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CHAPTER 13: POWER RELATIONS

Many pracritioners see themsclves as apolitical and powerless, particularly with regard o

their relationships with the structures of medicine and management. However, in reality
practitioners are powerful both as individuals and as members of the groups wich which
they identify. The structures and cultures wichin which most health and disabilicy

practitioners exist and work are based on beliefs and practices that constrain autonomy.

These constraints are at work through a number of mechanisms, such as the market,

the infusion of targets and performance measures and quality programmes (Newman &

Vidler, 2006). In addicion, the changing role of consumers or service users from passive

recipients of care in the past to people who may be informed, empowered, articulate

and ‘demanding’ poses a threar to the ‘knowledge-power knot’ on which professional
power rests,

....................................... When practitioners view themselves as people who are doing good, they tend
---------------------------------- to lack awareness of their complicity and embeddedness in relatjons of power i Power Theexercise
that structure inequality. Yer, power is embedded in everyday pracrices and | of strengthor

. . . o L | control,
inceractions (Bradbury Jones, Sambrook & Irvine, 2008). Practitioners wirhin

the wider health and disability support sector contribute to social regulation
through their roles as employees of the state. They enact government policies for

¢ ‘The state’ The
pofitically organised
leadership {or

........................................ the benefit of the health of the citizens of the state; so they are both governed and government ) of
....................................................... . . . . . : r f le or
""""""""""" governing. Members of recognised professional groups are provided with 2 moral | &oups of people o
Ruth DeSouza populations.
u

authority by their capacity to define problems and pose solutions, and their rofe
in defining and evaluating good or normal behaviour and health practices through

Surveillance The
act of keeping watch

!
sarveillance of the population and the criteria for interventions on behalf of the | over people and
KEY TERMS state (Gilbert, 2001, p. 201), + theiractions.
IEW . . . . . ..
CHAPTER OVERV P These ambivalent relationships with power that are evidenr among health practitioners
. . - i ower . . p— Sy . . .

This chapter covers the following “The staic’ require exploration. This can be done by considering the various ways in which power
toplcs: Surveiilance is conceptualised and the micro and macro definitions of empowerment. Some shifts
+ Oppression Oppression in power have occurred in the last few decades, fargely influenced by various social
+ Power . Critique movements. Maternity and mental health are two particular examples of professional
+ Critical social theory Foucauldian . . . . . . .

i - . practice and service delivery in which power can be recognised and ideas of empowerment
+ Organisational and manageme Consumerism

can be translated into meaningful engagement between service delivery and those who
engage with the service.

theortes
+ Social psychological theories
+ Post-structural theories

+ Empowerment.

Oppression

It can be difficult to understand, but in the process of doing good, people can
contribute to oppression. For example, medicine has historically dominated

Oppression The

health care, but in recent times it has come to be thought abour and understood

in terms of power and relationships between institutions {(and the practitioners

RUTH DESQUZA
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PAR

k care and support (Broom, Nicholls & Deed.
significantly eroded the traditional position and
¢ to rebalance power has challenged
| and professional culture.

within them) and those who see
2010). This critique of power has
edicine within our society. This desir
the professions in relation to persona
tion that being a member of a group that
Ily means individuats are neutral and

enged and the oppressive capacity

Critique Critical
comment, appra?sal - role of m
or evaluaton. . .
assumprions within

For example, there is an assumyp

healch care and disability support services automatica
b assumptions have been chall

institutions and groups has been exposed.
1 in the Foucauldian sense as ‘the

the spirit of French 1 disadvantage and use a tyrannical power
phitosopher Michet | i but b £ th d o ¢ il oned liberal
Foucaultand | COIees them but because of the everyday practices of a weil-intentioned libera
society’ (Henderson & Warerstone, 2008). The suggestion is that the actions of

thereforewithan |
interest in CHUIGUE many people who are going about their lives contribute to the mainienance and
of institutions and | \ . -
power. | reproduction of oppression, but few of those people (such as health practitioners)
pression (Young, 1990). Oppression,

s. Its causes are embedded

provides

egalitarian. However, suc
of these services, SyStems,
Young {1990) conceptualises oppressio

