Workforce development for health promotion and population health in primary care:

Equipping people to ask the ‘right’ questions to achieve the population health goals of the Primary Health Care Strategy

Notes from Hui March 2006

Background

Significant progress towards achieving the population health goals of the Primary Health Care Strategy requires those working at all levels in primary care to make sure they ask the ‘right’ questions to improve population health outcomes and reduce health inequalities.

Listening to patients and their families/whanau, asking key questions of them, asking key questions about what the evidence/guidelines might indicate to be appropriate, making a plan with the patient and their family, and deciding how and when to review that are the everyday processes of primary health care. Thus those who work in primary health care are well used to making decisions about ‘what might be the key questions that will help determine what should be the outcome of this consultation’. This process is actually very similar to that used by those working in management and public health roles in PHOs and DHBs  - gathering evidence by asking key questions, planning and reviewing. They too are well used to having to decide ‘what might be the key questions that will help determine what should be the outcome of this project/service’. 

Health promotion in PHOs can make an important contribution towards equipping people to ensure the questions they are asking are the ‘right’ questions to achieve the population health goals of the Primary Health Care Strategy.  

This report highlights key issues related to how health promotion capacity in PHOs can best work with and support the primary care workforce to achieve the goals of the Strategy and makes recommendations for action, some of which are needed urgently, to enhance this capacity. It is based on consultation with a sample of: health promoters around the country who have worked in PHOs for some time, Funding and Planning staff from DHBs, and primary care leaders both in DHBs and PHOs. 

Over riding considerations

· All workforce development initiatives related to health promotion and population health approaches in primary care need to be built on a strengths-based approach, acknowledging the strengths and activities of primary care as well as public health. When population health is discussed, primary care workers often perceive that their knowledge and work, both current and past, is not regarded as a valuable contribution. 

· While acknowledging that understanding is patchy, consultation would suggest there are many in management and clinical leadership in DHBs, PHOs and organisations supporting them who have already a central focus on population outcomes and reducing health inequalities. However since they do not articulate this as a ‘public health approach’ they are at risk of being undermined if those trained in public health do not affirm and extend their current efforts. Just as capacity building in health promotion has been described as ‘invisible’ work which may be more effective if undertaken with a less public agenda [1] so the support for population health approaches in the primary sector could be strategic but needs to be labelled non-assumptively by those from public health. 

· The concept that all players in the health sector and those in other sectors contribute to improving population health outcomes and can enhance each other's work as they do so is vital to foster. 

· There is however less understanding of ‘health promotion ways of working’ and the potential contribution of health promotion to population health goals. 

· Health promotion as an identified funding stream in PHOs is seen to have two levels of activity, operational level health promotion and strategic level population health influence. Both these levels of activity have the potential to make a significant contribution to the achievement of population health goals by PHOs.


· The need for strategic leadership willing and able to work with those on the ground in DHBs and PHOs to translate high level policy commitments into practical realities is identified by many in the sector as crucial, and currently lacking. While the implementation of the PHCS is increasingly being devolved to DHBs, the Ministry could still be a key player in the field, working with DHBNZ, PHONZ, IPAC, the professional bodies for general practice, nursing and allied health professions and the NGO sector to identify and foster quality population health practice and support health promotion, using national processes to support regional work. 

 Summary 

	Health promotion in PHOs


	Operational level health promotion
	Strategic level population health influence

	The situation


	1. Those in the PHO health promotion workforce come from a variety of backgrounds. Some are new to health promotion, some have experience but lack of formal training, some have qualifications and little experience, and some both qualifications and experience.

2. There are particular needs for programme planning and evaluation training.

3. There is a recognised need for better understanding of primary care both by those working on health promotion in PHOs and the wider health promotion sector.
	1. Understanding of population health is more widespread than understanding of ‘health promotion ways of working’ and the contribution of health promotion to population health goals.

2. There is a need for integration of health promotion approaches with other key primary care workstreams. 

3. Key DHB and PHO staff providing population health influence are frequently working in relative isolation from others in similar positions.

4. There is a need for agreed health promotion indicators for PHO and provider level activity to focus PHO Boards on the strategic importance and influence of health promotion.



	What is required


	1. Funding and logistic support to make basic health promotion training widely available to those working on health promotion in PHOs.

2. The development of workshops to address the need for understanding of primary care by the health promotion workforce.

3. A national hui is urgently required to discuss a range of issues being raised in various regions for those involved with health promotion in PHOs, both from PHOs and DHBs.  

4. Support for funded prioritised time for ‘reflective practice’. 
	1. Practical tools and support to demonstrate how health promotion, both at an operational level and at the level of population health influence, integrates with other primary care activities to achieve population health goals. This includes the development of health promotion indicators for the PHO setting. 

2. Organised opportunities for those providing population health influence in DHBs and PHOs to share learnings.

3. Enhancement of Ministry and DHB processes to promote a learning culture.

	Who and what does this involve


	1. Negotiation between training providers (e.g. Health Promotion Forum, SHORE, tertiary providers, independent trainers) and the Ministry re basic training. The potential for the QIPPS health promotion planning tool to be offered more widely may also provide another avenue for this basic training.

