and social aspects Illness i1s a temporary or
contmous health problem that leads to certain negatives
consequenses such as sadness, fear, stress and anxiety
[11], inhibits the maintenance of harmony of orgamsm
[12]. Chronic illness, on the other hand, is defined as “a
medical problem that lasts for a long time, leads to death,
physical and mental disfunctionality, inhibits one’s
everyday routines at least for three months or requires
hospitalization for a certain time period” [13]. The
American National Health-care statistics indicate the most
frequent chromc illness as follows: heart disease, high
diabetes,
respiration diseases, rheumatism, cancer, parkinson,

blood pressure, blood diseases, paralysis,

mental disabilities and alzheimer, uro-gemital diseases,
cataract, etc.[14]. In the study, terminal stage of the
chromic diseases are focused.

In parallel to rapid advances witnessed in medical
science, general life duration of people has mcreased
[15-17] leading to increases in the frequency of chronic
diseases [18]. Tt is known that more than 80 % of
individuals older than sixty-five experience at least one
chronic illness. The TS data indicate that approximately
one of three individuals experience chromc illness in any
period of his life [19] and that in 2030 there will be a total
of 150 million people with chronic disease in the USA [18].
The frequency of chromic diseases has also increased in
Turkey. Such chronic diseases as heart disease and
cancer are the first and second reasons of death m
Turkey, respectively. One of each ten death cases occurs
beacuse of cancer in Turkey [20].

The Effects of Chronic Diseases on Individuals: Chronic
diseases that may include birth anomalies, genetic
defiencies and cancer have direct effects on individuals
and cuts the flow of everyday routines because of
its consequences such as functional limitations,
challenging treatment process and emotional distortion
[21]. Indwiduals with chronic illness experience a
heavy stressful condition due to organic diseases and
technological treatment process leading to both physical
problems and psychological problems [22]. Therefore,
chronmic diseases lead to deacrease in working capacity,
inability to perform social and familial roles, decrease in
self-respect causing to depression [23]. Individuals with

chronmic ilness must attempt to continue his independent
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life in the fields of employment, family and social groups
and at the same time, they are dependent upon heavy
treatment process facing with death threads and fear of
death [24].

Since treatment is continous, social relationships of
individuals with chronic illness become loose, their
productivity levels decrease and if they lose their
employment opportunities, they may experience financial
problems, too. Certainly these profound changes lead to
changes in familial roles and to problems in
communication and interaction n family. In short,
mndividuals become hopelessnes and strassed.

The factors that lead to hopelessness are as follows:
threads self-respect,

mterdependency, etc. and external factors such as lack

internal factors such as to
of others” support [25]. Therefore, ndividuals with
chronic illness need much more support, acceptance
and understanding in contrast to healthy individuals.
with illness
mstrumental support to meet their everday life needs in

addition to psycho-social support. Rowe and Kahn [26]

Moreover, individuals chronic need

argues that instrumental support includes direct help,
physical assistance, transportation support and financial
support. In some cases mnstrumental support becomes
more significant for individual with chronic illness in
contrast to social and emotional support.

Since the treatment of chronic illness
high in terms of finance, those who do not have

18 very

social security experience both physical and financial
problems. Tt is evident that chronic diseases cause serious
problems not only for individuals and alse for their
families.

Changes and Problems in Family Patterns Resulting
from Chronic Diseases: The closest environmental
system for individuals 1s their families [27]. Because of
changes in the family patterns it is hard to define what a
family is [28, 29]. In the past, family was defined around
parents and children. But now the definition of family
mcludes single parents [30, 31] and marriage with people
from the same gender. Traditionally family is defined as
“the smallest social institution with people having
marriage, blood relations, living in the same place, having
similar culture and life styles, values and beliefs and
sharing the same income” [32]. Family as a social
institution contributes to the functions of other social
mstitutions [33]. Therefore, changes in family patterns
other social

affect both its own bLfe-cycle and

systems [34].
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Family members experience all emotional, mental
tensions caused by chronic disease in the same manner
experienced by the individual with chromc disease. Both
the order of family and life styles of family members
change due to illness. All negative emotions such as
fear, anger, uncertainty, loneliness experienced by the
individual with chromie illness affect the other members of
the family.

Research indicate that family members have the same
level of stress, anxiety and depression as the individual
with chromic [35] and that in the terminal phase of the
illness consolidation of the family is distorted [36] and
that uncertainty, sadness, hopelessness among family
members increase if the hospitalization lasts for very long
period [37]. The most frequently faced psycliatric
symptoms by family members are sleeping problems, lack
of appetite, lack of concentration, headaches, anxiety [38].
If the family has financial deficiency and lower socio-
cultural backgrounds, these problems become more
intense [39]. Thus, chronic diseases require not only
medical intervention but also social work interventions
including the individual with chronic illness and his family
[40]. Psycho-social and economic factors that cause the
illness should be determined and the problems resulting
from the illness should be solved if a successful treatment
is to be provided [41]. At this point, the process of social
support becomes very sigmificant.

The Significance of Social Support in Chronic Diseases:
Like in other stressful cases in chronic diseases social
support plays a significant role in solving the problems.
Since Durkheim’s study, it is accepted that social support
positively affects the individuals’ social coherence and
life satisfaction [26]. Therefore, social support is way to
help individuals and their families n dealing with fear and
anxiety and to increase the efficiency of the treatment
process.

