Article type : Original Research

A.different perspective on the key challengesfacing rural health:
The challenges of power and knowledge

Abstract

Objective: Tao'examine the effects of dominant knowledges in rural health including how they
shape issuesreentral to rural health. In particular, the paper examines the role of i) deficit
knowledges-ofrural health workforce, (i) dominant portrayals of generalidn(ign

perceptions of inferiority about rural communities in maintaining health disgsabiétween

rural and metropolitafvased Australians.

Design: A Foucauldian framework is applied to literature, evidence, case studiesyand ke
messages in rural health. Three scenarios are used to provide practical examples of specific
knowledgesprioritised or marginalised.

Result: The analysis of three areas in rural health identifies how deficit knowledge is
privileged despite it undermining the purpose of rural health. First, the privileging of
knowledge highlighting workforce shortage rather than the type of work in rural practice

the oversupply“ef workforce in metropolitan areas. Second, the construction of generalist
practice as'less skilled and more momotas despite other knowledge that it is diverse and
challenging. Third, dominant negative stereotypes of rural communities tbatidige rural
careers'and highlight undesirable aspects of rural practice.

Conclusion: The privileging of deficit knowledges pertaining to rural health workforce,
broader dominant discourses of generalism and the nature of rural Australian coesmunit
reproduces many of the key challenges in rural health today, including persistihg hea
disparities between rural and metrbfam-based Australians. To disrupt the operations of
power that highlight deficit knowledge and undermine other knowledge, we need to change

the way in which rural health is currently constructed and understood.
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What is already known on this subject?
e Some rural health analyses have pointed to the important role of power in defening th
fields
e EXxistinggpower analyses in rural health scholarship have emphasised the need to

centre the focus on power to progress the field.

What does this study add?

e This"analysis identifies sources of power that restrict improvement in thb aed
wellbeing of esidents of rural and remote Australia.

e This papercontributesan explicit account of how particular knowledglest are
prioritisedin rural health construct a versionrofal healththat undermines its own
purpose:

e It is'suggested thatproving rurdhealth outcomes requiresrupting current power

relationsin the development of knowledge in rural health.

I ntr oduction

The health disparities between rural and metropolitan areas in Australia are well documented
(1-3). To garnerthe political attention needed to address these dispargigsificant

proportion of rural health research has concentrated on the praddsosated with

providing care to rural populations (2, 4Yluch of this research &ssociated with attracting

an adequate workforde better resourerural health system Thus, rural health has come to
be understood as an area of needI{5$ this construction of rural healthrough such deficit
knowledges that is the concern of this paper. In drawing critical attention toaluicheficit
constructions, we are not seeking to diminish the disadvantage that rural ipogulat
encountermunder hitacaresystens predominately designed for metropolitan conditions (6),
nor underminesthe evidence currently produced in the discipline of rural health. Rather, we
aim to highlight how poweis at the heart of prevailing health disparities between rural and

metropolitarbased Australian).

Conceptualising power in rural health
This paper draws on the works of Foucault {W)erebodies of knowledge (e.gural health

research) sustain the effects of power (the research published) and in turnpiooluees
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knowledge (e.gwhat is furded). In this way, particular knowledgesoritised and promoted
as the most important in understanding the fogldstruct a version of rural health that
undermines its purpose — to improve the health experiences and outcomes of r@signts

outsideof metropolitan areas.

Drawing on the works of Foucault, power is understood as a productive force (8). Rather tha
being ‘possessed’ by certain people, power moves through all people’s actions and attitudes
in everyday.life(#). Through this movement, power creates knowledge and the language used
to describeand.talk about a topic (discourse)if@uencing what people think and say

within a field. Seme knowledge and ways of thinking and talking about a particular topic are
more dominant than others (10). Moving through discourse, power guides people within a
particular context to think and act in certain ways, privileging some knowleeges (

Western science) over other knowledges (e.g. Aboriginal knowledgE))(8This means that
people’s ideas.and actions related to a particular topic (e.g. rural health) are structured by the

discoursegrused to describe and &dkutit (8, 11).