2. Negotiation to facilitate workshops to address the need for understanding of primary care.

3. Urgent action to facilitate the national hui that has been discussed for some time to ensure that it happens within four months.

4. Ongoing promotion of the needs of those working in PHOs in national health promotion workforce developments, with recognition of the unique opportunities and challenges this work provides.
	1. Designation of responsibility within the Ministry to provide functional support for health promotion influence in wider PHO/DHB activities (see further detail below). This would need to include working with those in DHBs who have strategic roles in the implementation of the primary care strategy, and enhancement of the place of, and processes surrounding, health promotion in PHOs in light of devolution discussions.

2. Public Health Directorate leadership of discussions to determine appropriate indicators of strategic level health promotion influence in PHOs. A discussion paper with clear accompanying processes could facilitate this discussion. 

3. Integration of learning about health promotion approaches into pre-existing education opportunities (e.g. working with professional bodies and conferences for primary care professionals).

4. Development of clear Ministry processes that provide feedback that enhances workforce capacity.


Detailed Feedback and recommendations

A. Operational level health promotion

1. Many of those working in health promotion in PHOs, whether from a clinical background or from a background designated as health promotion or community work have experience in working in intersectoral partnerships with communities to promote health, but do not have formal health promotion training. Where they have had opportunities to gain better understanding of health promotion theories and knowledge, this has frequently validated their ‘ways of working’, giving them more confidence to advocate broadly for the promotion of health both within their PHO and their communities.

2. University studies, especially those at a postgraduate level, have limited uptake because of the time required and level of prerequisite qualifications needed.

3. The MIT/Health Promotion Forum Certificate of Achievement, Introducing Health Promotion short course is widely regarded as an appropriate starting point for formal health promotion training, being well validated, practical yet with a strong theoretical base. While the generic content of the basic course would be appropriate for those involved in operational health promotion in PHOs, it would be helpful if some of the examples could relate to the setting of primary care. The current funding of the short course will need to be reviewed if there is to be capacity to provide access to the course for all those who could benefit from it. 

4. The potential for the QIPPS health promotion planning tool to be offered more widely may also provide an avenue for first level health promotion training, as short course first level health promotion training is provided in Victoria to support QIPPS (in addition to the actual training in the use of the QIPPS tool itself). 

5. There has been previous development of an undergraduate Diploma course to build on the MIT/Health Promotion Forum short course and this is currently being re-explored. In addition, tertiary health promotion education providers have, and are continuing to explore ways to make their programmes more accessible for the many who work in health promotion without formal qualifications (e.g. distance learning, block teaching). These considerations are part of wider health promotion workforce discussions, but do need to be cognisant of the unique challenges of working in health promotion in PHOs.

6. In addition, better understanding of primary care is important if health promotion is to be an integral function of PHOs. It is suggested a workshop/module exploring key issues in primary care in Aotearoa, its history and realities, needs to be developed to be available to all staff with no previous experience of the primary care sector in Aotearoa who in the future join the workforce of health promoters in PHOs. Some of those currently employed by PHOs would still find this workshop of use, but many have had to commit significant time already seeking to understand these issues, and indeed have much to share. 

7. Some PHOs have community workers integrally involved in their health promotion programmes who would also benefit from basic proposal and report writing training.

8. A workshop/presentation about the evolving place of health promotion in primary care, including some basic understanding of the history and current realities of primary care, would be useful for others in the public health/NGO sector who are interfacing with PHOs, including PHUs. This could allay current anxieties in the NGO sector about the role of PHOs and provide opportunities to explore the potential synergies going forward. It is also important for those outside of PHOs who are providing mentoring/support to health promoters in PHOs, to understand better the context of health promotion work in a PHO. 

9. The interface of traditional primary medical care and ‘mainstream health promotion’ raises a number of issues with which the health promotion workforce in PHOs all over the country are having to grapple. For example:

a. How might health promotion in PHOs be the same or different from health promotion in other settings? 
Those working in PHO suggest they can’t be ‘purist’ – there is a need to find points of engagement with other providers in the PHO to really explore more what health promotion might look like in a PHO. Linking primary care providers with community networks and programmes that could support people to improve their own health would be activity that can easily be seen to add value to and complement the individual clinical care provided in general practice.

b. How does health promotion in a PHO support quality health education by PHO providers without losing its focus on activities to influence the broader determinants of health?                                                                                         

There are huge capacity issues in general practices – staff don’t want more projects (they are already overloaded with CarePlus/SIA projects). They are asking for practical help to support their clinical work e.g. nutrition kit - resources, latest info at their fingertips.

c. What does it mean for all PHO staff and providers to adopt a health-promoting approach to working with their enrolled population (for ‘health promotion to be happening in every aspect of the PHO’)?

