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Introduction

Health Protection Officers (HPOs) are designated by the Director-General of Health to perform functions as set out under the Health Act 1956. At the present time, there is no standard approach to determining whether HPOs are competent to perform the functions required of them by the Act, or, in a wider context, demonstrate the skills and functions that the role of HPO requires.
In October 2002, the Ministry of Health released the discussion document Toward identifying ongoing competencies required for being designated as a Health Protection Officer. The discussion document included draft guidelines based on the Tracking of Professional Standards (TOPS) programme developed for public health medicine specialists by the Australasian Faculty of Public Health Medicine (AFPHM). The discussion document sought HPOs’ views on encouraging and recognising HPOs to establish and maintain competence, including their views on the suitability of the TOPS programme for HPOs in New Zealand.

The discussion document generated 13 submissions. Most supported the proposal to develop guidelines based on the TOPS model. As a result, the Director-General of Health, advised by the HPO Advisory Group, made the following decisions in May 2004:
· A person seeking to remain designated as an HPO must demonstrate maintenance of competence as outlined in the report Identifying ongoing competencies required for being designated as a Health Protection Officer.
· Further development of a framework for assessing the ongoing competence of designated HPOs be undertaken, based on the TOPS model)

· Once the model or models have been developed, a trial period should be used prior to introduction

· Further consultation and development would be considered as part of the overall public health workforce action plan.

This report details the responses to a second discussion document, Proposed ongoing competence programme for Health Protection Officers, released in January 2005. It includes the HPO Advisory Group’s comments on the submissions received, and will form the basis of a final recommendation to the Director-General of Health on the framework that will be trialled in public health units (PHUs).
Submissions received

Appendix one contains a copy of the discussion document.

We received nine written submissions. Submission were received from:

· One individual HPO

· One group of HPOs independent of the public health unit that employs them
· Two public health units

· Five groups of HPOs.
Submissions covered the following geographic areas:

· Auckland

· Taranaki

· Hawkes Bay

· Greater Wellington: Wellington, the Kapiti Coast and the Wairarapa
· Canterbury

· Otago/Southland.
Submissions generally gave response to specific questions; however a number provided general comments covering wider issues or themes that crossed a number of question areas.

Appendix one is a summary of submitters’ responses, by question, in the discussion document.

Appendix two contains a list of submitters.

Key themes in submissions on the discussion document
General support

Seven submissions were explicitly supportive of the proposal to develop a competency framework. Two implied through their responses that they also support the concept. Despite support at a general level, there was a low level of consensus on the detail of the framework. 
Areas of concern

All submissions provided some qualifying comments relating to the details of the proposed programme. Some consistent areas of concern arose.
· How the proposed HPO competency programme would relate to competencies required by the New Zealand Food Safety Authority (NZFSA) and the Environmental Risk Management Authority (ERMA), those required under the Biosecurity Act 1993 and those relating to HPOs’ work as drinking water assessors.

· The need to clearly define statutory functions, considering in particular how strictly statutory functions - for example search and seizure in enforcement operations - can be effectively separated from other skills that support statutory functions, such as knowledge and application of legislation or communication skills.
· The potential impact on the workforce if highly specialised HPOs decide to forgo general designation and are therefore unavailable for emergency response or other on-call work, as well as the impact of part-time HPOs and those who may lose designation for other reasons, for example maternity leave, or overseas travel lasting more than one year.
· The practicality of an annual review period.

· The need for the programme to be flexible enough to cater for the needs of small and large public health units in both urban and provincial settings. The programme also needs to be practical for PHUs that have integrated health promotion and health protection functions.

· Resource implications for implementation and maintenance of the programme –most submitters noted that they could not be sure of the likely resource implications until after completion of a trial.

· The need for PHUs and District Health Boards (DHBs) to actively encourage and support competency.

· Availability of training.

· Importance of transparency and fairness in any appeal process.

· Removal of designation should be a last resort.

Analysis of responses to questions
This section outlines the main issues raised by submissions on the discussion document, by question.

Section 2.1: Framework for the proposed ongoing competence programme for designated HPOs

Question 1:
Do you agree with the proposal to limit the scope of the proposed ongoing 

competence programme to the competencies required to undertake 


statutory functions only? Should more general competencies be 



included? Please explain your response
Nine submissions responded to this question: five responses were in agreement, three were opposed and one submission didn’t state a firm position.
Three key points arose with regard to this question: 
1. There is a need to clearly define statutory functions. Do they include Smokefree Act, Biosecurity Act, New Zealand Food Safety Authority (NZFSA) and designations under the Hazardous Substances and New Organisms (HSNO) Act? 
The first point is a common theme throughout the submissions and across a number of questions. Two submissions included suggested solutions such as assessing these skills using separate processes, and/or creating alignment between Ministry of Health competency requirements and the requirements of agencies administering other designations.

2. HPOs undertake a range of activities – successful completion of these activities requires skills and competencies that are outside range of statutory functions but which are essential to being able to carry out statutory functions such as communication skills, risk assessment, scientific and technical skills and knowledge.
This point was the primary reason behind the three submissions that disagreed with the proposal to limit the scope to statutory functions. It was also a qualifier to agreement in three of the submissions that agreed with the proposals. 

One submission suggested that these competencies be assessed as part of the programme, but attract fewer points than statutory function competency requirements. 

3. Concern that some HPOs employed by PHUs without specific regional characteristics (i.e. a port or international airport) may not be able to fulfil all functions.

Two submissions noted this point – stating that specific functions required may differ between PHUs. One suggested that area-specific requirements, such as ports or international airports, should be considered outside the national programme.

HPO Advisory Group response:
The Group has agreed to move from distinguishing statutory and non-statutory functions to assessing officers’ competency based on competencies for designation, recognising that some non-statutory skills (communication, teamwork, risk assessment, leadership) are essential for the proper execution of statutory skills. This approach also recognises that statutory functions form a relatively small proportion of HPOs’ workloads.

This approach requires defining the set of competencies for designation. The HPO Advisory Group determined that they will use HPO training as a basis for determining the minimum set of competencies required for designation, and using current research on the skills set and scope of HPO practice.



Question 2:
Do you agree with the proposed objectives of the ongoing competence 


programme for HPOs? Please explain your response.

Eight submissions responded to this question: six agreed, one did not agree with objective two, and one provided a related comment.

Agreement was with qualifications, for example objective two was questioned by two submissions, noting that it did not appear to meet the proposed scope of the programme, and that professional development should be addressed separately.  

The issue of scope arose in relation to coverage of the objectives: three submitters felt that the scope should cover the wider practice of HPOs, as mentioned in responses to question one.
One submitter felt that the programme needs another objective, concerning maintenance of critical mass of HPOs for emergency response.


HPO Advisory Group response:

The objectives have been retained in their current form.

Section 2.2:
Principles of the proposed ongoing competence programme for 


designated HPOs

Question 3:
Are these principles appropriate? Please explain your response
There were nine responses to this question. Five agreed; four with qualifications. Two did not agree, and two provided related comments.
Three submissions offered suggestions for additional principles in response to this question rather than question 4. These suggestions are listed under question 4.

Those that agreed with the principles focused on the need for ongoing national guidance, the need to monitor DHB support for the programme, and the fact that it must be acceptable to new recruits to encourage people into the HPO workforce (2 submissions). 

One submission disagreed with the first principle only, on the grounds that the programme inevitably requires significant time and resource input.

Among those disagreeing, the key points were that the programme doesn’t place enough emphasis on PHU responsibility to support the programme, therefore closely related to a qualification made by a supportive submission.
One submission felt that principle seven needed to be reworded for clarity.

HPO Advisory Group response:

The principles have been retained in their current form.


Question 4:
Are there other principles that should guide the implementation of the 


proposed ongoing competence programme for HPOs?
Suggested additional principles listed in responses to question 3 are included in this section for clarity.

Six submissions responded to this question. Two focused on the need to maintain the public health workforce, specifically through retaining specialised HPOs and clarifying how new HPOs will join the competency programme.
The need to recognise an employers’ obligation to support the competency programme was mentioned by two submitters. 
One submission stated that the programme design should consider the scheme used by the Chartered Institute of Environmental Health (CIEH) and the New Zealand Institute of Environmental Health’s Continuing Professional Development programme. 
Other principles suggested for inclusion:

· The programme is not intended to be used directly as a measure of performance (although it might be linked to a performance management system) (two submissions).
· It is a requirement that the HPO will demonstrate statutory competence across a range of legislation.
· The programme will eventually form part of a more comprehensive workforce development programme for the whole public health workforce. 

