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Executive Summary

Introduction
This report presents the findings of the first stage of a “needs assessment” study of the Pacific public health workforce. The objectives of the entire study are to develop a conceptual model of the Pacific public health workforce, to complete a national profile of that workforce, and to identify practical strategies to address the key workforce development issues facing that workforce. The specific purpose of this first (desk research) stage is to set the scene for the second stage, which will comprise fono and interviews with Pacific public health workers, their employers and other stakeholders. 
Is there a problem?
The conceptual model that we have developed of the Pacific public health workforce is based on a number of assumptions which are identified below. 

1. Public health activity plays a key role in achieving health outcomes for Pacific people
The predominance of lifestyle-related diseases amongst Pacific people suggests that Pacific health outcomes are amenable to public health initiatives. 
2. The uptake of public health services by Pacific people is currently sub-optimal
Rates of immunisation and participation in screening programmes by Pacific people indicate that the uptake of public health services by Pacific people is currently sub-optimal.

3. The reach, and uptake, of public health services by Pacific people are positively correlated to the participation of Pacific people delivering public health services
There is some evidence which suggests that (many) Pacific people have a preference for being treated by a Pacific health worker. There is also some overseas evidence which indicates that greater workforce diversity is associated with improved access to care for ethnic minority patients. However, there is less evidence to show how this enhanced access translates into improved health outcomes, even though the link seems reasonable. 

4. Pacific people are currently under-represented in the public health workforce
There is a range of evidence which indicates that Pacific people are under-represented in the public health workforce when narrowly defined.  
5. The development of the Pacific public health workforce can be improved (cost effectively) via appropriate policy interventions.

A number of strategies that are potentially relevant to the development of the Pacific public health workforce have been identified from the literature, but few of these strategies appear to have been evaluated. Increasing the number of Pacific people entering the public health workforce is likely to be challenging in the short term, due to a range of contextual factors. However, the projected growth of the Pacific population, and the youthfulness of that population, do offer some opportunities for future labour supply.

Profile of the workforce
The public heath workforce, when narrowly defined, is small (only a few thousand people); the Pacific public health workforce is tiny (a few hundred people). The Pacific public health workforce has grown appreciably over the last decade or so, but from a low base.
Pacific people are under-represented in most public health occupations (for which data is available), and are particularly under-represented in the clinical roles. However, Pacific people are over-represented in the social worker occupation, the nearest standard occupation classification we could find to the community health worker role.  
The profile of the Pacific public health workforce broadly mirrors that of the Pacific workforce across all occupations in New Zealand in terms of location (with an over-representation in Auckland and other urban areas). It mirrors that of the public health workforce in terms of age (with a relatively old age profile) and gender (where the representation varies by occupation).
Workforce development issues  

Pacific perspectives on health must be fully understood if the needs of Pacific people are to be better met by the health system. Pacific people have holistic views of health that incorporate beliefs and values relating to family, culture and spirituality. These health beliefs have important implications for the development of the public health workforce. 
Pacific services - “by Pacific for Pacific”, which reflect Pacific views of health, are viable in areas of high concentration of Pacific people. A key element of a Pacific service is one which has a high representation of Pacific workers. This suggests that the development of the Pacific workforce in Pacific providers is important in these areas.  
In areas of low concentration of Pacific people (and elsewhere – choice of service provision is important), mainstream services need to be aware of and responsive to Pacific health beliefs. Given that growing the Pacific public health workforce quickly will be challenging, increasing the responsiveness of mainstream services appears to be a short term priority.
Pacific people face multi-dimensional social and economic problems which impact on health outcomes. This suggests that a wide range of agencies, both within and outside the health sector, potentially play an important role in achieving improved health gain for Pacific people. For example, if social workers (which have a high representation of Pacific people) are already connecting effectively with Pacific communities, this occupation group could be viewed as part of the delivery arm for public health activities, and therefore as part of the wider public health workforce. 
Developing career pathways is a key theme identified from the literature. Pacific health workers feel trapped on a short career ladder. They are keen to have their skills formally recognised. However, formal career pathways are less prevalent in the non-registered public health occupations – those in which Pacific people seem to be more highly represented – than in the registered ones. Arguably, community health workers should be a priority occupation for workforce development, due to their strong links with Pacific communities.  
Also important is improving the HR practices of employers. Some studies have highlighted concerns in relation to the workforce practices of some Pacific (and other) public health organisations. More generally, increasing the range of recruitment techniques used by employers, such as utilising more extensive search methods for new hires, appears to be important in increasing workforce diversity. 
Many of the themes outlined in the draft PH WDP (in addition to the one specifically relating to the development of the Pacific public health workforce) seem to be relevant, especially “training and education” and “workforce development for the wider public health workforce”.