Foucauldian In
injustice some people sufter not beca

would see themselves as agents of op
beyond a few people’s choices or policie
habits and symbols, in the assumptions underlying
ing those rules (Young, 1990). It is
n as the practices of a well-

therefore, goes
in unquestioned norms,
d the collective consequences of follow
hroughout the system. Secing oppressio
s from individual acts that might repress the actions
norms and hierarchies of

instirutional

rules an
seructural and woven t
intentioned group removes the focu
of others. Instead the focus is on acknow
astice are buil into our everyday practic

ledging that ‘powerful
both privilege and inj es’, which call for structural

rather than ‘ndividual remedies (Young, 1990).

Power

powerment as a central concept to their work with clients,

ora. However, in order to empower others, it is
ower has three central themes:

Many practitioners hold em
patients and consumers/tangata whai
important to know what power is. The concept of p

1 Ability—the ability © do something or act in a particulas way: capacity, capability,

potential, facuity and comperence.
9 Control—having the capacity or ability to direct or influence T
or the course of events: authority, influence, dominance, mastery,
lout and ceeth.

he behaviour of others
domination,

dominion, sway, weight, Jeverage, ¢
3 Suength—-the physical strength and force cxerte
powerfulness, might, force, forcefulness, vigout,

punch.

d by something or someone:

energy, brawn, muscle, informal
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powered is having the op

tical social theory is t
otrom 1o top and laterally

hings done, and being em
his mode} and with 1
it also operates from b

ability to get t
However, the problem with t hat power is nat

only distributed in a top-down mannes:

{(Foucault, 1977).

Social psgchological theories

1al models of power in that they

s contrast with organisatiof
her than environmental

fview of the individual, rat
can be nurtured, and persona
bury Jones, Sambrook &
ily follow that

Social psychological theorie
focus on the psychology or the point o
factors. Power is framed as a personal atrribute that
leads to personal power and therefore empowerment (Brad
Irvine, 2008; Masterson & Owen, 20006). However, it does not necessar
individuals are empowered of able to assert their power in any given situation. Tc may
be argued that individualistic empowerment deflects attention fr
disempowerment, as well as social, cultural and structural facors that dise
(Masterson & Owen, 20006). Morrall (1996) challenges individual empowerment, saying
that empowering the individual is like treating the symptoms of disempowerment rather
than the cause. Other concerns are that an increase in self-confidence might result in an
altered perception of power. This would then allow an individual to act or exert influence

while power - mbalances remain because there has not been an actual transfer of power.

| growth

om SOClO-Stl’LlC‘Clli‘al
[TlpOW(i[‘

Post—structuralist theories

s a thing (something that

wel conceptualiscs it not a
¢ is exercised

lation: something tha
he view that power can

ructural appreciation of po
duals or organisaions) bu
seructuralism challenges t
ne else (Bradbury Jones,
thin post—snructurallsm.

A post-st
is possessed by indivi
auls, 1977). Conscquently, post-
in order to empower sOIMeD
26-1984) is a key theorist wi
ey ways that differ from the
uitous and omnipresent,

rasare

{Fouc
be rclinquished
2008). Michel Toucault {19
sed power ina pumber of k
and moving; power is ubiq
le directions and permeating
ve, Within this framewor
ver of give up power. Power i

conceptuali
power is always shifting
everywhere and moving in multip
space and interaction; and power is producti

logical causal relationship where someone can take o
paradigm is about having an influence over thoughts, attitudes an
(Kuokkanen & Leino Kilpi, 2000) and practitioner

rs {Bradbury Jones,

mstances, and powerful in othe Sambrook & Irvine, 2008).

circu

Sambrook & lrvine,
Foucault

previous three theories:
coming from
like capillaries into every
k, power is not a
n this
d social relationships

s can be viewed as powerless in some
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Empowerment
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dissatisfaction, anxiety, fear and guilt.