Individuals with chronic illness require social support
because their health conditions get worst, stressful
conditions are faced. Therefore, for such mdividuals,
emotional and instrumental supports as well as guidance
are very important. Emotional support provides them with
courage to cope with challenging situations; instrumental
support provides them with practical and concrete help
and guidance provides them with information about their
cases as well as others” similar experiences [42].

It is shown that social support makes people more
adjusted to thewr treatment process and [19, 43]. During
the terminal phase, individuals require more intense social
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support because of uncertainty and fear of death. Tt is
also found that perception of higher social support
mcreases self-respect in individuals with chromc illness
[44]. Therefore, social support in chronic illness cases
increases confidence and respect levels of both the
individual and the family members [36] and it has very
significant role to play m coping strategies of individuals
and their families.

Support process is not a fixed process. Modification
in support is needed taking into consideration the needs
and related situation of the individual with chromie illness.
Tt 18 found that modified version of social support has
higher levels of efficiency [26]. The type of support
required changes based on the individual, time period and
conditions. For mstance, if the individual experiencing a
chronic illness 1s poor, then economic support will be
more meaningful. However, for those having financial
resources but lacking family members emotional support
15 much more needed. Therefore, social support s not
single dimension process and can be divided mto
“formal” and “informal” categories. “Informal” social
support is given by family members, relatives, friends,
neighbors, etc. “Formal” social support 1s provided by
social security and social assistance systems, social
welfare institutions and NGOs. The success of social
support depends on the functionality of both types of
social support categories.

Rapid changes and transformations in social,
economic and cultural life led to significant changes in
familial patterns, its functions and life styles. Traditional
values and institutions emphasizing help to poor people
are replaced by new values and institutions [45]. In this
transformation process, social support mechanisms of
families have weakened. In the case of chronic illness,
poor families lacking social security cannot solve their
problems only through informal social support. However,
in Turkey there is no arrangement for social services to
meet the needs of families lacking social security. The
reason for this ignorance heavily depends on neoliberal
policies adapted in Turkey.

Health-Care Services and Families in the Context of
Neoliberal Policies in the World and in Turkey:
Capitalism 13 a doctrine that argues for the minimum
state intervention to economy letting market economy
functioning in itself pace [46]. Capitalism as a system
begmmning from its emergence materialized everything to
continue its existence [47]. Development of capitalism
always accompanies the process of materialization.
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The first phase of capitalism lasted until the second
quarter of the 20th century and mncluded struggle between
working class and capital holders and in this phase, the
state had limited responsibility in regard to socio-
economic life [48]. The model of “social state” emerged
after thus period as a result of such developments as
increasing gap between social classes, social polarization
and 1929 economic crisis. Facing such negative events,
states were forced to mtervene to social life in favour of
those economically disadvantaged and welfare state
practices began to be implemented [6, 49-52].

The concept of social state was originally used to
describe English working class in 1945 [53]. This concept
depends on the idea that state has responsibility to
provide a certain level of welfare to its citizenships [54].
Social state can be defined as a contemporary state that
have social responsibilities, aims at providing welfare
conditions for citizens to meet their material and cultural
needs allowing them to have a respectful hife [55]. The
most significant economic goal of a social state is to
elimmate poverty and to reduce unemployment [53].
Social state is made up of two elements: transfer payments
and equal opportunities of education and health-care. The
first element includes financial assistance given to
individuals and families in the form of social insurance
and tax reduction [56]. The peried of social state has been
called “golden age of capitalism” since it provides citizens
with larger opportunities [53].

However, during the last quarter of the 20th century,
a number of negative events took place throughout the
world such as economic crisis, decreases m total demand
and firms’ profits, etc. New policy approaches were
needed because of older population, gaps between
employment funds and social security funds. As a result
of these developments, the period of neoliberal policies
began in the late 1970°s [57-61]. This new policy
framework called for narrowing the share of public sector
affecting not only economy but also all levels of social life
[61]. Those institutions that have higher social benefit
value such as educational mstitutions, health-care
institutions and social services were also reformulated
following neoliberal policies.

Neoliberalism started to control “social” at the level
of nation state. Tt accompanies the globalization of
[59]. And all security  systems
throughout the world began to experience crisis. In order

econoImies social
to overcome this crisis, reforms were implemented in
regard to social security systems. Instead of social justice
approaches that valued equal income provision, private
insurance systems were introduced [62].
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Neo-Liberalism and New Health-care Policies in Major
States: In the past two decades to reduce the gaps in
public expenses, expenditures in social domains have
reduced. However, health-care expenses of
developed countries could not be reduced because of

been

their old population, high rates of chronic diseases and
disabilities, novice treatment methods and medical
techmology [63]. For mstance, in the USA national health-
care expenses increase each year at ten percent the share
of health-care expenses in GNP in 1960 was 5.3 %.In 1995,
1t was %15 [64]. The shares of health-care expenses in
several countries are as follows: in England 13 %, in
Germany 10.3 %, in French 9 % [65], in Switzerland 8 %
[66]. In 1990, it was 3.6 % andin 2002 6.5 % in Turkey.
It 15 lower than mean rate in the OECD countries that 1s
7.9 % [67].
In the
chronic diseases such heart diseases, diabetes, etc. has

developed countries the frequency of
mcreased in parallel to mereased life expectancy and it
leads to increases in health-care expenses. For mstance,
cancer has the rate of 20 among the reasons for death
in Europe [68]. These facts lead to the increase in share
of health-care expenses in GNP and to people’s need for
more patient-oriented approach  to  health-care
services [63].

