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Power in rural health and remote health 

This paper proposes that much of what happens in rural health and remote health involves ‘power’. 
Power is at the core of election outcomes and policy responses to these outcomes; it is central to how 
decisions are made in government, community and health service arenas; it manifests in who leads 
particular initiatives and who resists them; and it underpins the knowledge held by health professionals. 
Power plays a strong role in determining rural and remote health outcomes.  

In the health social sciences, power is an important variable,1–4 but it has not been analysed in detail in 
rural and remote health. When developing a conceptual framework to understand rural and remote 
health outcomes across Australia, we identified power as one of six key variables in this framework. 
Along with location, the rural locale and local health responses were macro level drivers from both 
health systems and broader social structures. Connecting these five concepts was the concept of 
power.5,6 Power shapes what happened at the local level through community structures and networks as 
well as the actions of particular health champions. Power also shapes what happened at the structural 
level through funding or lack of it for rural, remote and Aboriginal health. Power also moulds how 
Australians think about rural and remote places—do we view them as beautiful, serene and desirable 
work environments or the middle of nowhere, boring and death of a career.  

Power can be defined in many ways7–10 but we draw on the work of Anthony Giddens10,11 who described 
power as the capacity to achieve or prevent an outcome, in this case outcomes in rural health and 
remote health. Power, then, is the capability to transform something to achieve a desired outcome (eg 
develop a new model of service) or maintain the same way of doing things for the same outcomes 
(working to maintain an existing service). It is the means of getting things done (acquiring funding) as 
well as resisting change (eg service closure) or having control (being a hospital board member).10 
Giddens suggests power shapes what we do, how we are supposed to act, decisions we make and the 
many factors that impact on what we do, including structural constraints of policy, funding, resources, 
workforce and so forth. It is the means by which individuals are able to act, to resist and, most 
importantly, to choose.10,11  

When developing our framework, we identified that power plays an important role in what happens 
‘out there’, in the actions of health consumers, health professionals and local champions.5,6 A rural or 
remote health professional follows an existing protocol or chooses to reject it, re-develop it or seek 
funding to address a particular issue within it. Similarly, residents of rural and remote areas and 
community groups in these regions act in particular ways to improve their health (play sport) or detract 
from their health (smoke). Decisions are made at macro levels that impact upon rural health and 
remote health outcomes, such as subsidising private healthcare which is less available in rural areas and 
rarely available in remote areas. Social structures that disadvantage those on lower incomes, with less 
education and less secure housing in urban locations are also prevalent in rural and remote areas. Power 
is acting at a range of levels among many individuals and groups and together they create and maintain 
health outcomes for residents of rural and remote Australia.5 Giddens’ interdependence between the 
local community/health service levels and the macro political and social levels are particularly 
important in rural and remote health where power operates at multiple levels simultaneously. The local 
shapes the macro level just as the macro shapes the local.5,10,11 

When the framework was developed, we sought feedback from stakeholders in rural health and remote 
health. While a range of useful comments, suggestions and criticisms were made, we were struck by the 
comments on the concept of power. Responses about the role of power in rural health and remote 
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health have been analysed here to shed light on how the concept is understood, how it might be used 
and how key stakeholders in rural health and remote health view power as a driver of rural and remote 
health outcomes. The aim of this paper is to identify stakeholder views about the role of power in rural 
health and remote health and power as a concept in our framework.  

Methods 

Health professionals were selected because of their senior roles in rural health and/or remote health in 
Australia. Criteria for selection were that stakeholders had worked in rural health or remote health for 
at least five years and held a senior position in academia, health policy, as a practitioner or as an 
advocate. The research team used its own knowledge supplemented by the Internet to identify people 
holding senior positions at universities, in state/Commonwealth government departments, on national 
committees and as representatives of national organisations. For logistical reasons, the list was culled to 
50 based on experience, tenure and reputation as discussed by the research team. The remaining thirty 
were ranked to replace any refusals.  

To begin, pilot interviews were conducted with two rural health professionals not included in the list. 
Then, the key 50 on the list plus nine replacements, 59 in all, were contacted via email or telephone 
between November 2010 and April 2011 and asked to participate. Upon verbal agreement, an interview 
time was arranged and participants were sent an information statement, a consent form and a brief 
questionnaire asking background demographic questions. Stakeholders were also provided with two 
papers outlining a brief summary and a full paper of the conceptual framework of rural health and 
remote health.5,6 Of the 59 contacted, 11 were unable to be interviewed, usually indicating they did not 
feel qualified to comment or did not have time available. A total of 48 stakeholders were interviewed 
but in one instance three respondents sought to be interviewed together, and, because group dynamics 
may alter responses, this interview was not included in this analysis. So 45 stakeholders participated in a 
face-to-face, semi-structured interview12,13 with one of the authors. The authors travelled to each state 
and territory in Australia to conduct these interviews.  