Empowerment and recovery

ManY people who have experiences of mental illness have be
roargmalised, experiencing social exclusion and the loss of the'n
dignity, freedom, autonomy and rights. Collective action for -
ompowerment by service users has produced many organisation
in .Aotearoa New Zealand, inciuding Psychiatric Survivors and i
Mlnd an.d Body. These groups have been at the forefront of de-
otlgmatlsation efforts, contesting negative perceptions of mentat
111neos and exploring new ways of talking about mental health )
and illness (Masterson & Qwen, 2006), particularly recovery. A
a result of these efforts, the centrality of service users to er. }
Zealand mental health services has been solidified through :)V n
legal and contractual frameworks and culture change wl;'lh sOt i
users employed within mental health services and pia:yin a Tt
operationally, strategically and nationally. Jape
There ig a growing expectation for service-user involvement at
all levels of social service delivery, in part due to social and polic
changes such as de-institutionalisation and community carf. -
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CHAPTER 13: POWER RELATIONS
PART 2: COMMUNICATION AND HUMAN ENGAGEMENT
¢ owhat has been individual—rather than services or practitioners——who drives the
; remac
Thege have led to & yegistance io the sup . _V L lnows best! recovery process and what recovery means to them. Therefore,
. . ist ‘professiona : . . . .
considered the higtorically paternalist p1 e ronces of ental the recovery project provides & mechanism for empowered action
: ! al e .y . R .,
approach, a valuing of people’s person o b mong consumers. In : and legitimates the rights of service users, supporting autonomy
: i ricie & : : : : -
illness, and a growing ownership and p ciom has had impacts for and self-direction as well the creation of uger-run services and
- ‘ticipation ; : ; et :
New Zealand services, CORSUmET pammr; o kese, Consumers reformation of existing mainstream mental health services
h-care professionals and policy ' : . ) . .
consume_rs, healt . 1? 4 in the planning, jmplementation and (IV.IG‘\SteISO'n & Owen, 20(?6}.. While societal and service ‘buy in’ is
are required to be invoive Lovel of mental health service critical (without appropriation and professionalisation), this is not
evaluation of service delivery at every € Lt show this in service - without its challenges. Embracing a recovery perspective requires
sses that s : .
provision. Transparent and clear proce s (Ministry Of : challenging and transforming some taken-for-granted practices and
. wirem : - . . . . . .
design and delivery are contractual req : developing new kinds of relationships with service users. Strategies
Health, 1995, Phillips, 2006). . © b heen on CIHQUING the might include redistributing power in tangible ways {for exampie,
c ; ; : ;
Perhaps the most powerful impa S aric disconrses that : contractually}; making professionals dependent on service users for
s ico- ia - )
normalising judgments of medico psycl bels of deviance such _ - training, education or performance assessment; and renegotiating
are also widespread in sociely, Whe“_% ;a | ‘mentally ill' have : the professional functions of therapy and carers.
o . ient’ 'schizophrenic’ and mel
as 'psychiatric patient,

been accompanied by stigma and caused social exclusion agld -
disadvantage (Masterson & Owen, 2006). The p.ower.of me1 1(:\3{here
psychiatric discourses has placed service users 1o a sick r;)erz ,Of
they have been dependent on the knowlie.dge and resourl o
professionals. Instead, advocacy, recognit:on of lay k-now edg o
personal experience of menial ilness have resulted in thel c;e; -
of alternative discourses. gsuch as the recovery model, v.v%nc Sa
helped to reduce stigma and the power of health practifioner

Models and discourses of empowerment

Individual level or micro-level strategies of empowerment include the psychological
model and the consumerist model. The psychological model involves developing power
from within, by avoiding ‘power-over’. Information giving is highly regarded as an
essential step towards genuine empowerment (Masterson & Owen, 2006). It is thought

that collaborative partnerships critioner ‘ o
(Masterson & Owen, 2008). borative partnerships between practivioners and service users—founded upon

The recovery model reconceptualises what has been typically

R relationships of trust, support, equality, respect, genuineness, empathy and positive
cee e e eoosing B o i : regard—Tfacilitate this, However, consumers/clients can be reluctant to challenge decisions
a navaral phenomenon oo TS e Pro Of' humarcli cates ' made about their care for fear of consequences such as being labelled and experiencing the
ol 1 o oo, Pmmmen;;g:)o withdrawal of care or the imposition of punitive care (Masterson & Qwen, 2006). Despite
e s e, oo Copeland1(997) ﬁ%arker the presence of codes of patient rights within nations or organisations, users might be
e ot e s o Campb'eu ( 003),'11 : unable to exert them. Professionals might appear to facilitate service user decision-
and Buchanan-Barker {2008), and Repper and Perkins {2 i .