· The programme must be robust enough to withstand independent audit and evaluation (two submissions).


HPO Advisory Group response:
The principles have been retained in their current form.



Section 2.3:
The proposed ongoing competence programme for designated 


HPOs framework
Question 5:
Is the proposed framework acceptable to you or your organisation? 


Please explain your response.
All nine respondents provided comment on this question. Six agreed, although five qualified their agreement. The remaining three submissions indicated that they could not agree to the framework in its present form.

The one year time span, feeling that it is too short to be realistic; and also felt that the link between the annual review and assessment based on a three year average wasn’t clear. Two others felt that it would be difficult for specialist and/or part-time HPOs to achieve competence. 
Key areas of concern:

· The annual review period, and a lack of clarity between the annual review and the assessment of competency over a three year period;
· Concerns that part-time and/or specialised HPOs may not be able to retail designation;
· Removal of designation after one year exemption: the time period is too short;
· Assessment measures must show evidence and be specifically linked to statutory competencies;
· Output oriented activities and qualitative measures are too broad to provide evidence of competence: need to be specifically linked to statutory competence; 

· The framework needs to link with ERMA and NZFSA programmes;
· The framework needs to take emergency on-call requirements into account;
· Framework must clarify the role of employer (2 responses);
· There is a need for more emphasis on training; and
· The framework needs to recognise different service configuration across PHUs.
One submitter felt it should be mandatory for employers to check competence before employing HPOs.

Responses further indicated disagreement relating to the scope of the programme: two indicated support as long as it is restricted to statutory functions only, while two others agreed to the framework provided that it not be restricted to statutory functions.


HPO Advisory Group response:

Assessment of skills based on competency for designation clarifies the questions of linking statutory competencies, and can take into account competencies demonstrated under other designations, for example HSNO and drinking water assessor requirements. 

Emergency and on-call requirements are the responsibility of the employer. Training and employer support for achieving competency, including decisions to encourage HPOs to specialise, are matters between HPO and employers. While these issues may affect some HPOs’ participation in the competency assessment scheme, they are not within the management scope of the scheme. 

The Advisory Group acknowledges that some part-time HPOs will spend proportionately more of their time involved in activities related to maintaining designation; however it is important that the same standards be applied to all HPOs. Many specialist HPOs will be able to maintain designation through their normal daily activities under a skills for designation approach. 



Question 6:
Should the Ministry of Health be required to provide annual certificates of 


ongoing competence to HPOs or is the retention of designation as an 


HPO sufficient recognition of ongoing competence?

Eight submitters responded to this question. Four support certificates, three did not, one indicated mixed feelings. 

HPO Advisory Group response:

The Ministry of Health will not issue annual certificates as it would be out of step with other similar professions, for example EHOs. The maintenance of designation is sufficient feedback from the Ministry regarding a person’s skills.


Question 7:
Are there any components of the HPO ongoing competence framework 


that would have particular impacts on your organisation? Please identify 


these components and their anticipated impact.
Seven submitters responded to this question. The key areas of impact identified are:
· Risk that part-time HPOs would be disadvantaged in terms of the proportion of working time required to complete competency requirements, resulting in them being less effective employees (four submissions)
· Risk that specialist HPOs may lose or chose to relinquish designation if required to broaden their work across other areas (three submissions)
· Time commitment for data entry and staff time for meeting requirements (three submissions)
· Impact on the work programme to allow staff to update skills in all basic competency areas.

· Risk of duplication between TOPS-based scheme and other in-house competency and performance management tools.


HPO Advisory Group response:

The first two points are covered in the response to question 5. The move to skills for designation approach will allow most HPOs to maintain competence through their everyday work, reducing the impact on the work programme. Overlap between the competence assessment programme as proposed and in-house performance management is an issue for the employer. 

Section 2.3.1
Areas in which competence will be assessed

Question 8:
Does this balance accurately capture the balance of activity areas for HPOs? Please explain your response.

Eight submitters provided a response. Four agreed, two provided related comment, and two did not agree.

Two submissions noted that HPOs should not be penalised if individual or organisational capacity does not allow them to obtain the proposed balance, for example small services, or alternatively large organised by specialist activity areas. 
The proportion of output-focused activity was of concern to two submitters, one of whom felt that HPOs should not be able to achieve more than 50 percent of their points in one area. Another noted that contractual obligations, namely NZFSA, mean that some HPOs need to work almost solely in one area, making the suggested proportions difficult to achieve.
Three submissions questioned the value of including peer review provisions. 
Three submissions made comments related to training, specifically that the programme will require training to be more accessible and more frequently available to allow PHUs to spread attendance across the year. 
One submission suggested the following additions to the areas included for assessment:

· Specific statutory functions

· Generic competencies

· Scientific and technical skills and knowledge

· Continuing professional development.


HPO Advisory Group response:

The move to competencies for designation will address concerns related to variations of structure, capacity, and degree of specialisation between PHUs. 

Peer review is an essential part of the TOPS-based approach. The intention is for mutually supportive, confidential meetings for open discussion. It is not as a process of editing documentation or providing anonymous feedback on performance. The HPO Advisory Group members noted the value of peer review groups for public health medicine specialists, including medical officers of health. There is the potential for medical officers of health to mentor peer review groups. The HPO Advisory Group supported the inclusion of HPOs from a number of PHUs into single peer review groups to boost inter-regional communication and sharing of ideas between different sized and structured units.
The model proposes that peer review group meetings be regularly held, be minuted for audit purposes only, and that all proceedings be confidential. 



Question 9:
Do you prefer the generic or specific framework for identifying the achievement of ongoing competence activities? Please explain your answer.

Nine respondents answered this question. Six preferred the generic model, two preferred the specific model and one felt that both models are necessary to adequately cover the scope of HPOs’ work.

There were common reasons for supporting the generic framework: 
· flexibility (individually and across PHUs), 
· user-friendliness, 
· the fact that specialist HPOs could retain designation while continuing to work in a single area. 
Conversely, one respondent noted this point with concern, wondering whether retaining designation by working in a single area constitutes generic competency.

Other concerns related to a perceived lack of clarity on the process for assessing achievement of generic competency, the need for skill sets and activities to be specific enough to provide a sound basis for measuring competence.

Proponents of the specific framework sited the intrinsic rigor of using a set of core competencies, and a perception that it demonstrates competence more fully than the generic model.

Two respondents noted that the table of functions is unrealistic, particularly with reference to activities that occur occasionally in most PHUs, such as emergency response. 
Two respondents proposed the use of hours rather than points as evidence of competence, comparing hours spent against an agreed minimum and maximum expected per activity. 

HPO Advisory Group response:

The move from specific versus generic to the competencies for designation approach covers the question raised here. Auditing of a set number of returns each year will help assessors determine whether the returns demonstrate an appropriate allocation of time to particular activities.
Question 10:
Who should define what an acceptable standard is?

Eight submissions responded to this question.

Three felt that a combined effort from the Ministry of Health, HPOs and PHUs should be involved. Three others favoured a national working group, including HPO representation. The remaining two preferred a panel of respected HPOs and a representative of the Director-General, or using line managers of HPOs, given guidance to maintain consistency and perhaps the use of external moderation to limit variance. 


HPO Advisory Group response:
The identification and application of acceptable standards is an issue that the Group agreed should be worked through during trials, as some standards will best be measured by the HPO themselves, others by managers and potentially other senior HPOs, in addition to the core set of competences based on HPO training as a minimum set of required skills.


Question 11:
Do these activities accurately reflect the areas the areas in which HPOs require competence to adequately fulfil their statutory duties as HPOs acting on behalf of the Direct-General of Health? Please explain your response.

All submissions addressed this question. Of those that answered directly, three agreed with the list of activities, while one did not. 
Other points raised included:

· Points for peer review are unnecessary if the primary objective is competence in statutory functions (two submissions);
· The need to consider NZFSA, ERMA designations and drinking water assessors (five submissions);
· Some non-statutory functions should be included;
· Food safety should be included; and
· Need to clarify if statutory work under the Food Act is included (two submissions).