i. What do health promoters know about the theory and current practice of motivational interviewing/brief interventions in primary care in Aotearoa New Zealand, and how do health promotion activities link with this activity

ii. Are individually based self-efficacy approaches (e.g. lay-led self management programmes based on the Lorig/Stanford type model) complementary to broader ‘community empowerment’ approaches? 

iii. What is the role of health promotion activity in a PHO in providing materials and support to assist health professionals to deliver quality health education? 

d. There is concern about 'brokerage' where PHOs are contracting out all of their health promotion activities with minimal integration with other PHO activities, and limiting development of the health promotion capacity within the PHO.                                                                                                                   
Contracting is seen as potentially appropriate as part of a mix of activities for PHOs with larger budgets, but there is seen to be a need for clear national policy directive about the intention for health promotion in PHOs to be integrated with other PHO activities, with an expectation of 'in-house' health promotion expertise to facilitate this where funding allows.
A national hui and a formal ongoing networking mechanism to discuss such issues is seen as a crucial need by those working in and supporting health promotion in PHOs, so that shared learning can contribute to quality health promotion practice going forward. Given that it is difficult to use regional funding to support such a national initiative, the need is seen for Ministry leadership to facilitate this hui and ongoing networking.  

10. There are wider discussions occurring about career pathways for those working in health promotion that are relevant to those in PHOs. Formal recognition of the need for a mentoring service could be really helpful for smaller / more isolated PHOs. Supporting ‘reflective practice’, like professional supervision required for other health professionals, requires funded prioritised time (minimum monthly). Regional collaborative working groups are an important source of support for smaller PHOs but still do not offer the detailed constructive process critique of reflective practice.

B. Strategic level population health influence

1. One of the challenges and opportunities of PHOs is the potential to have a two way process operating:

(i) Improvement in the quality and cost-effectiveness of services by application of population health perspectives to medical practice, including using frameworks to increase services for those with limited access

(ii) Use of clinical practice to help identify and address community health problems. Given that approximately 85% of the population visit their GP at least once per year, and general practice teams are more widely dispersed geographically than any other health service and are widely respected in the community as providers of health information and advice, what do we know from when things go wrong and people need treatment/rehabilitation (if only we had…/there had been….) that could inform health promotion programmes and population health approaches?
2. Going forward the thrust of chronic disease management will be increasingly upstream, focused on a determinants of health approach; health promotion resource in a PHO could play a significant role in this development. Community health workers are also key but work more at the individual patient level, whereas the work of health promotion is in more strategic collective activities.

3. The amount of health promotion funding is small relative to personal health funding in PHOs. PHO Boards and management are likely to focus energy on those things on which they are being held accountable. There is a need for national level discussion about what health promotion indicators would be appropriate not only in the national PHO performance management programme
, but also to contribute to ongoing DHB/PHO planning processes. 

4. In addition to the strategic population health understanding they may already have, PHO and DHB Boards and management also need to understand how health promotion activities contribute to improving health outcomes and the basics of health promotion 'ways of working' so they can support the work and planning of operation level health promotion in PHOs (and DHBs).   

5. In some DHBs there are people from a variety of professions in primary care / chronic care teams who may be key ‘peer leaders’ with passion and competence already engaging those in primary care in population health activities. However they may have limited (but growing) understanding of health promotion activities and how those contribute to population goals, and variable connection with the processes related to the use of health promotion funding in PHOs. Similarly others in DHBs who interface with PHOs over a range of issues need and would appreciate increased understanding about health promotion, and also primary care realities.

6. However those working in management and governance in PHOs and DHBs need practical tools and support to demonstrate how health promotion, both at an operation level and at the level of population health influence, integrates with other primary care activities, rather than high level theoretical discussions. For health promoters to be instrumental in such processes requires a depth of understanding about broad issues, and the ability to provide mentoring and capacity building support for others. In the planning for devolution of the PHO health promotion funding to DHBs, the Public Health Directorate could work with DHBNZ to provide workshops for DHB and PHO management to equip them to have appropriate expectations for health promotion planning and implementation in PHOs and its integration with other PHO activities (i.e. equip them to ask the ‘right’ questions). These workshops should utilise the skills of those in the health promotion workforce who are identified as having the depth of understanding of the broad issues necessary for such a role. If the QIPPS pilot is successful, offering QIPPS to the regions could provide a vehicle for these workshops.
7. Enhancement of Ministry and DHB processes to promote a learning culture is also key to supporting workforce development. At present PHOs are putting large amounts of time (which equates to money) into developing proposals for RFPs for additional funding streams to contribute to their population health approaches. A learning culture would feed back to them useful information about their proposals, whether they are successful or not - the good features of their proposal, the gaps, what would have enhanced it. Transparent process is important; even where providers may disagree with a particular approval or non-approval, tensions are likely to be alleviated if there is communication about the reasons for the approach taken, and demonstrable consistency across all providers [2]. 
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� Current ‘population health’ performance programme indicators (eg. Cervical screening, mammography, smoking rates) are focussed on disease prevention rather than health promotion
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