Adopting this particular understanding of power in rural health allows those working in the
field to critically reflect on how their thoughts and actions are influenced ligydar bodies

of knowledge=in this paper, wese three hypothetical scenarieach a summation of a real
case or conglomeration of several case studies. The scenarios are anayaedne the
effects ofpowerin three areas airal health: (i) privileging deficit knowledge of rural health
workforce (if) dominant portrayals of generalism and (iii) a dominant discourse of inferiority
about ruralFecemmunities. It is suggested that making the movement of power visiblese
advocates(to effect a change in the way power operates-aoditien the field of rural

health.

Privileging deficit knowledge of rural health wor kfor ce

Scenario: Nurses at Ruraltown’s rural health service complain to their manager about their
workload; the suggestion is that these workloads are higher than the workloads of theif
metropolitan counterparts, puttingral nurses in danger of burnout. Some nurses ledie
the service, returning to city locations for work, and like many rural healtltssy

Ruraltown Health'is struggling torecruit staff. The manager takes the complaints of nursg

D
(0]

seriously and conducts an audit of nurse hours and compareslaitasedata from a larger,
city-based hospital. Surprisingly, the findings indicate that the nurgesatown Health do

not have significantly higher workloads than those in thelmised service. However, what
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is greater in the rurallpased servickcomparedto the citybased servigas the nurses’
autonomy andcope of practice these rurallybasedhurses’, sometimes on their ovataff
an Urgent Care Centrand provide posturgical caravith no local surgeon, work which inja

different context, woulde shared across a team with medical support 24/7

The knowledge,that is most often prioritised and promoted about rural healthris #figt
based health professionals have higher workloads than their metropolitan padsteand

are thus, morelikely to experience burnout & this knowledges more common, the
recruitment andretention of health professionals, who are essential to ‘advancing health’
(12),remain keyichallenges in rural areas. What is often ignoréegedominant discourses
is the advantagesf working in rural as opposed to metropolitettings For example,
extended scopes of practice often afforded to rutalsed health professionals enable the
developmentof skills and expertise that would be difficult to achieve in metropolitan areas
(13). While'eemmonin rural practicethe opportunities to develop broader competerisies
not promoted or prioritised in dominant rural health discourses. Further, knewledg
pertaining to differences in workforce supply between rural and metropolitanisrea
presented in a particular wagpminant discourse centres on thleortages’ of health
professionals.in rural rather than inequitable workforce distribution. Thus,ncertai
knowledges (ewgural healthservices are understaffeare prioritised over others (e.g. health
professionals.in.rural can extend their scope of practidé)ile neither are incorrect,
privileging knowledges that portray rural healthlasking in comparisorotits metropolitan
counterparserves to reinforce an image of rural practice that undermines staff recruitment
and retention (e:g. there is a shortage of health professionals in rural ratliteethaare

advantages‘terworking imiral and remote

The privileging=and particular framing of knowledges that highlight rural healthistddas
allowed advocates to draw political attention and attract financial investment to th@4ield
However, it has'also reproduced many of the key challenges in rural health today. The
recruitment and retention of health professionals in rural areas is undetgitiee dominant
construgtion of rural practice ass/olving long hours and focus avhatis lackingcompared
to metropolitaAbased practice. Privileginghat is deficienundermines alternative
knowledges of expanded scope, increased autonomy and diverse pégeitts these

alternative understandingfsat mayattracta potential workforce.

Dominant portrayals of generalism
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Scenario: The new cohort of medical students at Metro University started three weeks|ago.
One of theearlyreadings has included a short overview of rural health; it talked about ‘bush
doctors’ (15) and the generalist type of work they do, mostly with ageing patientsuis
several hospital specialigis6) have made subtle side comments about the ineptitude of|rural
GPs; it is'implied that these doctors did not have the competence or drive tthgoifur
mediche. It's clear that ruralipased doctors are l@von thehierarchy Much of the advice
received from friends and other students supgist generalist practice is low paid, boring
and less skilfu(17).