The interviews asked all respondents about their understandings of rural and remote health, their 
thoughts about the framework, the utility of the framework and differences between remote health and 
rural health. Responses to the general questions about rural health and remote health have been 
analysed elsewhere as have responses to the questions distinguishing remote health from rural health. 
For this paper, responses to all questions about the framework have been analysed to explore how 
stakeholders viewed the role of power in rural health and remote health and the inclusion of the 
concept of power in our framework. It is important to note that on interview it appeared 19 
respondents had not read either paper about our framework, 7 had read the short paper only while 19 
had read the long or both papers. Some of those who had not read the papers glanced at the diagram 
representing our framework which included the concept of power. Some comments were made about 
power despite not having read the paper.  

To begin analysis, three of the authors coded a set of six transcripts to confirm interpretation of 
meanings within these transcripts. Then, two of the authors coded all 45 transcripts independently with 
the assistance of NVivo. Responses about power were identified and have been presented here 
descriptively to provide an overview of stakeholder responses to including power as a driver of rural and 
remote health outcomes.  

Findings 

A total of 45 interviews were conducted with rural and remote health stakeholders in Australia. The 
questionnaires reflected that half were female, just over half were aged 51-60 years and 4 were 
Aboriginal (see Table 1). Almost half identified working predominantly as academics. Most, however, 
listed more than one stakeholder group and some respondents identified working in all four of them 
simultaneously. Similarly, 19 reported that they worked in both rural health and remote health and 
over half indicated that they worked in Aboriginal and/or Torres Strait Islander health. Reflective of a 
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field with multiple roles and generalist practice, stakeholders described themselves as working in rural, 
remote and Aboriginal health, as practitioners, policy-makers, academics and advocates.  

Table 1 Characteristics of the sample 

Characteristic Frequency (N=45) 

Sex  

Male 22 

Female 23 

Aboriginal or Torres Strait Islander 4 

Age  

Under 50 12 

51-60 24 

Over 60 9 

Worked predominantly  

as an academic 21 

in advocacy 8 

in policy 10 

as a practitioner 6 

Worked predominantly in  

rural health 15 

remote health 11 

both rural and remote health 19 

Worked in Aboriginal and/or Torres Strait Islander health 23 

Worked predominantly in Aboriginal/TSI health 9 

Mean length of time working in rural health 13 

Mean length of time working in remote health 8 

 

Of the 45 respondents, 31 mentioned the concept of power. Generally, respondents “liked” the 
concept. They felt it was the innovation in the framework and added new understanding to rural and 
remote health.  

I thought the power thing is the really, really interesting kind of variable, if ‘variable’ is the right 
word. It cuts through all of this stuff. It’s difficult I think to, again the paradox is, it’s both a 
good thing and it’s a bad thing, isn’t it? You get two or three powerful people or two or three 
people who accept that they have the power to change things, who choose to go about changing 
things and have the relationship. You can see that you can get stuff happening in some 
communities, whereas just going through standard systems in a bland kind of way, you’re not 
going to get anywhere. 

In agreeing with the inclusion of the concept of power in the framework, many said focus on power 
overdue in rural health and remote health.  

Some indicated they knew that power shaped rural health and remote health outcomes, others liked it 
although struggled to understand the concept while some talked about the concept as enlightening and 
a new way of thinking about rural health and remote health which they embraced. Still, some did not 
understand the importance, use of or focus on the concept of power tended not to elaborate much 
beyond liking the concept. A few stated that it detracted from a focus on the “health of rural and 
remote people” and did not discuss the concept in detail. Social science academics tended to have an 
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understanding of the concept and those working in Aboriginal health and/or remote spaces were more 
likely to embrace the concept than those working in urban spaces.  

Power was said to explain why things happen in some places and at particular times but not at other 
times or in other places.  

I actually thought that it’s probably what differentiates a lot of the stuff that I’m aware of that’s 
happening in terms of the population health work... is the fact that power is recognised in that 
model, because I don’t know that that has been part of the discussion at all, and that a sense of 
agency at any of those levels is a key aspect. 

Some respondents used their own wording to discuss the importance of what makes “things happen”, 
what improves health outcomes and what “gets things done out there”. They felt this had not been 
discussed in any detail in the literature.  

… in rural health it would be very much focusing on understanding the potential of influence... 
That’s what I think power is, not necessarily exercising it all the time but understanding your 
potential influence, you know, individually and collectively.”  