Taxes collected in the developed countries are not
enough to provide desired level of health-care. Therefore,
new policies and resources are needed in the field of
health-care. For instance, there are arrangements to limit
the health-care assistance, etc [65]. In order to reduce the
higher expenses of treatment process in regard to chronic
diseases with terminal phase, official treatment at home is
provided for such patients [69]. On the other hand in the
countries in which private health-care insurance is well-
developed like the USA and England, rich people from
developing countries are treated to reduce high expenses
of their own patients. Insurance firms in the developing
countries offer attractive treatment packages for their
customers in abroad.

Another negative impact of neoliberal policies in the
field of health-care is observed in transfer of medical
technology and medicine from central countries to
peripheral ones. Field of health-care n underdeveloped
countries are subject to mampulation of transnational
firms [70]. Tt leads to illegal implementation, decrease in
the share of health-care services, negative basic health-
care indicators and increase in unequal provision of
health-care services. One of such distortions experienced

in Turkey is known as “lancet operation”. In this case, the
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tool, namely heart stent of which price is 25 US dollars
was sold for 2450 TS dollars to public hospitals and for
1050 US dollars to private hospitals between 1994 and
2000. In addition to these, many illegal practices were
identified in regard to this specific case [71].

Background of Health-care Policies in Turkey,
Transformation Program in Health-Care and Basic
Indicators

It 1s possible to analyze the development of health-
care policies in Turkey within three periods: (a) 1923-1950,
(b) 1950-1980 and (3) after 1980s [72].

At the first years of the Republic, protective health-
care policies were emphasized. Limited resources were
allocated to control and protection of widespread and
frequent, serious diseases. Public health-care services
were organized at the provincial and district levels.
Treatment by
admimistration and as an example, “Numune” hospitals
were established in Ankara, Istanbul, Sivas, Erzurum and

services were carmrled out local

Diyarbakir. In this period protective health-care services
were focused and the salary of the medical staff was high
making the public health-care attractive [72].

After 1938 until 1950°s
responsibilities in regard to treatment were given to the
Ministry of Health Hospitals
municipalities were nationalized. However, protective
health-care services were decreased. During the 2nd world

local administrations’

belonging to the

war, large number of people died because of epidemic
Because of these, in 1945 the law of
“extraordinary malaria struggle” were passed and in
1949, “tuberculosis struggle centers” were opened in the
cities [72].

After 1950 sprivate sector began to take part in the
field of health-care. In 1961, two significant laws were
passes: law nr. 224 “Socialization of health-care services”

diseases.

and law nr. 554 “Population planning”. This period is also
the beginming of plammed development n Turkey. Law nr.
224 “Socialization of health-care services” ammned at
socializing the health-care services. General health-care
insurance was firstly introduced in this period. A draft for
health-care insurance was developed m 1967 but it was
not submitted to the government. In the second-five year
development plan of 1969 general heath-care insurance
was reintroduced and in 1971 related proposal was
introduced to the parliament but it was rejected. Another
proposal was mtroduced in 1974 but again it was not
accepted [73].
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Turkey after 1980 experienced very significant global
developments in terms of economy, social life and cultural
aspects. In this period many problems experienced at all
levels of life. During 1980s, Turkey was integrated into
global economy relation and post-Fordist' production
process as well as market relations and new liberal
1deology raised. Before this period, during 1970s CHP that
was the dommant political party tried to mtroduce
national economy and social welfare program. But in
1980°s ©Ozal government introduced a series of new
political and economic agenda based on “free market
economy” [74, &].

Tn parallel to these developments witnessed in 1980°s
new approaches to health-care system were observed
[75]. 1982 constitution secures the social security right of
citizens and provisional responsibility of the state. Its 58.
Article introduces the potential of establishment of
health-care 1990°s,
restructuring activities in regard to health-care sector

general insurance.  During
became mtense. During this period health-care reforms
developed to efficient use of resources, improvement of
hospitals and medical nstitutions, transformation to
family health-care, distribution of first level medical
mstitutions throughout the country and restructuring of
the Ministry, development of human resources and
medical information system [73]. This period also
experienced rapid changes i Mimsterial administration
and health-care policies based on the changes of
governments. health-care
ignored but investments in new hospitals and in treatment

Protective services were
services were supported leading to increase in expenses
and decrease in health-care services. The most significant
development in this period was the passing of the law nr.
3816 that started the green card practice to provide people
without any social security opportunity with health-care
services.

As aresult of neoliberal policies, the state became the
organizator of economic activities in Turkey. Tt entails that
the state should transfer all its functions to private sector.
In other words, neoliberal policies have also effects on
health-care system in Turkey. Increased number of private

hospitals in Turkey indicates that a sort of privatization
has implicitly took place in Turkey’s health-care system.
In public hospitals, opportunities of revolving funds were
encouraged to reduce the pressure of health-care
expenses on general budget. However, these were not
enough to solve serious problems faced by people. In
short, liberal policies have made the health-care services
matenialized in Turkey. As a result of dommant economic
approaches, the state tries to include health-care problems
in individual domain [76]. Tn 2002, the new government
introduced the program for “health-care transformation”
within its social security reform.

Program for Health-Care Transformation: Program for
health-care transformation was mntroduced m 2002 to
provide basic health-care services to all citizens, have
standards in delivering of these make
performance-based service practice widespread, use

services,

efficiently the resources allocated to health-care services,
restructuring of the Mimstry and general health-care
insurance, motivate human resources in the field and
establish an information system [77].