Question 12:
Are there other areas that could be assessed but that have not been included in this list?
Four submissions addressed this question directly. Three other submissions referred to their responses to question 10, with regard to inclusion of food safety/Food Act duties and to other non-statutory functions.
Suggested inclusions were:

· Aspects of written and oral communication skills and mental attitude (a willingness to help);
· Early childcare centre work;
· Environmental health work such as liquor licensing and noise management;
· Understanding of Environmental Health Officer (EHO) work where responsibilities overlap, for example burials and cremations, smokefree environments; and
· Emergency management should include participation in table-top and mock exercises to improve preparedness – real incidents do not occur often enough and are not the appropriate time to be developing skills. 

One submission suggested dividing competence into levels: primary for minimum level of competence; secondary relating to specialty designation/authorisation, for example drinking water assessors. Secondary level competence would generally be covered by existing measures/requirements of competence.



Question 13(a): Are there areas that have been included but that should not be assessed? Please explain your response.
Five respondents answered this question. 

· Peer review should not be included (two submissions); 
· Attendance at meetings and conferences should be removed (one submission); and

· Removal of points for continuing public health education since that falls outside statutory activities, as do emergency management, interagency coordination, supervision, policy, technical management, and committee membership (one submission). 

The common theme of linking with NZFSA and ERMA appointments were also raised by one respondent. 


HPO Advisory Group response:

The move to the competencies for designation approach addresses most of the comments raised by submitters – see responses noted above. 

The suggestion of including emergency planning and table-top exercises in emergency response was accepted by the Group. 
Please see the response to question eight regarding peer review.

Section 3.2: Basic frameworks

Question 13(b): Do you prefer an electronic or paper-based model? Please explain your response.
Eight submissions responded to this question. 

Five preferred electronic, one paper-based and two a mix: paper-based for data collection, electronic for data recording and analysis. 

A paper-based system was supported on the basis that it provides a more robust foundation for audit.

 HPO Advisory Group response:
The revised model envisages that HPOs will enter information into an electronic database, to be collated at PHU or Ministry of Health level. HPOs will, however, have to keep paper records of the work reported as part of the competency programme so that their returns can be audited.



Question 14:
Who are the appropriate people who need to be informed about the HPO’s ongoing competence status? Please explain your response.
Eight submissions answered this question, all using difference combinations of the same key players. Table one sets out the number of responses naming each key player, noting that most submitters identified multiple recipients of information:

	PHU management
	Medical Officer of Health
	Director-General/Ministry
	HP team leader
	Individual HPO

	5

	4
	6
	3
	6


One submission stressed the need for confidentiality; another noted that PHU management should be involved as early as possible to develop a supervised training programme and provide opportunities for the officer to achieve competency.

HPO Advisory Group response:

The Ministry of Health/Director-General will know if an HPO is designated; however they do not need to know if an HPO’s designation status is under review unless a PHU is in danger of having a number of HPOs lose designation. There was some discomfort about managers being responsible for both nominating officers for designation and determining their competency; however the Group discussed the need for managers to know officers’ status to be aware of training needs and, or a broader scale, be aware of the status of their workforce for future planning. 


Question 15:
It is proposed that one or more of these models be trialled (or piloted if high consistency). Which method of operation do you prefer for trial/pilot?

Eight submissions responded to this question. 
Four submissions preferred framework one: a centralised model; three preferred framework two: a joint model with administration split between the Ministry of Health and the PHU. The remaining submission preferred the “generic model;” however it’s not clear which model this response refers to. 

One respondent noted that they preferred framework 2 but felt that the scoring system should be revised. Another, also preferring framework 2, felt that a small group of HPOs should apply it retrospectively to see if the points required are achievable prior to a formal trial. Another suggestion was that a trial of framework 2 should include a scope of the potential role of a professional body for HPOs.

HPO Advisory Group response:

The model to be piloted is attached. It indicates a shift toward a ‘competencies for designation’ approach, and encompasses aspects of previous models. The Group acknowledges that PHUs will need to find systems that work in various different settings, therefore specific aspects of the model - recording methods for example – may vary between PHUs during the trial. 


Question 16:
Are there any key advantages or limitations that have not been addressed?

Four submissions responded to this question. 

Suggested limitations:

· Potential for insufficient numbers of HPOs retaining designation, particularly if insufficient corrective training available (refers to framework 1)
· Little need for a second step in the reporting chain – PHUs should report directly to the Director-General (refers to framework 1)
· Lack of resources and increased training costs could limit implementation (both)

· Concern that the Ministry does not have the resources to administer a centralised system (framework 1)

· Limited if there is no framework to ensure HPOs are interpreting competencies the same way.

One additional advantage was noted, referring to framework 1. The respondent felt that the centralised system offers consistency and reinforces Ministry of Health involvement and commitment to the programme. 

HPO advisory group response:

The concerns related to insufficient numbers of HPOs has been partially answered above; however the issue of training will need to be considered by the Ministry of Health as the programme is implemented. The group agreed that the Ministry’s resources would be stretched by a requirement to receive and process 120 individual returns from HPOs, and is therefore considering collation of information at PHU level, or external management of a database of returns. The move to a competencies for designation approach ensures that HPOs are interpreting the programme in a comparable manner, but takes local variations of workload into account. Auditing of approximately 10 percent of returns per year will also help ensure that the programme is being and used applied fairly.



Question 17:
Are there other options that have not been considered? Please clearly identify this option and its anticipated operation in relation to the three process steps outlined in section 3.2.
Two respondents answered this question. One identified option 2, but noted that the scoring criteria would need amendment as in its current form it unfairly penalises staff working in non-mainstream areas such as shellfish or food.

The other response noted that the Ministry of Health should consider a credentialing model, without providing any further detail.
Question 18:
What resourcing implications would your preferred option have for your organisation? Would you need additional support from the Ministry of Health to implement this? Please identify the scope and magnitude of anticipated costs.

Eight submissions included a response to this question. Four noted that resource implications will be much more easily and accurately quantified following a trial.
Potential impact areas identified:

· IT, specifically the need for new systems and attendant training and time for data entry (three submissions);
· Training (access and cost) (three submissions); and
· Reworking rosters and work programmes to accommodate all HPOs’ competency requirements (two submissions).

The following suggestions gained support from one submission each:

· Requirement for Ministry of Health support for IT systems;

· Additional funding to increase staff levels to cover training and possible loss of some current HPOs;

· Additional approved training courses; and

· The establishment of a network to provide information about training events provided by agencies other than the Ministry of Health.


HPO Advisory Group response:

The trials will be critical to determining resource requirements for the Ministry, PHUs and individual HPOs. IT, training and establishing recording systems for HPOs are likely areas of impact and will be monitored carefully.


Section 3.4.1
Professional peer support process
Question 19:
It is proposed that one or more of these options be trialled (or piloted if high consistency). Which method of operation do you prefer for trial/pilot?
Eight respondents responded to this question.
Four respondents preferred a professional body, with one suggesting that an informal network be used in conjunction with a professional body. 
Three submissions noted a preference for a regional coordinators programme.
One preferred an informal, network based professional peer support.

Question 20:
Are there other options that have not been considered?

Two submissions addressed this question.

One submission noted that experienced HPOs should always be the first source of assistance for other HPOs. The second noted that the AFPHM has initiated discussions among members and HPOs concerning a professional body for HPOs.



Question 21:
What resourcing implications would your preferred option have for your organisation? Would you need additional support from the Ministry of Health to implement this? Please identify the scope and magnitude of anticipated costs.
There were eight responses to this question; however four of these noted that accurate estimates of costs and support requirements aren’t possible until post-trial. Three submissions included estimates of time at between 0.1 and 0.5 of an FTE.
Three responses noted that there would be time implications for senior HPOs offering to be involved in peer support, including the need to back-fill their normal workload. Three responses identified additional staff training as an area of potential impact. 


HPO Advisory Group response:

See the response to question eight for information on the proposed peer review structure.



Section 3.4.2
Appeals process
Question 22: Do you agree with the proposed model for appeals? Please explain your response.
Eight submissions addressed this question. Three submissions indicated agreement, one disagreed and the other four made comments relating to the proposed model.