Respondents identified that power explains what happens at the macro level in terms of political 
outcomes and policy decisions. “I remember in, what, 2000, we got half a billion dollars worth of rural 
health initiatives in the Federal budget at a time when the other areas of the health budget were pushed 
to get anything or in fact faced cuts, so it does happen.” Others mentioned the social determinants of 
health, Aboriginal ownership and control, media depictions of rural and remote and the “negative 
connotations about rural” that prevents change “and people wanting to come and work in rural.”  

Others focused on power at the micro level, talking about the actions of champions and leaders: “I 
think all my life I’ve under-estimated the importance of somebody being a clear leader; that they actually 
change organisation... and it does sometimes come down to individuals.” Some talked about advocacy, 
“what is going on behind the service delivery,” and the skills and knowledge of practitioners to describe 
the actions of individuals that improved rural or remote health outcomes. Community narratives or the 
“perception of power… that people think they are powerless so therefore it is not worth trying to do 
something” were also mentioned by a few.  

Few respondents viewed power as operating at multiple levels: “I think that’s the way in which you 
change things.” Talking about the framework, another stated “I like power cutting across all of those 
things and how they relate.” Only one articulated that individuals create structures and structures can 
be changed: “There are good individuals but they are working within a structure which is limiting what 
that individual can do. That system must stop, I think.” 

Discussion 

Overall, many stakeholders indicated that power was relevant to outcomes in rural health and remote 
health but they varied in the degree to which they embraced the concept and understood its meaning. 
For most, power was viewed as key to change. In particular, leadership was acknowledged as key to 
change, at community and national levels. Interestingly, the actions of individuals were generally viewed 
positively while the power of structures was understood in mostly negative ways. Only a few observed 
that power operated at multiple levels simultaneously. Many viewed power as the innovation of our 
framework with potential to explain change. Some agreed that power was an under-analysed variable in 
rural health and remote health.  

Little has been written about power as a driver of rural and remote health outcomes and how it works 
to achieve particular outcomes. Because many associated power with change and influence, more can be 
learned from an analysis of power. How is it that some rural or remote health services or champions 
succeed in change and others do not? Why is it that advocacy works sometime but not others? Knowing 
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more about power may situate rural health and remote health advocates in a stronger position to 
improve health outcomes across rural and remote Australia.  

The connection between the local and the national, the micro and the macro, agency and structures 
seems especially important. It may be that rural health and remote stakeholders have to be more 
strategic in their approach to change and systematically empower rural and remote residents, 
communities and health services while advocating for necessary change at other levels. At present, many 
stakeholders are doing it all—as practitioners, advocates, policy makers, educators and researchers all at 
once. Perhaps a more strategic approach to rural health and remote health, challenging existing systems 
and structures while promoting local change by others, may be more effective.  

References 
1. Petersen A, Bunton R. Foucault: Health and Medicine. Routledge, London, 1997. 

2. Rodin J, Janis IL. The social power of health-care practitioners as agents of change. Journal of Social 
Issues 1979; 35, 1, 60–81. 

3. Sargent C, Brettell C. Gender and Health: An international Perspective. Prentice Hall, New Jersey, 1996. 

4. Giddens A. Sociology (6th Ed.). Polity Press, London, 2009. 

5. Bourke L, Humphreys JS, Wakerman J, Taylor J. Understanding rural and remote health: A framework 
for analysis. Health & Place 2012; 18, 3, 496–503. 

6. Bourke L, Humphreys JS, Wakerman J, Taylor J. Understanding drivers of rural and remote health 
outcomes: A conceptual framework in action. Australian Journal of Rural Health 2012; 20,6, 318-23. 

7. Lukes S. Power: A Radical View, 2nd Ed. London, Macmillan, 2004. 

8. Foucault M. Power/Knowledge: Selected interviews and other writings 1972-1977. Random House, 
USA, 1988. 

9. Bourdieu P, Wacquant LJD. An Invitation to Reflexive Sociology. The University of Chicago Press, 
Chicago, 1992.  

10. Giddens A. Central Problems in Social Theory: Action, Structure, and Contradiction in Social Analysis. 
The MacMillan Press Limited, London, 1979. 

11. Giddens A. The Constitution of Society. University of California Press, California, U.S, 1986.  

12. Seidman IE. Interviewing as Qualitative Research. Teachers College Press, New York, 1991. 

13. Minichello V, Aroni R, Timewell E, Alexander L. In-depth Interviewing: Principles, Techniques, 
Analysis. Longman, Melbourne, 1995. 