Through this program, some medical institutions are
transferred to the Mimstry, hospitals belongmg to
different institutions began to be used commonly [77].
Also, the regulation of Services at Home was developed.
However, several deliciencies are evident m this
regulation. For instance, private sector is assigned for
health-care services at home without any contribution on
the side of the state. Therefore, only those with higher
levels of financial resources can be benefited from this
arrangement [81]. There are some criticisms against this
program. Basically it is argued that the program calls for
privatization of health-care services. However, the
implementation of the program will show whether or not

these criticisms are right.

Turkey’s Basic Health-Care Indicators: Although there
are occurred significant improvements m health-care
systems in Turkey, still there are serious problems n this
field indicating that the level of developed countries

'The major characteristics of new period that is described as postmodern by social scienticists and that is based on
novice economic relations organized by post-Fordist production system can be briefly stated as follows: a) Varied
production sytem in accordance with distinct consumer categories instead of standard production system, b)
decentralization in the process of labour and admumstration and flexible specialization, ¢) organization of production
allowing for flow among sectors and expansion of service sectors, d) increase of consumption and individualization of
it, e) instead of qualified, man-oriented labour, expansion of service sector and of white-collar workers, thus, changes
in labour characteristics, f) womens” increased share in the sectors that are based on half-time working principle, g)
globalization of new finance markets, h) a new phase in information delivery and communication that 1s based on
numerical communication and computer technology, 1) increase in variance in cultural area [78-80].
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cannot be achieved [77]. Major problems experienced
are lack of sufficient physical infrastructure, unequal
distribution of health-care personnel
and urban settings, sufficient levels of protective health-
care activities, difficult access to services, financial
problems [67].

In general several factors are taken nto consideration
in determining the level of health-care services in

between rural

countries: infant death rates, expected life duration,
mother death rates and children death rates [68]. In
addition to these, certain social mdicators also provide
information on this topic. DPT data indicate that 86 % of
the Turkish populations have a kind of social insurance
[67], but, it does not mean that all these people have
health-care insurance. A study in 2003 found that only 67
% have active health-care insurance. In 2002, there were
nearly thirteen millions holders of green card in Turkey or
14 % of the population. The number of people using
private health-care insurance 1s 703.545 m 2003. More than
half of the people with social security cannot benefit from
public health-care services because of thewr debt to the
nstitution. A study in 2003 found that poor people pay
more for medicine than rich people [73].

In 2003, health-care expense per person is 192 TJ3
dollars that is lower than mean expense rates of the EU
countries (It is 2150 US dollars in these countries). The
rate of doctor: patient in Turkey is 1: 718. Again, this rate
1s better in the EU countries [67]. In2004, the EU countries
have the following data in the field of health-care: mean
mfant death rate 5 m thousand, life expectancy 1s
77,4 years; mean mother death rate 7,2 in thousand and
mean children death rate 5,6 in thousand. Turkish data on
these points are as follows: mean infant death rate 36,2 in
thousand, life expectancy is 68,9 years, mean mother
death rate 100 in thousand and mean children death rate
45 in thousand. These data suggest that Turkey is
evidently behind the EU countries [68].

Working with individuals and families in the case of
chronic illness following the “Approach of Social
Work Empowerment”

Human beings as a bio-psycho-socio creature are
very complex by their nature. Chronic diseases, especially
those with termination stage, lead to social, economic and
emotional problems causing stressful and challenging
situations. Therefore, the resulted problems cannot be
solved following single disciplinary approach. Health-
related problems affect the life of both patient and his
family and mnhibit their functionality [82].
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Social dimension cannot be ignored during the
treatment of chrome diseases since it contributes to solve
the problems faced by the patient and his family. Tt
requires a multidisciplinary approach to the treatment of
chronic diseases.

The focus of the social service profession 1s to solve
the problems faced by the patient and his family, provide
full treatment opportunities and involvement of the
individual m his treatment process [83].

Empowerment is one the common approaches
adapted 1n social service practices [84]. It can be argued
that the empowerment approach is preferred mostly by
social workers working with disadvantaged groups of
people [85]. The reason for its common use 1s that it
provides both personal and social perspective on the part
of practitioners [86]. This approach aims at improving the
potential of the individual and offering him opportunity to
find his own way and it 1s defined as establishment,
development and improvement of the power through
sharing and cooperation [87].

The empowerment approach provides a perspective
to support the individual in regard to solution of his
health-related problems focusing on his strengths and
potential [88]. The focus of this approach is the
emergence of inherent wellness of human beings [89].
Salin [90] states that the sigmficance of empowerment for
social work is the necessity to appreciate humans’
positive capacity and the belief in potential to wnprove
individual and social resources. One of the application
domains of this approach in social services is the health-
care [91] and the philosophy of medical social services
depends on the concepts of empowerment, competency
and improvement [82].

Contemporary  health-care  services  provides
opporturities for individuals with health-related problems
to communicate effectively, take part in employment and
have a successful life in their society. The focus of the
empowerment approach 1s to provide individuals
experiencing chronic diseases with the necessary skills to
solve their problems. It entails that patients and their
families can take responsibility to solve the problems they
face, actively participate in social life, use social resources
and social service systems [82].

The ultimate goals of professional interventions and
practices based on the empowerment approach are to
mobilize the needed resources to cope with the problems
in an efficient mamer and to gain personal, social and
political power. In this process, social workers try to help
the patients and their families through the professional
roles of supervisor, trainers, case mangers, defenders and
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negotiators [82]. There are at least three major reasons to
employ this approach in practices: (1) recogmzing and
understanding the dynamics of human behavior and wealk
and strength sides; (2) interpreting the relationships and
interactions between individuals and their environment;
and (3) improving individuals’ capacity to cope with
problems [92].