The key theme was the need for the appeal process to be fair, timely and very clear to all involved. One submission felt that in its current state, the process isn’t clear enough. Two noted that the process should include the Ministry, PHU management, the DBH as employer, and the HPO concerned.

Two submissions noted that the competency programme should be developmental and not punitive in nature. This concern was reflected by another submission noting the very serious implications of removing designation, and the fact that managers and advisors should be aware of problems long before designation is revoked.



Question 23:
Are there other options that have not been considered that take into account consideration the limits placed on appeals by the status of a statutory designation?
There was one response to this question, suggesting a period of supervision prior to removing designation and only considering removing designation in cases of persistent failure.


Question 24:
What resourcing implications would the identified appeals option have for your organisation? Please identify the scope and magnitude of anticipated costs.
Eight submissions included a response to this question. Five noted that post-trial they will have a better idea of likely resourcing implications. Three submissions noted that they do not expect costs to be significant. One submission noted that the implications will depend on the number of HPOs who do not meeting criteria.
Other identified areas of potential resourcing implications:

· Management, HR and employee delegate/legal advisor time;
· Personal implications for HPOs whose designation is removed;
· Cost of replacing an HPO who has lost designation, and the difficulties this poses given the current workforce shortages; and
· Time involved in the appeals process.

HPO Advisory Group response:

The Group discussed the need for an appeals process, given that there is no comparable process available to other groups using the TOPS model. Most situations in which an HPO has been unfairly disadvantaged by an employer would come under employment law, rather than be relevant to the competency scheme itself. HPOs will retain the right to directly communicate with the Director-General on any matters regarding designation, as with any other matters relevant to their practice. Judicial review processes would remain open to HPOs.
It will be the responsibility of each HPO to keep accurate records of their work and for those records to be available for audit. Any questions regarding interpretation of points would need to be discussed between the auditors and the individual HPO. If there were ongoing problems, or problems involving a large number of HPOs, programme review would be quickly initiated. 

Section 3.4.3 Auditing process

Question 25:
It is proposed that one or more of these options be trialled (or piloted if high consistency) as part of the main framework for the ongoing competence programme for HPOs. Which method of operation do you prefer for trial/pilot?
Eight submissions responded to this question. Three supported Ministry of Health auditing; four preferred independent agency auditing a percentage of HPO returns, and one indicating that either Ministry of Health audit or an external agency would be acceptable.
One respondent noted that neither option was acceptable, and that auditors need a clear understanding of the Ministry’s programme and the practical functions undertaken by HPOs.


HPO Advisory Group response:

This point requires some further consideration and discussion. There is potential that the Group itself could perform the auditing function. The Group also discussed the potential for using the Health Protection Manual as verification of correct practice. 

Question 26:
Are there other auditing options that have not been considered?

Two submissions commented on this question. One suggested an audit group comprising Ministry of Health, PHU health protection management, and practising HPO representation, with the possible addition of a Medical Officer of Health be established.

The other response suggested that the Ministry of Health investigate options such as the moderation process used by the NZQA.



Question 27:
What resourcing implications would your preferred option have for your organisation? Would you need additional support from the Ministry of Health to implement this? Please identify the scope and magnitude of anticipated costs.
Eight submissions addressed this question. Four submissions anticipated minimal resourcing impacts, and identified staff time as the probable point of any impact. Two noted that they did not expect to need support from the Ministry of Health for implementation.

Two other submissions noted that the initiative is outside the core contract and should be funded separately by the Ministry of Health. The three submissions expecting to require Ministry support identified staff and management time, and costs associated with training courses as key cost areas.
Suggested process model for assessment of HPO competencies 
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Appendix one: Summary of Submissions
This section summarises comments made by question. Readers should note that the comments are truncated; however we have taken care to ensure that this paper accurately reflects submitters’ points, including any lack of clarity on the point(s) being made. 

Note that two questions were numbered 13 in the discussion document. For the purposes of this report, they are relabelled 13(a) and 13(b).

The final section of the appendix, headed General comments summarises additional comments that did not relate directly to specific questions.
Section 2.1: scope and objectives of the proposed Ongoing Competence Programme for Designated HPOs
Question 1:
Do you agree with the proposal to limit the scope of the proposed Ongoing Competence Programme to the competencies required to undertake statutory functions only?  Should more general competencies be included? Please explain your response.

1.
Agrees: other functions may differ between PHUs and should be dealt with 
outside national programme(s).
2.
Need to define ‘statutory functions.’ Most functions (including general functions) 
link back to legislation. Designations held under smokefree and food legislation 
should also be covered. NZFSA and ERMA designation/accreditation 
systems should be considered.

3.
Agree. More specific functions, for example drinking water assessor, should be assessed in separate processes.
4.
HPOs undertake tasks outside definition of statutory function but which are 
essential to do the job properly, i.e. promotion and education of good food 
handling practices among public and businesses. Difficult to define a list of tasks 
but the list on page 15 of the discussion document is good starting point.

5.
No. The scope of HPO practice includes more than statutory competence: specific statutory functions; generic competencies such as communication skills, risk assessment; scientific and technical skills and knowledge; continuing professional development. 


Term ‘statutory functions’ needs definition. Propose that could be defined as 
those listed in the 2004 Guide to Legislative Responsibilities, but also include 
Biosecurity Act and drinking water (separate specialist competencies). 
6.
Agree in general; concern that smaller PHUs without certain characteristics (i.e. 
ports) won’t be able to fulfil all requirements. 


Suggest adding generic skills like communications, IT skills attracting fewer 
points but still important to effective and competent work. 

7.
No: more general competencies should be included. The framework should refer to the list of functions in the Service Handbook to reflect breadth and diversity of what constitutes HPO practice. 

Objectives on page 5 and tables on pages 10-14 are consistent with each other but do not support statutory only. The proposed programme seems at odds with objectives.
8.
Yes, but it needs to recognise designations under other legislation. A coordinated 
approach must be considered. 

The programme must be flexible enough to respond to changes in the working environment and other issues arising.

9.
Yes: it should be specifically limited to:

· Application of legislation

· Investigative techniques

· Statutory sample taking

· Risk assessment, management and communication

· Compliance with procedures

· Preparing documentation for legal action (including report writing).


The programme needs to take account of HSNO, smokefree, biosecurity, and 
drinking water assessment.


Question 2:
Do you agree with the proposed objectives of the Ongoing Competence Programme for HPOs?  Please explain your response.

1. 
No comment
2. 
Objectives should be expanded to include all designated officers, not just HPOs.

3.
Agree: the programme should ensure that all staff remain up to date and able to perform basic functions.
4.
Agree with the list, but the list should expand to include maintenance of critical mass for emergency 
response. Enhancing the profile of continuing professional development may also help access to resources for training.

5.
Agree, provided they cover wider scope of HPO practice.

6.
Agree in broad terms. There is a need to formalise the system of initial designation.

7.
Agree, but this is qualified by concerns relating to considering of statutory functions only.

8.
Yes, 1 and 3 in particular.

9.
Objective two does not meet proposed scope of programme. The professional 
development should be addressed separately.


Question 3:
Are these principles appropriate?  Please explain your response.

1.
The principles do not place enough emphasis on PHU responsibility. Responsibility for designation should be shared to ensure PHUs support ongoing competency and avoid silo-based approaches.
2. 
“Low transaction cost’ implies low funding streams – a quality scheme needs appropriate funding. Many areas are not covered by the principles, such as Maori HPOs’ cross-over work in health promotion. The scheme will require more funding to support ongoing education.
3.
Yes. Clear guidance at a national level is required after implementation. 
4.
There is a need to provide an incentive for HPOs to complete the programme – it should be interesting and focused on professional development, not just numbers.

5.
Yes, principles are appropriate, with following qualifications:


The statement “minimises opportunities for multiple interpretations of programme 
activities and the points available for these” needs to be reworded for clarity or 
removed.


Suggest including following principles:

· The programme is not intended to be used directly as a measure of performance (although may be linked to a performance management system).

· It is [a] requirement that the HPO will demonstrate statutory competence across a range of legislation.