making, but stil} exert control over their decisions where power might be exercised in
the UK. In Aotearoa New Zealand, O'Hagan {2001) has developed g i g

. terms of limiting the range of decisions and maincaining ‘expert’ authority.
recovery competencies for mental health workers. o | |
. i , o
The recovery model provides Not only an alternative mo 1
i i in menta
put also a criticque of professional dorminance as seenl

By contrast, consumerism involves delegaring or sharing formal power tonsumerism
through structural change and where there is a transfer of top-down power

. Viewing human
health policies and practiees, “OTETE chatae el med'ico- isi within services (Masterson & Owen, 2006). Increasingly in fields such as mental ;nr:zf;?:::;i‘-:i:; |
psycbiatsic discourses o1 hops, disempowerng SRS health, policy directives have centralised the role of the consumer and their | rcessto goods and
and xemoving choice from Service 15w oy Contr;s " IZCZ?EZMRY whinau in terms of being able to shape, participate and evaluate health services. services. |
advocates agsert that regardless of claims about iiness,

and TOgres th tar f‘f ed m d} = h T d]S 15} I“. A()lca[(?cl New s a » SCIVICC USCIS nave E)CC]% allgll Ca(]c Shlp Sl{ills to
p o s a e oliey piet edico pSStC jatric COUrsSes, ;eai l](‘l i

facilitate their ability to assert themselves in organisations. However, while consumerism
. it is the - T . - . . . .
41l service users can achieve recovery, Howevex, b - can mean service-user participation in decision-making (ostensibly giving them influence
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PART 2: COMMUNICATION AND HUMAN ENGAGEMENT

owering), power is seill being

llowing professionals and managers to appear emp
ating

and managets who set the rerms of engagement, incerpor
hour changing them {(Masterson &

and a
rerained by professionals
consumerist ideals inte existing power structures wit
Owen, 2006).

A social or macro perspective of empowerment assumes that large-scale action, to meet
people’s common needs, changes the social and material circumstances of society. Thereare
tructural change and grassroots communal acrion. Socio-
h strategics as creating equal opportunities through
and organisational means to

two general approaches: socio-s
structural change encompasses SUC
structural change and through legiskation, policy, financial
usion of all—regardless of ability, age, gender, race, income, social
orientation of any other form of difference. Power is evident through the
cween those who are poor and sacially excluded and
weir farmilies, the concepe

ensure the social inci
class, sexual
unequal distribution of resources be

those who are not. By devolving responsibility to patients and ¢
e goals of improving perceived control and self-efficacy—

of empowerment achieves th
li—being—while fitsing in with neo-liberal po!itical and

which are thought to enhance we
ives of efficiency and cost (Funk, Srajduhar & Purkis, 2011).

lvement in health-care decision-making, planning and policy making
potcmiai service users, citizens and organised gmups) is a

ealth-care scene (Coney, 2004). The growing centrality
ystems so that they are mose

economic imperat

Consumer inve
(as individual consumers,
feature of the contemporary B
of the consumer is part of many cfforts ro change health s
the advent of ‘consumerism’ has posed a set of challen
wer (Newman & Vidler, 2006}, not least

trh, whereby the replacement of

responsive. However, ges to
professional, occupational and organisational po
he hegemony of the medical model of hea
he body with more holistic models has required more personally
istn has been accompanied by challenges to professional
ner ‘choice’ (Newman & Vidler, 2006). Critics of the term
n unwilling or involuntary uset, or if

by threatening tl
¢he machine model of ©
tailored responses. This hol
judgment in favour of consut
argue that ‘choice’ is inappropriate if a person is a

alternative services are scarce (Newman & Vidler, 2006).