Social  service practitioners employing  the
empowerment approach use skills traimng, problem-
solving professional  rehabilitation

mobilization of social resources while workang with the

groups, and
patients and their family. The goal of skill training is to
provide the patient with improved levels of everyday
skills m regard to mterpersonal relations, parenthood and
home management. Tt attempts to avoid negative effects
of distunctionality and physical distortion on one’s
everyday activities. Problem-solving groups take the
patient and other family members together to support one
another. Peer support that 1s given by the people sharing
the same problem is significant element of the treatment
process. The goal 1s to develop leadership, decision-
making and socialization experiences of individuals.
Social service practitioners focus on the professional
development of patients during the treatment process.
Beacuse employment status of the individual determines
his social status [93]. Employment and earning money
provides necessary platform for individuals” realization of
roles such as friend, partner, etc. Vocational services
includes vocational training and support for patients.
Another function of social service practitoners in the
treatment process commurnty
development for patient and his family. The goal is to

15 about resource
provide the patient with oppourtunities for hus treatment,
for active participation in social life and for social-
economic support. Activities in this regard contain a wide
range of services such as training and defence [82].
Social service practices based on the empowerment
approach have five distinet dimensions: personal, social,
educational, economic and political [94]. These
dimensions are briefly explained below:
Personal Empowerment: The focus of personal
empowerment 1s that patients can control their emotional
reactions occurred during the illness period, can actively
participate i their treatment process and develop a
positive self-identity [82]. In the process of struggling
with the illness, self-confidence and motivation of both
patient and his family are to be improved. Social workers
emphasize strengths of them and reinforce their

competency. The roles of social workers at this point are
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negotiator, problem-solving skills trainer, trainer, modeling
and defender. They closely observe ad support the
patient and his family to continue the treatment process
without any nterruption.

Social Empowerment: In the process of social
empowerment social workers try to mobilize the needed
social support systems by the patient and his family, to
direct them to solve social problems resulting from the
illness conditions [82], to defend their rights in regard to
soclal services, to mcerease their awareness about chronic
diseases, to mobilize social resources mn favor of the
patient and his family. The roles played by social service
practitioners at this dimension are advocator, social
action, guide and mobilizer of the resources.

Educational Empowerment: Educational empowerment
refers to delivery of mformation about the dynamics of the
disease and about the treatment methods, to provide
correct direction. The roles of social service practitioners
at this dimension are advocator, mobilizer of the
resources, guide and trainers.

Economic Empowerment: Economic empowerment deals
with all support to meet the patients” and their families’
basic needs such as accommodation, nutrition, dressing,
etc. and to pay for treatment expenses. Social service
practitioners are assigned the roles of advocator, planner,
mobilizer of the resources, guide and data manager at this
dimension of empowerment.

Political Empowerment: Social policies determine the
shares allocated to education, health-care, social services
and social assistance and also, service models in this field
[95]. Social workers attempt to influence this process of
allocation [96]. Therefore, they have certain roles at the
dimension of political empowerment.

CONCLUSION

The reflections of neoliberal policies are not limited
to economic life, but also affected the limitations on the
fields of education, health-care and sccial services
influencing the social life as a whole. In this process,
developed countries manipulated the health-care sector of
underdeveloped countries in order to meet the increased
levels of health-care expenses. It led to challanges for
underdeveloped countries and gaps in accessing health-
care services. Such negative effects have also been
observed in Turkey.
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Becuase of these reasons, new approaches with

soclal service focus are needed to provide efficient
treatment to patients and their families. In the case of
chronic diseases, not only medical treatment but also
soclal diagnosis and treatment are required. For this
reason, programs and practices to empower patients as
well as their families should be adapted and social worker
should be assigned responsibility in this process.

10.

11.

12.

13.

14.

REFERENCES

Bodur, HE., 2007. Kiresellesme, Ulus-Devlet ve Din.
Eds. §. Gursoy ve I Capcioglu, Ankara: Platin
Yaymlart.

Capra, F., 2003. The Hidden Connections, London:
Harper Collins.

Poulton, R ve diferleri, 2002. Association between
Children’s  Experience of  Socio-Economic
Disadvantage and Adult Health: A Life Course
Study, Lancet, 23: 1640-5.

Skold, M., 1998, Poverty and Health: Who Lives,
Who Dies, Who Cares?. WHO Macroeconomics,
Health and Development Series, No: 28, Genova.
Dedeoglu, N., 2004, Saghlk ve Yoksulluk. Toplum
ve Hekim, Turk Tabipleri Birligi Yayin Orgam,
19(1): 51-53.

Karatas, K., 1992. Sosyal Devlet Tartismasi Uzerine.
Sosyal Hizmet, 3(7); 46-47.

Ank, M.B., 2006. Iletisim Yazlari. Konya: Tablet
Kitabevi

Kozanoglu, C., 1992. Cilali Imaj Devri. 1980’lerden
90 lara Ttrkiye ve Starlan. Istanbul: Tletisim Yayinlan.
Zaim, A., 2006. 80 Sonrast Orta Simf Genglifmin
Kendini Farkhlastirma Stratejileri. Birikim, 208: 89-96.
WHO, 2000. The World Health Report 2000, France:
WHO Publications.

Williams, T.L., M.S. O’Sullivan and N. Love, 1995.
Psychosocial Issues in Breast Cancer Helping
Patients Get the Support They Need. Postgraduate
Medicine, 98(4): 97-108.