6.
Yes. There is a need recognition commitment by HPOs on development and MoH will need to monitor DHB support of the programme. In the UK, changes in professional development had negative effect on number of students starting the course. The ongoing competence programme needs to be acceptable to new recruits.
7.
There is not enough emphasis on responsibility of PHUs to support the HPO workforce. Suggest that:

· Peer review component could significantly increase costs re: time and resources

· Clarity needed re: interpretation and points allocation to ensure national consistency

· Programme must support profession and not be a barrier to recruitment.

The programme should be reviewed after a year to check the suitability of the principles in practice.


8.
Disagree with first principle: the proposed scheme would require significant time 
input, financial and opportunity costs. HPOs have traditionally worked in specific 
areas. The move to generalist competency framework will require reorientation of 
resources and capacity.

9.
The following principles should be included:

· The programme is not intended to be used directly as a measure of performance (although may be linked to a performance management system)

· The programme will eventually form part of a more comprehensive workforce development programme for the whole of the public health workforce.


Question 4: Are there other principles that should guide the implementation of the 
proposed Ongoing Competence Programmes for HPOs?

1.
No comment.
2.
There is a need to take care not to lose HPOs (especially highly specialist ones) through lack of points. Need to know what the core functions of a designated HPO are in order to decide which standards to apply.
3.
No comment.

4.
No comment.

5.
It is important to state that the programme is robust enough to withstand independent audit/evaluation.

6.
CIEH and NZIEH CPD schemes should be considered. 
There is a need to clarify how new HPOs join the competency programme and how long do they need to be involved before being designated?

7.
The Ministry of Health should place an obligation on employers to ensure that HPOs are provided with opportunities to meet competencies. 
8.
Any principle could reference contribution that competency framework could 
make to HPOs as a professional body at national level.


9.
The programme must be robust enough to withstand independent audit/evaluation.


Question 5: Is the proposed framework acceptable to you or your organisation? Please explain your response.

1.
One year is too short as it could exclude previous work, and is inconsistent with allowances for one year parental leave. The framework lacks detail on how a programme running for one year would link to assessment of three year average. Ongoing competency assessment should run over three years.

2.
There is a reluctance to accept the framework as is due to:

· a lack of alignment with NZFSA and ERMA competency standards; 
· potential alienation of specialist staff. 
· A need for more emphasis on training, utilising short, region-based courses. 
· A need for acknowledgement that external factors may intrude: i.e. office does not process any major HIAs or participate in emergency response during a year. 
· The scheme needs to incorporate robust appeals and consultation system. 
· Trials should take place in low and high population areas; rural and urban.

3.
Staff are concerned that annual review might not be achievable; would prefer a three year review period.

4.
The framework is generally acceptable, and there is support for its mandatory nature and the ability to cover a wide scope of competencies. On-call requirements need to be flexible to cover personal circumstances. Mechanisms for removal of designation must be totally clear.

There is some concern regarding removal of designation after a one year exemption – two or three years would cover changes in personal circumstances for example taking OEs. 

5.
Agree in general terms, provided that it encompasses wider scope of HPO practice. 


The submitter does not believe that the proposed output oriented activities and qualitative measures will provide an indication of competence. Assessment measures need to show evidence specifically linked to statutory competencies e.g. peer review to show compliance with procedures, application of legislation, levels of documentation.


For purposes of assessing statutory competence, differentiation between specialist and generic HPO is not necessary. It is critical that HPOs demonstrate competence in range of statutory activities and subject areas.

6.
The framework is acceptable. A certificate would be some recognition of the amount of work HPOs will put into the programme.

Employers should be required to check competency before employing an HPO.


First priority should be to establish generic competency requirements for all HPOs that are not too onerous.


Specialist competencies could be introduced later and should ultimately include specialist statutory roles in same system, rather than have a number of difference competency systems.

7.
Yes, with the qualification that the programme should not be restricted to statutory functions only. 


The submitter has reservations about the role and value of peer review.

There is a need to clarify the ‘range of activities and subject areas,’ and a need to accommodate specialist and generic HPOs. It is hard to see how specialist and part-time HPOs could achieve competency. 

There is a need to take into account the expectation that all HPOs maintain level of emergency preparedness, though not all are available for on-call work. Requirements for on-call work needs to take regional differences into account, for example presence of international sea or airports.

8.
Yes, but qualified. The programme needs to recognise that HPO capacity is configured differently between PHUs, a fact that may have implications for implementation. 


The framework must clarify role of that the employer and any future professional body may play. Points-based measures should be referred to as qualitative, not quantitative. 

9.
Overall acceptable; however the Ministry of Health should consider credentialing framework before progressing further.


Output-oriented activities and qualitative measures are too broad; they need to be better targeted to statutory competencies.



Question 6:
Should the Ministry of Health be required to provide annual certificates of ongoing competence to HPOs or is the retention of designation as an HPO sufficient recognition of ongoing competence?

1.
No comment.
2. 
Annual practising certificates are in line with protocols for other allied health professionals. Scheme must ensure that staff that do not attain designation due to circumstances beyond their control are not unfairly penalised. 
3.
The Ministry of Health should provide a certificate to show officer has met required competencies.

4.
Certificates are not necessary – an electronic system could be flagged to show the HPO has completed competency for the year.

5.
No.
6.
Yes - see response to question 5.

7.
A mixed response from HPOs – some would like certificate as recognition while others do not think it is necessary.
8.
Certificates should be provided. There are concerns regarding the Ministry of Health as both registration body and designator: it is in the Ministry’s interest is to ensure plentiful supply of HPOs.


9.
Does not support annual practising certificates.


Question 7:
Are the any components of the HPO ongoing competence framework that would have particular impacts on your organisation?  Please identify these components and their anticipated impact.

1. Part-time staff would be disadvantaged by the proposed programme. The generic option would be easy but wouldn’t appear to satisfy objective of ‘demonstrating competence in a range of activities and subject areas.” 
There is a risk that part-time and specialist HPOs will relinquish generic designation.

2.
Time commitment for data entry. There is a concern that highly specialised staff, for example an authorised Health Officer working on commercial shellfish for NZFSA, would not be able to retain designation. Similar concerns were voiced regarding staff whose role focuses on providing professional support and advice to other staff rather than hands-on work.
3.
Work programme changes will be required to allow staff to update skills in basic competencies. Increased training and monitoring is needed to ensure all staff meet required competencies.


4.
No comment.
5.
This issue needs to be considered in conjunction with [this submission’s] recommendation to broaden the scope of competence programme.

6.
The percentage of work required of part-time HPOs is higher – this may result in a reduction in effectiveness.

Increase in competency training will equal less time working. This may result in increased staffing requirements.


There will be a higher demand for training courses.
PHU funding should be ring fenced, and DHBs should be audited on ring fence compliance.


Not including specialisation in the programme may limit number of HPOs, as 
highly specialist staff will not achieve competency.

7.
The proposed programme may disadvantage part time staff.


DHBs should not use multiple systems to assess competency. 
Anecdotal evidence suggests that some specialist and/or part-time HPOs may relinquish generic designation on implementation of competency programme that’s too hard to meet via normal daily activity. This could result in a reduction in the number of HPOs, particularly experienced officers. 

8.
See general comments. The issue of on-call frequency will be sufficient benchmark for designation.
9.
There is a risk that some staff may relinquish designation is current scope of practice doesn’t require them to be competent in statutory functions. This may have impact on PHUs’ ability to deliver services, particularly emergency response and on-call.
Question 8: Does this balance accurately capture the balance of activity areas for 

HPOs?  Please explain your response.

1.
No comment.
2.
Training courses need to be reviewed to meet HPOs needs. A higher number of short, regionally-based courses would be preferred. There is a need to ensure that training providers don’t have a monopoly and variation is required. The scheme is individually focused and doesn’t take into account the value of combined experience and expertise.
3.
Yes – it is fairer now than in previous model.
4.
Yes. The submission suggests that an HPO should not be able to get more than 50% of their points in one area – this helps ensure a spread of topics.
5.
No – the list should include following the areas:

· Specific statutory functions;
· Generic competencies;
· Scientific and technical skills and knowledge; and
· Continuing professional development.
6.
Participation in some work areas is limited in smaller PHUs; for example a strict division of health promotion and protection in some areas. In some areas other agencies are involved in the delivery of some aspects of PHU service. 
7.
Agreement in general. Peer review provisions, processes and resources are of 
concern. 
The programme needs to take financial and roster implications into account, for example if all HPOs want or need to attend a particular course but the PHU can only fund and/or spare some.