Consumers and birth

The New Zealand midwifery profession has struggled for avtonomy in

the face of threats from medicine, hospitals and nursing (Stojanocvic,
2008). It has shaped itself into an autonomous feminist profession

founded on parinership with women (Surtees, 2003), creating &
and matural’ births and

SE STUDY 13.2

point of difference emphasising ‘normal’
the capability of women to ‘naturally’ carry and deliver a baby
without the surveillance and interventions of physicians in a hospital
setting (Macdonald, 2006}, Mutually beneficial poiitical lobbying by

IR
. S

CHAPTER 13: POWER RELATIONS

consumers and midwives in the late 1980s saw legislative changes
occur that led to autonomous midwifery practice. Midwives Wante:d
to differentiate their scope of practice from nurses and regain
independent practice and autonomy, while maternity consumer
act.iv.jsts viewed autonomous midwifery practice as a mechanism for
gaining increased contrel over their own birthing (Pairman, 2006), The
subsequent passing of the Nurses Amendment Act in 1990 heral&ed
an era of choice in maternity care for Aotearoa New Zealand allowing
women to choose a caregiver (Lead Maternity Carer or LMC; who
would either coordinate or personally provide the care they required
fr?m early pregnancy to six weeks post partum (Pairman, 2006)

Direct access to government maternity funding means midwive's

can be self-emploved, prescribe some pharmaceuticals, and access
pathology and radiology sexrvices, hospitals and other birthing
facilities. They can also consult with obstetricians or refer women to
consultant obstetzicians (Davig & Walker, 2010). In 2004, 75.3 per cent
of New Zealand women were registered with a midwife to provide
lead maternity care, demonstrating a high uptake of midwifery care
{(Ministry of Healtly, 2007).

Partnership

iI‘he concept of partnership between women and midwives
in midwifery practice recognises the centrality of women as
cons.umers in society and to the profession (Freeman, Timperley &
Adair, 2004). Partnership was incorporated into the New Zealand
College of Midwives' Handbook for Practice in 1993 (New Zealand
College of Midwives Inc., 1993} and is named as the first of ten
standards of midwifery practice: the midwife works in partnership
with the woman and the twin forces of feminism and consumerism
contributed to this ethic. The women's health movement in
the 1970s and the Inguiry into the Treatment of Women for
Cervical Cancer at National Women’s Hospital {also known as the
Cartwright inquiry) in the 1980s identified the omission of informed
consejnt and choices in cervical cancer screening and treatment
as fev1dence of the violation of women's rights (Surtees, 2003).
This led to an emphasis on ‘accountability, patient-centred care
self-determination and cultural sensitivity in the health service"
FSurtees, 2003, p. 30). The centrality of the conswmer role became
Instantiated in roles such as patient or consumer advocates in
health services and consumer representation on committees.

The newly formed New Zealand College of Midwives, which
had emerged from the New Zealand Nurses Association in August

RUTH DESOQUZA




g CHAPTER 13: POWER RELATIONS
PART 2: COMMUNICATION AND HUMAN ENGAGEMENT

consulted and actively involved in processes that affect them.
Informed choice emerged as a women-centred, feminist mode of

1988, encouraged CONsUMers as members and representatives_in
decision-making (Daellenbach & Thorpe, 2007). This partnership
was a recognition of the value of the political and public support

of midwifery, but alsc an acknowledgment that there was furlther .
collaborative work to be done. The midwifery autonomy regained in
1990 allowed for one-to-one working, and the partnership between
the midwife and the woman came te underpin the midwifery model
in New Zealand maternity services (Pairman, 2006). Partnership

health-care communication, which provided a contrast to more
hierarchical and paternaiistic modes associated with biomedical
obstetrical contexts {Spoel, 2007). Informed choice became both
an ideological principle implicit in midwifery models of care and a
rhetorical practice of midwives exchanging information with women
in order to facilitate decision-making (Spoel, 2007). This led to the
advancement of empowered and choice-making subjects who were
no longer passively recipient ‘patients' but active 'consumers’ of
health care {(Tully, Daellenbach & Guilliland, 1998, p. 248). This notion
of the choice-making subiject is arranged around discourses of neo-
liberal subjectivity and relies on an individual who is rational and
responsible within the discursive culture of midwifery, Choice is also
constrained by a tension within contemporary liberalism, where
respect for the autonomy and privacy of individuals is posited against
the concern for the regulation of social and economic life, and where
expert knowledges are a mechanism for regulating the choices of
individuals within the limits of government, thereby constraining the
choices that are made (Murphy, 2003).