Askin, R ve R. Akdag 1994, Cocuklann Alkut ve
Kromk Hastalifa Tepkileri. Yem Tip Dergisi,
11{4): 71-80.

Erol, N. ve 7. Simgek, 1999. Turk Cocuklannda Ruh
Saghgi 1. Ulusal Cocuk Kulttiri Kongresi Kitabi,
Ankara; Ankara Universitesi Basimevi, 375-389.
Beland, F. ve M.V. Zunzunegui, 1996. The Elderly
in Spain: The Dominance of Family and the
Wherewithal of the State. Ed. Litwin, H., The Social
Networks of Older People A-Cross-National
Analysis, USA, Praeger Publishers.

233

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Tones, S.R., 1997. Tapan: population aging. OECD
Observer, 209(13): 34-36.

Thayer, W.P., 1999. Successful Agmng. Personnel
Psychology, 52(3): 764-770.

Brooks, R., 2003. Population Aging and Global
Capital Flows in a Parallel Universe. IMF Staff
Papers, 50(2): 200-202.

Easton, LK., 1998. Gerontological Rehabilitation
Nursing, Philadelphia: W. B. Saunders Company.
Taylor, S.E. and G.A. Dakof., 1987. Social Support
and the Cancer Patient. Eds. Spacapen, S. and
Oskamp, S. The Social Psychology of Health, TUSA:
Sage Publications, pp: 95-116.

Buyikpamukeu, M., 1996. Turkiye'de Kanser
Dagilumi. Avrupa Onkoloj Okulu Kursu: Kendimiz
Koruyalim, Ankara: Hacettepe Universitesi Yayim,
56:1-12

Midence, K., 1994. The Effects of Chronic Illness on
Children and Their Families: An Overview, Genetic
Social and Psychology Monographs, 120(3): 311-326.
Levy, N.B., 1987. Chronic Renal Disease, Dialysis and
Transplantation. Principles of Medical Psychiatry,
Eds. Stondemire, A. and Fogel, B. 5., USA: Grune
Stratton Inc., pp: 583-593.

Unal, S. ve ME. Ozcan, 2000. Depresyonda
Hazrlayicl, Ortaya Cikanea ve Koruyucu Etkenler.
Anadolu Psilayatr Dergist, 1(1): 41-48.

Surman, O., 1987. Hand Book of General Hospital
Psychiatry, USA: PSG Publishing Company.
Aksayan, S., A. Yildiz ve and A. Hrgin, 1998.
Huzurevinde ve Evde Yagayan Yaghlann Umutsuzluk
Duzeyleri, 1. Ulusal Evde Balam Kongres: Kitabu,
Istanbul: Marmara Universitesi Yaymm, pp: 301-303.
Rowe, I.W. and R.L. Kahn, 1997. Successful aging.
The Gerontologist, 37(4): 433-440.

Ashman, K K. ve C. Zastrow., 1990. Understanding
Human Behavior and the Social Environment,
Chicago, Nelson Hall Publishers.

Karatag, K., 2001. Toplumsal Defisme ve Aile.
Toplum ve Sosyal Hizmet, 12(2): 87-96.

Acar, H., 2001. Avrupa Birligi’ne Uye Ulkelerde ve
Tirkiye’de Aile Politikalan. T. Ulusal Aile Hizmetleri
Sempozyumu, Ankara: Aile Aragtirma Kurumu
Yayiu, 12: 157-164.

Waldfogel, T., 1998. Understanding the Family Gap in
Pay for Women with Children, Journal of Economic
Perspectives, 12(1): 137-156.

Thompson, G.H. and S. Lingpong, 2000. Does Family
Policy Environment Moderate the Effect of Single-
Parenthood on Children’s Academic Achievement?
A Study of 14 European Countries, J. Comparative
Family Studies, 12(1): 227-248.



32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

World Appl. Sci. J., 5 (2): 224-235, 2008

Dénmezer, I, 1999. Ailede Iletisim ve Etkilegim,
Istanbul: Sistem Yaymeihk

Ozgiven, LE., 2001. Ailede Tletisim ve Yasam. Anlkara:
PDREM Yayinlari.

Bertalanfty, V.1.., 2006. Ecological Systems Approach,
10 Subat, England, http//:www.users.globalnet.co.uk/
~ebstudy/strategy/ecosys.htm.

Bekaroglu, M., 1995 Depresyon. III. Anadolu
Psikiyatri Giumleri, Trabzon: Karademz Ruh Sagligi
Demegi Yayinlan, pp: 217-225.

Bayramova, N. ve A. Karadakovan., 2004. Kromk
Hastah@ Olan Bireylerin Umutsuzluk Durumlanmn
Incelenmesi. Atatirk Universitesi Hemsirelik
Yitksekokulu Dergisi, 7(2): 39-47.

Coovadia, HM. and W.EXK. Loening., 1992.
Pediatrics and Child Health, Umited Kingdom: Oxford
University Press.

Wellisch, D.K., K.R. Jamison and R.O. Pasnau, 1978.
Psychological Aspects of Mastectomy. American .
Psychiatry, 135(1): 543-546.

Meadows, A.T., N.L. Krejmans and J.B. Blasco, 1980.
The Medical Cost of Cure: Sequel in Survivors of
Childhood Cancer. Eds. Eys and Sullivan, ., Status
of Curability of Childhood Cancers, New York: Raven
Press, pp: 263-276.

Damug, M.Z., U. Cnat ve Y. Darug., 2003, Tiberktloz
Hastalifn ve Yoksulluk Iliskisi Uzerine Multidisipliner
Bir Aragtirma. Yoksulluk Sempozyumu Kitab,
Istanbul: Deniz Feneri Demegi Yayinlan, IT1. Cilt,
Pp: 388-401.