8.
Yes – the balance is accurate. 


HPOs should not be penalised where individual or organisation capacity doesn’t 
allow them to obtain that balance, i.e. health promotion and health protection 
functions integrated within a PHU.

Contractual obligations (NZFSA) may drive up to 60% of the output-focused pactivities: some HPOs currently work almost solely on these issues. The Programme may require PHUs to organise HPO capacity around competency opportunities – what are the incentives for PHUs to participate?
9.
The inclusion of continuing public health initiatives is unnecessary. 
Suggest that peer review be used as a means to assess how skills are demonstrated. Reports need to be completed to high standard.

Question 9:
Do you prefer the generic or specific framework for identifying the achievement of ongoing competence activities?  Please explain your response.

1.
Submitter prefers the generic framework due to flexibility, user-friendliness, ans more reflective of diversity of HPO role; but considers that specialist HPOs could still meet requirements by working in single area. The process of assessing achievement of generic competency is not clear.
2.
Both are required to cover all circumstances and address pitfalls inherent in both 
schemes.

The list appears incomplete. Some activities listed are not relevant; NZFSA component does not form part of HPO designation since the NZFSA determines who meets their competency requirements. 


The framework should allow for experience gained under the guidance of other 
staff. 

The descriptors beginning with ‘ability’ and ‘awareness’ need further clarification – who determines these?
3.
Prefer the generic model, but both have positive points.
4.
Prefers the specific model, though both have merit. The specific model includes a list that would be good reference for what HPOs should have to do. 


Food work needs to be included in the framework example in the consultation 
document.

5.
Favours the generic approach, but competence activities must be specific enough to provide a sound basis for assessment of statutory competence.


Proposes a set of skills (not tasks) be defined and used for assessment criteria, 
including: 

· appropriate application of legislation (including enforcement);
· investigation techniques (including data surveillance and analysis);
· sampling;
· compliance procedures; and
· documentation and report writing.


The table on page 10 should be reworked to reflect these points.

Demonstration of competence in different skill areas should be by application of variety of statutory situations, i.e. communicable disease investigation; enforcement under HSNO, etc. It should be generic enough to allow flexibility in settings and variance in service delivery, for example PHUs without international airports. If an HPO can demonstrate the appropriate skill level then they should be skilled enough to deal with unusual situations.

Proposes the use of reports and/orcase summaries as evidence of competence, and using number of hours, not points, compared against minimum and maximum expected hours for each activity, judged by peer assessment of situation and HPO’s experience level. This could be applied to statutory specific and generic competencies.

6.
The specific framework should be established to demonstrate core competencies, and enable easier targeting for HPOs, but the generic framework would mean HPOs in isolated and/or small PHUs would be able to complete competency requirements without travelling.

Suggests the generic framework with the addition of points for supplemental professional development and research.

7.
Generic due to flexibility, user-friendliness, reflection of diversity of role. 
There are concerns that specialist HPOs could meet all points requirements in current programme working in a single area – this doesn’t appear to reflect generic work. 
The method of assessing whether HPO is working sufficiently generically isn’t clear.
8.
Supports the specific framework as the general one does not demonstrate competence. 
The submitter recommends the implementation of annual certification process and part of specific framework, namely the selection of competencies demonstrated over a year with total number demonstrated over three years. Each annual period could include one routine component, one complex and one unresolved component. 
9.
Supports the generic framework as it must be flexible enough to allow for variations across PHUs. 


The skill set must be specific enough to provide a sound basis for assessment of 
statutory competence.

The table of functions is exhaustive and unrealistic. The submitter recommends a set of skills (not tasks) for undertaking statutory tasks be used as assessment criteria. The table on page 10 lists most of the required skills; however they would prefer the list provided in answer to question one. Competence in these skills demonstrated in task or output activities would constitute an acceptable standard. A set of skills should be applied to number of statutory situations (communicable disease outbreak; enforcement under HSNO), and allow for regional variance, i.e. areas without international airports.

The submission proposes the use of reports or case summaries as evidence of competence, using the number of hours, not points, compared against minimum and maximum expected hours for each activity, judged by peer assessment of situation and the HPO’s experience level. The approach could be applied to statutory specific and generic competencies. If the peer reviewer believes number of hours is too high, could approve a lesser number of hours. It would be a challenge to ensure national consistency.



Question 10:
Who should define what an acceptable standard is?

1.
No comment.
2. 
An outside independent agency is the best option – for example IANZ. 

3.
A national group should be established.

4.
Line managers of HPOs might be appropriate if guidance is provided to maintain consistency. There could be external moderation of standards to limit variance across PHUs.

5.
The Ministry of Health; though it must have input from HPOs and PHUs.

6.
A panel of respected HPOs and a representative of the Director-General of Health should define the key competencies.

7.
The Ministry of Health, PHUs and HPOs need to be involved to achieve consistency.  Consideration of this issue needs to include examples of acceptable standards, for example the required depth and scale of reports/investigations to meet requirements. 

8.
Establish a national working group including HPO representation to develop minimum standards, consult on, adopt and oversee implementation. It should be reviewed after three years.

9.
The Ministry of Health, with active input from HPOs and PHUs.


Question 11: Do these activities accurately reflect the areas in which HPOs require competence to adequately fulfil their statutory duties as HPOs acting on behalf of the Director-General of Health? Please explain your response.

1.
Points in peer review and supervision appear unnecessary if the primary objective is demonstrated competence in statutory functions. The list needs to consider activities undertaken during NZFSA contracted work.
2.
NZFSA and ERMA requirements should not form part of HPO minimum competencies.


There should be more emphasis on defining a statutory function. 

The document is missing the basics of cultural understanding and training in Te Reo and tikanga Maori. 
3.
Yes.

4.
Food duties need to be included. Some non-statutory duties should be included – the Group could take duties from lists in current contracts.
5.
Yes; however scope should be expanded. It is important to clarify whether “statutory duties as HPOs acting on behalf of the DG” includes statutory competency in the Food Act.
6.
Note: response to this question covers questions 11, 12 and 13(a)

Table on page 15 is out of date
. 


It is possible that some skills will not be tested during a year, so a requirement to demonstrate all skills every year would lead to duplication.


The requirements set out page 10 are unrealistic for small and/or isolated PHU to achieve. The requirement to include participants from other workplaces would entail rostering issues and travel time. 


The costs would be proportionately higher for small PHUs. Some Ministry of Health and NZFSA workshops meet there criteria; however most are specialised and would not apply to all HPOs.

7.
Points should not be accrued in peer review or supervisory activities if the primary aim of the programme is to assess competence in statutory activities.
8.
Yes in general; however food safety not included. Despite NZFSA contracts for work, submitters believe that food safety is still an important area for HPO competency.
9.
No (see previous responses). It is important to clarify the meaning of “statutory duties as HPOs acting on behalf of the DG;” specifically whether or not statutory competency in Food Act is included in this programme.


Question 12:
Are there other areas that could be assessed but that have not been included in this list? Please explain your response.

1.
No comment.
2. 
The list should include aspects of oral and written communication skills and mental attitude such as positivity and the desire to help are sought-after and important attributes.

3. 
Early childcare centre work, environmental health work – liquor licensing; noise management should be included. In many areas HPOs undertake duties of EHOs, therefore an understanding of burial and cremation and smokefree enforcement work could be included.

4. 
See response to question 11.
5.
No comment.

6.
See response to question 11.
7.
Emergency Response should include participation in table-top and mock exercises to develop emergency preparedness capacity. PHUs cannot rely on involvement in real incidents to develop skills – that comes too late.

8.
See response to question 11.
9.
It may be possible to divide statutory competence into levels: primary for the minimum level of competence; secondary for skills relating to specialty designation or authorisation, for example smokefree work and drinking water assessors. Secondary levels are generally covered by existing programmes.


Question 13(a): Are there areas that have been included but that should not be assessed? Please explain your response.

1.
No comment.
2. 
The fact that HPOs may be working under direction of Medical Officer of Health (delegation of powers) or under appointment to Ministry of Health hasn’t been considered. 