Students and professionals may hear and experience different messages to the ones portrayed
in the above fietionalised scenario. However, research indicates timoshelominant

message receiveny studentss that becoming a generalist is notase choice(6). When

training, the majority of students learn that specialisation is the pathway to accruing higher
status, income and respétb). In contrast, generalism is associated with boring,

monotonous practice that is poorly paid, less clinically skilful and unsophistid&ielB(

20). Such messagado not assign value to the distinct work of generalists (16, 17).

Alternative knowledgesncluding that generalisi§ust like ‘specialisty have specific
skillsetssandsmust become expert in managing the complex interplay between the social and

health, are marginalis€@, 6).

These dominant messages about generalism inform the thinking of many students and
professionals and the careetated decisions they mak@). It is in such contexts that

Hafferty (21yargued “one of the great challenges facing medical educators lies in being
willing and able‘to step back and assess just what messages are being created by and within
the very structures théyave developed and are responsible for”. For rural health, this is a
particularly important challenge; the majority of rural practice is genetabjtyet dominant

portrayals‘of generalism ntribute to the low rank of rural health in the health hierarchy.

A dominant discour se of inferiority about rural communities

Scenari@@*Susan has just completed her nursing degree and is making plans for the year
ahead. One ofthe friends she made wstilelying comes from a small rural town. Susan

occasionally heard other people refethis friend as a ‘countryumpkin’. When Susan

mentions going rural for her first year pgtiestions are askegthat would she do for fun?;
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who would she hang out with@ho would she relate to@ill her work be in aged care?

Susan begins to doubt whether going rural is the right decision.

There is a dominant perception in Australia that rural communities are somehow ‘backward’
and inferior in comparison to their metropolitan counterg@23 City life is popularly
constructedrasidiverse, progressive and exgcitinglicating its residents as the sarire

contrast, rural life.is dominantly portrayed as boring and people living rurallg@aresented

as a homogenous group of older, slightly backward White people (6[1&3e constructions
inform health"professionals’ (and others’) thoughts and decisions in reiatioral

communities, rural life and rural practi(®).

By representing rurallpased patients as a homogenous group, dominant discourses about
rural Australian communities support the notion that rural practice is monotonous.
Highlighting the considerable human diversity in rural communities, including FatsdriN
Australianssfrem: multiple nation groups, people with a broad rangbilities as well as an
increasing-number of people with diversaional, culturalgender and sexual identities

would paintapicture of rural communities as heterogeneous eaigractice as diverse and

progressively challenging (6Yetthese realities are largely ignored.

Conclusion

There are"persisting health disparities between rural and metropolitan pouiati

Australia. Rural health’s key challenges in responding to these disparities include the
recruitmentandretention gliality health professionals and ttedatedsponsorship of health
care systems designed specifically for rural contexts. However, dominant discourses are
playing a critical role in maintaining such challenges and thus, health desparhe

privileging of deficit knowledges of rural health is preventing the development aricgita
alternative,conceptualisations of rural health that may more readily promote the field to a
potential workforce. The dominant ways in which generalism is constructed and understood
undermine the distinctive value of and skill involved in generalists wohisfurther
dissuades$ealth professionals fromraral career. Dominant portrayals of rural communities
and what they suggest about the nature of rural practice also discourage health professionals
from coming rural. Thus, power relations currently reproduce particular kdgedeofrural
healthand marginalise other knowledg@#is promotion of particular knowledge, a

production of power according to Foucault i&at the heart of the field’s key challenges.
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In order todisrupt these power relations, the privileging of deficit discourses needs to cease.
Those working in rural health specifically, but also those responsible fangdiaalth
professionals more broadly, needotomote other realitiesbout rural healtiThose deciding

to practice rurally need to be able to make decisions based on the advantages as well as the
deficits ofrruralpracticeThose working in (rural) health need to reflect this reality in how

we think and talk about the field, the research that is conducted and the edireatsn t

provided to students and health professionals.
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