Kigiikkaraca, N., 1987. Ankara’da Sekiz Hastanede
550 Vak’a Ile Yapilan Sosyal Kigisel Calisma
Uygulamasimn Genel ve Ozel Deferlendirmesi
Ugzerine Bir Deneme. (Yayinlanmamis Yiksek Lisans
Tezi), Ankara: Hacettepe Universitesi Sosyal Bilimler
Enstitiist.

Okyayuz, H.17,, 1999, Saihik Psikolojisi: Giris, Anlara:
Tiirk Psikologlar Dernegi Yayim.

Maunsell, E., J. Brisson ve L. Deschenes., 1995.
Social Support and Survival among Woman with
Breast Cancer. Cancer, 76(4): 631-638.

Uzman, E., 2004, Sosyal Destek Diizeyleri Farkh
Universite Ogrencilerinin Kimlik Statileri, Egitim
Aragtirmalan Dergisi, 1(15): 110-121.

Yangatarol, 3., 1973. Kimsesiz Yaglilar Sorumu. Sosyal
Hizmet Dergisi, 6(2): 53-62.

Aktan, C.C., 1994. Gergek Liberahzm Nedir?, Lamir:
T Yayinlan.

Ercan, F., 1996, Modemizim, Kapitalizm ve
Azgelismishk, Istanbul: Sarmal Yayinevi.

234

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.
59.

60.

61.

62.

63.

Guwven, S., 2001. Sosyal Politikamn Temelleri, Bursa,
Ezgi Kitabevi.

Karatag, K., 1997. Sosyal Devlet ve Sosyal
Hizmetler”, 2000711 Yillara Dogru Sosyal Devletin
Gergeklegtirilmesinde Sosyal Hizmetlerin Yeri ve
Cmemi: 4. Ulusal Sosyal Hizmetler Konferansi,. Ed.
Kasim K., Ankara: Sosyal Hizmet Uzmanlant Dermegi
Genel Merkez1 Yayuu, Yayin, 3: 349-352.

Karatag, K., 2001. Sosyal Devlet Tarigmalan. Sosyal
Hizmet Sempozyumu96. Toplumsal Gelisme ve
Degisme Sirecinde Sosyal Hizmet. Ed. Kasim K.,
Ankara: Hacettepe Universitesi Sosyal Hizmetler
Yiksekokulu Yaymm No: 2: 274-280.

Pekin, F., 1985. Demokrasi, Sendika Ozgiirlugi ve
Sosyal Haklar, Istanbul: Alan Yayincilik.

Kazgan, G., 1997. Iktisadi Digtnce ve Politik Iktisadin
Evrimi, Istanbul: Remzi Kitabevi.

Briggs, A., 2000. The Foundations of the Welfare
State, United Kingdom: Cheltenlian Publishing.
Baumean, 7., 1999. Calisma, Tiketiciik ve Yem
Yolsullar. Cev. U. Oltem, Istanbul: Sarmal Yaymevi.
Serter, N., 1994, Devlet Gorevlerindeki Geligmelerin
Sonucu Olarak Sosyal Devlet, Istanbul: Istanbul
Universitesi Iktisat Fakultesi Yayinlar, Yayin,
pp: 547.

Nunes, F.S., 1996. The Limits of the Welfare State.
International  Advance
2(4): 430-441.

Gndiz, Y., 1996. Ozellestirme Uygulamalan ve
Tirkiye’de Ozellestirme Sonrasi Ekonomik Durumun
Analizi. Banka ve Ekonomik Yorumlar Dergisi,
8(1): 6-11.

Koray, M., 2000. Sosyal Politika, Bursa: Ezgi Kitabevi.
Ozsuca, §., 2003. Kiiresellesme ve Sosyal Giivenlik
Krizi. Ankara Universitesi Siyasal Bilgiler Fakiiltesi
Dergisi, 58(2): 133-152.

Sallan Gul, S., 2005 Tukiye’de Yoksullugun
Kadinsilasmas1. Amme Idaresi Dergisi, 38(1): 25-45.
Sahin, M., 2005. Kiresellesme Kaynakh Yoksulluk ve
Yolsuzluk. Muhasebe ve Finansman Dergisi, Sayi:
25:124-134.

Guneg, I ve 8. Yakar, 2004, Sosyal Sigorta
Finansman Yéntemler: ve Tirkiye de Sosyal Sigorta

in Economic Research,

Kurumlarimn Finansman Yontemlerinin
Degerlendirilmesi. Cukurova Universitesi Sosyal
Bilimler Enstittsi Dergisi, 13(2): 127-142.

Saglhik Bakanh@i, 1998. Avrupa Saglik Reformu:
Mevcut Stratejilerin Analizi, Ankara: Saghlk Bakanlii

Saglik Projesi Genel Koordinatorlagia Yayu.



64.

65.

66.
67.
68.

69.

70.

71.

72.

73.

74

75.

76.

77.

78.

79.

80.

81.

World Appl. Sci. J., 5 (2): 224-235, 2008

Kilhg, B, 1995, Amerika Bilesik Devletleri Saghk
Sistemi. Toplum ve Hekim, 9(64-65): 30-35.

Oral, AI, 2001. Dimyada ve Tirkiye’de Sosyal
Sigortalar Kapsaminda Saglik Sigortast Uygulamalari.
(Yaymlanmamig Doktora Tezi), Hskigehir: Anadolu
Universitesi Sosyal Bilimler Enstitiist.