Liberal feminists view increasing choice in childbirth as a

assumed equity between mother and midwife, and acknowledged
that both parties were making equally valuable contributions.
Midwives brought their knowledge, skills and experience, and the
woman brought her knowledge of herself and her family, and her
needs and wishes for her pregnancy and birth. Midwives argue
that their point of difference from the more hierarchical professional
models of medical, nursing and obstetric practice is the shift from
authoritative models to partnership and collaberation, where
women are empowered (Daellenbach & Thorpe, 2007). However,
partnership rests on consumers who are informed and want to be
informed {DeSouza, 20086).

Critics from within the midwifery profession challenge the model
of partnership on two counts: first, because it asswmes a white,
middle-class subject; and second, because the relationship between
midwives and clients is more akin to individualist contraciualism,

mechanism for enhancing women's perception of control, but

radical and social feminists argue that choice has led to the illusion

of freedom in an oppressive context where the status quo remains
unchanged {Leap & Edwards, 2006). Leap and Edwards outline the
limitations of the concept of informed choice. First, the person who
Is doing the informing has a powerful influence on the decisions
that are made. Being given information about a limited range of

where individuals contract with each other but do not produce

a participatory outcome (Skinner, 1999). Skinner's critigue of
contractualism contradicts the explicit claim by Guilliland and .
Pairman (1995) that the concept of partnership originates from their
understanding of partnership as it 1s encapsulated in the Treaty

of Waitangi. Instead, Skinnner argues that the Treaty is a contract
that only has a contemporary reading of partnership and thaF the
demands for tinorangatiratanga {self-determination}, protection
and equity remain absent in the midwitery partnership. Skinne.r
(1999) concludes that partnership ‘reflects a superficial a-nalysn? of
society, neglecting to identify the dominant underlying right-wing
philesophy of individualism, contractualism and patriarchy. It does

choices is not a guarantee of involvement in decision-making.

Ultimately, the health practitioner is a gatekeeper who decides

what information is relevant. However, if the mother disagrees
with the health practitioner, she needs to have sither the resources
10 find alternative support or the attributes that will allow her 0
challenge the decision—such as being articulate, assertive and
knowledgeable (Leap & Edwards, 2006).

Schmidt’s (2008) example of breastfeeding information provided
by the Ministry of Health is emblematic of the nec-liberal paradox,
Schmidt contends that what appears to be the provision of scientific
information about the benefits of breastfeeding and risks of
formula feeding frames breastfeeding as the only rational option
and appropriate choice for a good modern parent to make. Schmidt
contexiualises contemporary breastfeeding discourses in the new

not recognise inequalities in power or access 1o resources and is

culturally elitist' (p. 16).

Choice

A second tenet of midwifery is the notion of choice and being an
informed consumer. The assumption that choice is empowering is
dezived from the notion that women can be empowered by being

RUTH DESOUZA

s

e




PART z: COMMUNICATION AND HUMAN ENGAGEMENT

public health model, where neo-liberal ideals of individual informed
choice are adgvanced in tandem with the narrowing of choices to

those that advantage the state, such as those that reduce the costs

of health care.

Natural childbirth

The legislative changes of 1990 that paved the way for greater
midwifery autonomy in birthing also saw the advancement of
natural childbirth as a philogophy that was strongly intertwined
with partnership and informed choice. Central to this philosophy
is the idea of being close to nature, and of returning women to the
rewarding aspects of a labour.

However, natural childbirth discourses reflect class and race
mases where control over birth and informed consumer choice are
asmphasised without the recognition that these require access to
cultural and material resources that are available only to privileged
women {Brubaker & Dillaway, 2009). The feminist noticn of taking
control of one's life and body is a very middle-class perspective
(Lazarus, 1997). However, evidence is growing that aliernative
approaches to childbirth do not necessarily guarantee more fair
or compassionate treatment, as seen by a growing body of work
about the experiences of migrant and refugee birthing women
(Bowler, 1993). Therefore, mmidwifery concepts of partnership, choice
and natural childbirth derived from radical feminist critiques of

medicalisation have been aligned to middle-class white subjectivity,

but have not effectively changed the structures of biomedical

dominance.