NZFSA contracting directly with DHBs has not been addressed; there are similar issues concerning ERMA’s appointment of HSNO officers.


Any accreditation system should be independent, open to scrutiny and not run solely by the Ministry of Health.

Re: 3.2.1: the submitters disagree that this allows self-management as the option would allow very little flexibility from HPO perspective.

Re: 3.2.2: the joint system has advantages stemming from consistency. How would new graduates be designated, assuming a 3 year period before designation?

Re: 3.3.3: Unsure of meaning of perverse incentives.


The scoring system should be based on minimum competency level for designated HPOs, and be flexible enough to account for basic competencies for specialist staff.
3.
No.
4. 
The submitter can’t see what the proposed number of points is – this makes big difference to whether scheme is workable or not.

5. 
No comment.
6.
See response to question 11.
7.
There is no need for points for peer review if programme remains statutory only.
8.
Attendance at meetings and conferences is subjective and does not demonstrate competence.

9.
Continuing public health education falls outside scope of statutory activities, and should be removed. Output-oriented activities in emergency management, public health policy, interagency coordination, supervision, policy, technical management committee membership also fall outside the proposed scope.


Question 13(b):Do you prefer an electronic or paper-based models?  Please explain your response?

1.
No comment.
2. 
Prefers an electronic system (preferably Microsoft Access), or a combination of paper and e-based.
3.
Electronic model – drinking water assessor’s programme model works well.

4.
Electronic. 

5.
Prefers a paper system for data collection and an electronic system for recording summary of data. Paper preserves ability to audit; electronic for reviewing and generating reports from data, while data analysis facilitated by electronic system.
6.
Electronic preferred.

7.
Electronic.
8.
Paper-based: it is more robust mechanism for assessment. Refer to suggested 
model in response to question 9.
9.
Prefers paper for data collection and electronic for recording summary of data. Paper 
records should be kept for periodic audit, electronic for reviewing and generating reports from data.


Question 14:
Who are the appropriate people who need to be informed about the HPOs ongoing competence status? Please explain your response.

1.
No comment.
2.
Public Health Service management; Medical Officers of Health; Ministry of Health.
3. 
The Director-General and the Public Health Unit manager need to be informed. In event of HPO’s failure to meet requirements, management of the PHU should be involved at the earliest level to develop a supervised training programme and give the HPO the opportunity to achieve competency.

4. 
Only the HPO themselves, the Ministry of Health and the HPO’s direct line manager should have access to information about individual HPOs.
5.
Ministry of Health (Director-General), PHUs, Medical Officers of Health and HPOs need to be informed.

6.
There is a need to consider confidentiality. Information availability should be limited to the Director-General; individual HPO, and the PHU or Health Protection Manager.

7.
The PHU Manager of Public Health, Medical Officer of Health, the Health Protection team leader, the individual HPOs and the Ministry of Health.

8.
The Director-General, the employer and the individual HPO.

9.
The Ministry of Health (Director-General), the PHUs, medical officers of health and HPOs all need to be informed.


Question 15: It is proposed that one or more of these models be trialled (or piloted if high consistency).  Which method of operation do you prefer for trial/pilot?

1.
No comment.
2.
Shared framework 2, if scoring framework reviewed appropriately.

3.
The generic model.
4. 
Prefer framework 2 and think it should be trialled. A small number of HPOs should apply it retrospectively to see if the points required are achievable prior to a formal trial.

5.
Framework 1: A centralised model.
6.
Framework 1. 

7.
Centralised model (framework 1)

8.
Framework 2 – including scoping role of a future professional body for HPOs.
9.
Framework 1.


Question 16:
Are there any key advantages or limitations that have not been addressed?  Please explain your response.

1.
No comment.
2. 
There is the potential for insufficient numbers of HPOs to retain designation, particularly if sufficient corrective training is not available. 


There is little need for a second step in reporting chain: if PHUs report to the Ministry of Health, why can’t they report directly to the Director-General?

3.
A lack of resources and increased training costs could limit implementation.

4.
No comment.
5. 
No comment.
6.
The advantage of a centralised system is consistency; and it reinforces Ministry of Health involvement in and commitment to the system.
7.
Prefers the centralised system, but is concerned that the Ministry of Health doesn’t have sufficient resources to administer it.



The programme requires a system to ensure that HPOs are interpreting competencies the same way. There is a need to place clear criteria around the competencies.

8.
No comment.
9.
Nothing additional.



Question 17: Are there other options that have not been considered?  Please clearly identify this option and its anticipated operation in relation to the 3 process steps outlined in section 3.2.

1.
No comment.
2.
Option 2, but scoring criteria would need amendment as it unfairly penalises staff working in non-mainstream areas like food or shellfish.
3.
No comment.
4. 
No comment.
5.
No comment.
6.
No comment.
7.
No.

8.
No comment.
9.
The Ministry of Health should consider a credentialing model.


Question 18: What resourcing implications would your preferred option have for your organisation?  Would you need additional support from the Ministry of Health to implement this?  Please identify the scope and magnitude of anticipated costs.

1.
No comment.
2.
IT support from MoH and DHB for recording systems. Training would need to be 
more accessible, for example regionally-based courses.
3.
The programme would require a new recording system for staff, and a review of existing work rosters to accommodate work on basic competencies.

4.
Managerial and funding support would be required to reprioritise work and focus on professional development. This is a current and ongoing issue.

5.
There would be significant time requirements for staff to complete requirements; collate data. It is difficult to anticipate impact; however the trial should help to quantify.

6.
The resourcing implications are almost impossible to quantify before the trial(s). The submitter anticipates that PHUs 
would require, from the Ministry, additional funding for staff development and increasing staffing levels; additional approved training courses; and a network to provide information about training events provided by agencies other than the MoH.
7.
Resourcing implications will not significant if centralised model used. Any impact would be on time, particularly attending courses. Post-pilot the submitter would be able to give a better indication.
8.
A general competency programme would require significant reorientation of HPO capacity and resources. As the programme develops, the submitter would like to discuss resourcing with the Ministry.

9.
The programme will require time to complete requirements and collate data; this will be difficult to quantify. Post-trial the submitter will be able to provide better information.


Question 19:  It is proposed that one or more of these options be trialled (or piloted if high consistency).  Which method of operation do you prefer for trial/pilot?

1.
No comment.
2.
If there is sufficient information on an existing system, e.g. regional smokefree network, then this should be sufficient to determine what will work. A North or South Island trial should be sufficient proof of success.
3.
A professional body is preferred.

4.
An Informal network-based professional peer support is preferable: establish a basic set of information on HPOs readily available so other HPOs can access one-on-one professional peer support. Set up a database discussion mechanism for FAQs among HPOs.

5.
Prefer a model using regional co-ordinators to provide support to HPOs.

6.
Prefers (a) a professional advisory body; and (b) an informal network identifying specialist advisors to support HPOs.

7.
Professional advice body to provide support for HPOs.

8.
Option 2.

9.
Regional coordinators to provide support to HPOs.



Question 20: Are there other options that have not been considered?  

1.
No comment.
2.
No.
3.
No comment.
4.
No comment.
5. 
No comment.
6.
Experienced HPOs should always be first course of assistance for other HPOs.

7. 
No.
8.
The Australian Faculty of Public Health Medicine has initiated discussions regarding a potential role in supporting a professional body for HPOs.

9.
Nothing additional.


Question 21: What resourcing implications would your preferred option have for your organisation?  Would you need additional support from the Ministry of Health to implement this?  Please identify the scope and magnitude of anticipated costs.

1.
No comment.
2.
The person providing regional support must have training and support systems in place. Training and competency requirements for this position need to be nationally consistent.
3.
Generic competencies could be incorporated into performance review 



programmes at no cost. 

Additional staff training will be required, for example increasing the number of staff attending the development training course. It should be reduced to a three day course and run in more centres.
An extra .25 or .5 FTE to cover training and allow refocus of work activities ($35,000 cost).

4.
There will be time implications for HPOs who offer themselves for peer support – this could contribute to points or feed into performance assessment in another way.

5.
Expect 0.1-0.2 FTE senior HPO; however the trial will help clarify the actual time required.
6.
It is impossible to estimate prior to the trial(s). A professional body could 



have voluntary members but expenses would have to be covered. A Ministry-


funded regional coordinator could be appointed with input from HPOs.