Zweifel, P., 1995, Isvigre Saglik Sistemi. Toplum ve
Hekim, 9(64-65). 76-77.

DPT., 2006. 2006 Y1h Program, Ankara; DPT Yayi.
Ergider, T. ve T. Oguzhan., 2004. Avrupa Birligi
Genislemes: ve Saghk Duzeyi Farkhliklan. Amme
Idaresi Dergisi, 37(2): 149-162.

Barker, I..R., 1999. The Social Work Dictionary, USA,
NASW Press.

Mauro, P., 1998. Corruption and the Compositions
of Government Expenditure. Journal of Public
Economics, 69(2): 263-279.

Top, M., 2004. Yolsuzluk ve Saghk Hizmetleri. Amme
Idaresi Dergisi, 37(2): 75-95.

Sur, H, 1998 Tirkiye'de Saglik Hizmetlerimn
Geemisi ve Gelisimi. Eds. O. Hayran ve H. Sur, Saghk
Hizmetleri El Kitaln, Istanbul: Yiice Yaymm,
pp: 220-227.

L, Y., Y. Celik ve B. Salun., 2005. Turkiye de Saghk
ve Ila¢ Harcamalan. Ankara: Saglikta Umut Vakfi
Yayim.

Yarar, B., 2005. Hegemonic Struggle, The State And
Popular Culture: The Case of Football in Turkey.
European J. Cultural Studies, 8(2): 197-216.
Sargutan, A E., 2004, Kargilastirmah Saghk Sistemleri.
Ankara: Hacettepe Universitesi Saghk Idaresi
Yiksekokulu Yayuu.

Cirhinlioglu, 7., 2001. Saghk Sosyolojisi, Ankara:
Nobel Yayinlan.

DPT., 2005. Sekizinci Beg Yillik Kalkinma Plam
(2001-2005) 2005 Y1l Program. Ankara: DPT Yayim.
Hall, S. and J. Martin., 1995. Yemi Zamanlarn
Anlami, Yeni Zamanlar: 1990°larda Politikamn
Degigen Cehresi, Cev: Abdullah Y., Istanbul: Ayrint
Yayinlari, 105-124.

Luy, C, 1996, Consumer Culture. Cambridge:
Polity Press.

Murray, R., 1995, Fordizin ve Postfordizm, Yem
Zamanlar: 1990’ ]larda Politikamn Degisen Cehresi,
Cev. Abdullah Y., Istanbul: Ayrint1 Yayinlan.

Danig, M.7Z., 2005. Toplum Temelli Balam Anlayis.
Oz-Veri Dergisi, T.C Bagbakanhk Oziirliler Idaresi
Yayin, 2(1): 445-459,

235

82.

&3.

g4,

85.

86.

87.

88.

g9.

90.

91.

92.

93.

94.

95.

96.

Stromwall, LK. and D. Hurdle., 2003. Psychiatric
Rehabilitation: An Empowerment-Based Approach to
Mental Health Services. Health and Social Work,
28(3): 206-214.

Fink, A., 1963. Sosyal Hizmet Alam, Cev. I.. Yasa ve
N. Ulusoy, Ankara.

Peled, E., Z. Eisikovits, G. Enosh and Z. Winstok,
2000. Choice and Empowerment for Battered Woman
Who Stay: Toward a Constructivist Model. J. Social
Work, 25(2): 9-25.

Camur, D.G. ve K. Karatag. 2005. Guglendirme Balag
Acisindan Engelli Kadmlart ve Sorunlan. Engelli
Kadinlann Sorunlan ve Coézimleri Sempozyumu,
pp: 108-115.

Honeld, L., 1997. A Review of the Literature on
Employee  Empowerment.
Organizations, 15(4); 202-212.
Wilkinson, A., 1998. Empowerment: Theory and
Practice. Personal Review, 27(1): 1-12.

Mowhurter, E.H., 1991. Empowerment in Counseling.
Tournal of Counseling and Development,
69(3): 222-227.

Van Wornmer, K., 1999. The Strengths Perspective: A
Paradigm Correctional Counseling. Federal Probation,
63(1): 51-38.

Sahin, F., 2005, Sosyal Hizmet Uzmanlarmn Gugler
Perspektifinin Temellerine Iliskin Diigtnceleri Uzerine
Bir Aragtirma. Saglik ve Toplum, 15(4); 43-51.
Weick, A., C. Rapp, W.P. Sullivan and W. Kisthardt,
1989. A Strengths Perspective for Social Work
Practice, Social Work, 34(4): 350-389.

Dams, M.Z., 2006. Davrams Bilimlerinde Ekolojik
Sistem Yaklagimi, Aile ve Toplum Dergisi, T.C
Bagbakanhk Aile ve Sosyal Aragtrmalar Genel
Mudurlaga Yaymu, 3(9): 45-54.

Karatag, K., 1996. Geng igs1zli1: Ekonomik, Toplumsal
ve Ruhsal Sonuglan, Sesyal Hizmet Uzmanlan
Dernegi Genel Merkezi Yayin No: 2, Ankara.
Wilson, KM. ve S.C. Anderson, 1997. Empowering
Female Offenders: Removing Barriers to Commurty-
Based Practice. Affilia Journal of Women and Social
Work, 12(3): 342-359.

Ashman, K K. ve GH. Hull,, 1999. Understanding
Generalist Practice, Chicago: Nelson Hall Publishers.
Denney, D., 1998. Social Policy and Social Worl,
New York: Oxford University Press.

Empowerment in