The emergence of the consumer movement in health occurred in the context of

related social movements, including the civil rights,
movements, the psychiatric survivors movement and the women's

coalesced around identity politics and demanded a larger say in health particularly in
lanning (Concy, 2004). "The women’s

anti-racist and indigenous rights
movement. Groups

terms of policy, professional regulation and service p
¢ was the forerunner in challenging renets of modern medicine and
h as patient’s rights and disability movements.
re resulted in scrutiny of who held

health movemen
predated other consumer movements, suc
The emphasis on critiquing mainstieam health ca
the power in the health sector: governments, health practitioners, health industries, the
pharmaceutical industry, policymakers, rescarchers and funders.

Alongside these people-led developments carie community development and public

health approaches that advanced critiques of medical dominance and the desire for
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c;mzunity—ba@d primary health-care models. These developments were supported by
the Alma Ara Declaration (WHO, 2008) and the Qttawa Charter (WHOQ, 1986). In

articular, ind: zori
p g digenous Maori and mental health consumers have articulated the need for
community-controlled services.

Pul?l%c healrh as a field has broadened its scope from communicable disease to th
1'ecog111t;?11 of the role of social inequalities as determinants of health, With \th<; medicj
model failing to substantively improve the health of deprived populations, the need f; ( r
models thar. :fddress the social determinants of health have led 1o grearel" involvemezt
of communities in shaping such services. This has led 1o the development of new and

ovVativ }‘ ¥s i 3 3 o g < <
odels 0 I 1 M
=1 Ild Aslan
int \1l [ SSC Vi1_e del]ﬂ‘ci I (]ff [) f exampic arl I lC]iiC 1(’:![; Ce a S

{ SUMMARY}

Power is a camplex phenomenon in health care and disability support where
many professianals assume that because they are doing good that oppression
does not exist. However, the rise of consumer mavements demanding the
redistribution of power in these contexts has foregrounded the empowerment
agenda. Therefore, in order to provide services and support that are empowerin
professionals must first understand the part they play in power relations. This ’
chapter has outlined the ways in which power is conceptualised through .four
main thearies: critical social theories, organisational and management theories
social psychology theories and post-structural theories. These theories range |
from viewing power as a possession to seeing power as a refation. In response te
the professional dominance of human experiences, such as having a baby and
experiencing mentat illness, the empowerment agenda has been advanced in a
range of ways. In mental health, the recavery model challenges the dominance
of professional knowledge in mental health policy and practice, and demands
that service user involvement oceurs at aff levels of care. Importantly, the

consumer drives his ar her own process of recavery. In the patriarchal area of
rr?aternitg services, the use of partnership, choice and natural childbirth are
viewed as ways of redistributing power back to women, Howevet, empowerment
through the redistribution of responsibitity to the consumer and their family can
be problematic if the corresponding resources are not made available,
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REFLECTION POINTS

131 Intention [motivation, message, meaning, emotion)

i isabilit
What rmotivates the consumer movement n health care and disability

support services?

13.2  Reception [received message, response, feedback] | .
Who has more power when practitioners are giving information
consumers?

13.3 Perception (style, manner, impression, analysis)
| it ?
Do consumers always understand what practitioners say

QUESTIONS FOR REVIEW

1 Qutline the different models of power and empower
L 5
definitions appeal and whi . -
2 |s there a risk that practitioners and professions can absolve thef;r;ziv%ce
of responsibility when they emphasise the empowerment o

users? . ,
3 What does being empewered mean 10 you n a health context?

ment. Which
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CHAPTER OVERVIEW KEY TERMS

This chapter covers the followi Juleural di

o owing Culeural difference Interpersonal racism

. Culrure Linguists

+ Cultural difference Ethniciry Indigenous

+ Cultural competence Race Stereotypes

+ Culwral safery. Colonisation Cultural blindness
Assimilation Culrural imposition

Culeural domination
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Pacific People

Aboriginal and Torres
Serait Islanders
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Cultural competence
Culrural awareness
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