7.
If one of the members of body is a senior HPO from [organisation] then their time would need to be resourced. Post-pilot, the submitter would be able to provide more information.

8.
The submitter works within a recently reconfigured structure and would like to discuss with Ministry how best to resource work around professional peer support process.

9.
Post-trial the submitter will be able to provide better information, but has an Initial estimate of approximately 0.2 FTE of a senior HPO.





Question 22: Do you agree with the proposed model for appeals? Please explain your response.

1.
No comment.
2.
Professional advisors/managers should be aware of problems and embarking on 


consultation long before designation is revoked. The year-long exemption seems 


appropriate. The appeal process must be clear to be fair to all parties.
3.
Appeals would need to be timely.

4.
Yes – it should not fall on one person to assess the appeal. The appeal should involve another HPO working in a similar field to provide expert, practical input on the issues faced by HPOs working in that area.

5.
Agrees that any appeals process needs include Ministry of Health, PHU management, the DHB as employer and the HPO concerned.

6.
The appeals process is not set out clearly enough. The DHB should not be involved in the
appeals process.

The implications of removing designation are significant – legal and personal. Union or other formal/informal support must be available to HPOs in this situation.
7.
Agree with proposed model; it should include HPO concerned, the Ministry, and PHU management (Health protection).

8.
Agree; but the competency programme should be developmental, not punitive. Appeals should be consistent with the approach taken by other medical professional bodies.
9.
The appeals process needs to include Ministry, PHU management, the DHB as employer and the HPO concerned.


Question 23: Are there other options that have not been considered that take into consideration the limits placed on appeals by the status of a statutory designation?

1.
No comment.
2.
Unsure of meaning of the question.
3. 
No comment.
4.
No comment.
5.
No comment.
6.
Submitters suggest a period of supervision prior to removing designation – and only considering removal of designation in cases of persistent failure.

7.
No.

8.
No.

9.
No.


Question 24:  What resourcing implications would the identified appeals option have for your organisation?  Please identify the scope and magnitude of anticipated costs.
1.
No comment.
2.
Resources required would include management, HR and employees’ delegate and/or legal advisor. Concerns centre on the effects of removing designation, which could be catastrophic for individuals where pay scales are tied to retaining designation.

3.
The implications depend on the number of staff not meeting proposed criteria – it is difficult to quantify costs.

4.
The Ministry of Health should cover any costs associated with an appeal, although it appears that other than legal costs, resource implications would be relatively low.

5.
Resources are not expected to be significant. The trials will clarify.

6.
Resources implications are impossible to estimate prior to trials. Removing an HPO will require employment of another and this would be very difficult given current skill shortage.

7.
Time is the only significant expected impact. Post-pilot it will be easier to provide more information.

8.
See response to question 21.
9.
Post-trial it will be easier to provide better information, but submitter does not expect costs to be significant.


Question 25:
It is proposed that one or more of these options be trialled (or piloted if high consistency) as part of the main framework for the Ongoing Competence Programme for HPOs. Which method of operation do you prefer for trial/pilot?

1.
No comment.
2.
The Ministry of Health auditing PHUs would be easiest and most consistent option.

3.
The Ministry of Health should audit a percentage of HPO returns.

4.
An independent agency for example Massey University for expertise and an appropriate level of independence from MoH, PHUs and HPOs.

5.
An independent agency should audit a percentage of HPO returns.

6.
An audit by the Ministry or audit by external auditing agency. 

7.
The proposed options are not acceptable: auditors need clear understanding of 
Ministry’s health protection programme and the practical functions undertaken by 
HPOs.
8.
An independent agency auditing a percentage of HPO returns.
9.
An independent agency auditing a percentage of HPO returns.


Question 26: Are there other auditing options that have not been considered?

1.
No comment.
2. 
No comment.
3.
No comment.
4.
No comment.
5.
No comment.
6.
No comment.
7.
An audit group comprising Ministry of Health representatives, PHU health protection management, and practicising HPOs, with the possible inclusion of a Medical Officer of Health.
8.
Investigate options like the moderation process used by NZQA.

9.
Nothing additional.


Question 27:
What resourcing implication would your preferred option have for your organisation? Would you need additional support from the Ministry of Health to implement this? Please identify the scope and magnitude of anticipated costs.

1.
No comment.
2.
Staff and management time. This initiative is outside core contract and will need additional funding. There will be costs associated with travel and stay during audits, and attendance at training courses.
3.
The preferred option would have minimal costs for PHUs; the Ministry would incur cost of staff member time to assess the returns.
4. 
Separate Ministry of Health funding should be provided for this function.

5.
Minimal – do not anticipate needing additional funding from Ministry for 
implementation.
6.
Implications are impossible to estimate – information will be better following trial(s). Peer audits require travel and accommodation costs which the Ministry should fund; along with a training and network support for peer reviewers. If an external agency is used, costs should lie with the Ministry with little impact on the DHB/PHU.
7.
Implications are not considerable apart from time and staff involved in audit group. 

8.
See response to question 21

9.
Minimal resourcing implications are expected; however the submitter does not anticipate the need for additional support from the Ministry of Health for implementation.



General comments:

4.
The project is timely as HPOs under increasing pressure to become specialists and general skills are being lost. The programme emphasises the need to prioritise professional development, and that professional development requires resourcing.
5.
Very supportive of the implementation of competence programme; however the scope 
should be revised. The Ministry of Health is in the best position to lead HPO workforce development:
· HPOs statutory functions stem from designation by DG;
· If DHBs lead, could result in fragmentation;
· No professional organisation for HPOs;
· Small number of HPOs means collaboration, cohesion are essential;
· National consistency of standards is essential to maintain the integrity of the profession; and
· Despite some differences relating to location, the overall set of knowledge and skills required isn’t significantly different across the country.

8.
Supports the overall intent of the proposed programme; however has some significant concerns. 

· How this programme fits with NZFSA, Biosecurity Act and HSNO designations and competency requirements. There are opportunities for a coordinated and integrated approach by government agencies.

· The proposed programme would require that larger PHUs to reorient management of HPO competency and work programmes, involving resource implications and reallocation of staff across programmes to provide opportunities for development of generic skills.
· [This PHU] has integrated health promotion and protection functions; HPO capacity is spread across the organisation which is different to other PHUs with generally centralised configuration.
· PHUs have an obligation to ensure that HPOs can meet competency requirements. Larger units have specialised functions so it may be difficult for HPOs in these positions to achieve competency in other areas, or similarly for other HPOs to achieve competency in areas covered by other specialist HPOs.
· MECA union agreement developments may have an impact on implementation of a competency programme.


Regarding the programme itself:

· The HPO workforce must have sufficient input; development of professional body would be highly advantageous. The AFPHM’s moves in this direction could be a starting point.

· There is a need to align competency programmes for HPOs across designations under different legislation and government agencies.

· The programme will require alignment between national competency programme and core programmes developed by employers, and specific to their PHUs.
· The programme must contribute to growing identity of HPOs as a professional workforce.
· The programme must recognise previous work, i.e. Defining Competencies for Designation as a Health Protection Officer (October 2002).

· There needs to be discussion regarding incentives to ensure designation as an HPO occurs at national, regional and local level.
· There needs to be recognition and planning around different generations of HPOs, and how quickly and easily they can achieve competency.

· The competency programme needs to be centrally led with input of HPOs and PHUs.

· Any programme should be based on developmental rather than punitive measures: removal of designation should clearly be a last resort. Be consistent with approach taken by nursing and medical professional bodies.
Appendix two: List of submitters
Auckland Public Health Service
Kirsty Macleod

Regional Public Health Service

Taranaki Health Protection Unit

Health Protection Officers, Regional Public Health Service

Health Protection Officers, Waikato Public Health Unit

Public Health South

Health Protection Officers, Hawkes Bay District Health Board

Health Protection Officers, Community and Public Health
























� Noted that drinking water now covered specifically; recreational waters done by RCs and TLAs; SSM surveillance contracted out; OSH is lead agency in HSNO; fumigations, pesticides and toxic substances will be replaced by HSNO; PCB removed due to changes to PCB legislation. Table should include Prostitutes Reform Act, Smokefree Environments Act and Sale of Liquor Act.
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