Next steps
It is premature to develop detailed recommendations. However, possible areas of focus for strategy development, which can be “tested” on respondents in stage two of the study, are:
· Identifying those services that connect with Pacific people, and considering how they can best be used to achieve public health outcomes
· Providing employers with incentives to increase the reach and uptake of  public health services by Pacific people
· Providing employers with best practice recruitment and retention tools, including extensive search methods for new hires 
· Developing career pathways from school/tertiary education into public health, and from related careers such as social work
· Encouraging mainstream services to be more responsive to the needs of Pacific people.
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1. Introduction

1.1 Background

This report presents the findings of the first stage of a “needs assessment” study of the Pacific public health workforce. The study is being undertaken for the Public Health Directorate (PHD) of the Ministry of Health.
Pacific public health workforce development is one of the priority objectives in the draft Public Health Workforce Development Plan (PH WDP). This study will inform the actions and initiatives implemented to strengthen the Pacific public health workforce, and where appropriate the non-Pacific public health workforce, to improve Pacific public health gain. 
1.2 Objectives

The purpose of the entire study is to undertake a needs assessment of the Pacific public health workforce. The specific objectives are to:

· Develop a conceptual model of the Pacific public health workforce

· Complete a national profile of the Pacific public health workforce, which builds on existing data and information sources 

· Identify practical strategies to:

· improve the representation of Pacific people in the public health workforce

· improve the representation of Pacific people in positions of leadership and management across the public health service

· assist small providers to attract, retain, develop, and train their workforce

· strengthen the career pathways of the Pacific public health promotion and community health workforce

· meet the professional support needs of the Pacific public health workforce, and

· identify other relevant issues for the Pacific public health workforce.

The particular purpose of this desk research stage is to set the scene for the second stage of the study (fono and interviews). In particular, the desk research aims to identify the key workforce development issues facing the Pacific public health workforce, and potential strategies to address those issues which can then be tested at the second stage. 

1.3 Methodology
The entire study comprises two stages:

· Desk research (ie secondary research) – a literature review and an analysis of customised data from Statistics New Zealand and the Tertiary Education Commission (TEC). This report relates to this stage of the study
· Qualitative research (ie primary research) – fono and interviews with Pacific public health workers, their employers, and a range of other stakeholders.
A full account of the methodology for this first stage can be found in the appendix.  
Note that an initial scan of the literature relating to the development of the Pacific public health workforce identified that much of it is largely descriptive in nature. In other words, the literature describes the problems and issues, but contains limited suggestions for strategy development. Those strategies that are identified tend to be high level e.g. “increase the proportion of Pacific health workers”, with few practical suggestions on how this might be achieved. In addition, very few of the strategies identified in the studies appear to have been evaluated.

We therefore cast our net more widely to include international literature on indigenous populations and other under-represented minorities. We also included studies which covered sectors other than health, and identified ways in which Pacific people have aimed to improve their participation.  However, it was not always clear how relevant these other studies were.

1.4 Structure and logic of report

The structure of the report is as follows:

· Section 1 (this section) provides an introduction

· Section 2 outlines the main concepts and frameworks which underpin the remainder of the analysis

· Section 3 considers contextual issues which affect the desired outcomes from the study

· Section 4 presents data on the profile of the Pacific public health workforce

· Section 5 outlines the detailed findings of the needs assessment

· Section 6 examines the implications for the draft PH WDP

· Section 7 identifies options for strategy development and implications for stage two of the study.
2. Concepts and definitions

2.1 What is a “needs assessment”?

We have identified two main ways in which to interpret the phrase “needs assessment” of the Pacific public health workforce:

· The public health needs of Pacific people, and what they mean in terms of the optimal size, composition and skill level of the workforce (Pacific and other)
· The developmental needs of the Pacific public health workforce.
The scope of this study includes both these aspects. The ultimate outcome of interest is improved health gain for Pacific people. This may be achieved by developing the Pacific public health workforce, but also may be achieved in other ways. In other words, the development of the Pacific public health workforce is regarded here as a means to an end - see Figure 1. 

	

	Figure 1 Needs assessment – health outcomes 
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The needs assessment is therefore based on a number of assumptions which are outlined below:
1. Public health activity plays a key role in achieving health outcomes for Pacific people

2. The uptake of public health services by Pacific people is currently sub-optimal

3. The reach, and uptake, of public health services by Pacific people are positively correlated to the participation of Pacific people delivering public health services

4. Pacific people are currently under-represented in the public health workforce

5. The development of the Pacific public health workforce can be improved (cost effectively) via appropriate policy interventions.

2.2 What is “the public health workforce”?

The commonly accepted definition of public health in New Zealand is “the science and art of preventing disease prolonging life and promoting health through the organised efforts of society” (Acheson 1998).  

Public health activities therefore include programmes in nutrition and physical activity, behaviour, communicable disease control, immunisation, screening, and substance abuse, amongst other things. 

Public health providers in New Zealand include Public Health Units (funded by the Ministry of Health but part of DHBs), Non Government Organisations (NGOs), and Maori and Pacific providers. 
However, the public health workforce “includes all those providing essential public health services, regardless of who employs them” (US Department of Health and Human Services 1997). The public health workforce is therefore found not only in public health providers, but also in other areas such as departments of environment, labour, education, social services and natural resources. Given the diverse nature of the settings where public health is carried out, identifying the public health workforce is challenging. This has important implications when we consider the “profile” of the Pacific public health workforce in section 4. 

2.3 How do labour markets work?

2.3.1 Overview
The size and composition of the Pacific public health workforce is determined by the interaction between the demand for Pacific public health workers and the supply of those workers – the labour market.  

At an aggregate level the labour supply volume is affected by factors such as demographic trends and the provision of training. At an individual level, participation is a matter of motivations, preferences, wages and career opportunities. So Pacific people have a range of career choices to consider, one of which is public health. There will be competition for Pacific labour from employers in a range of occupations and industries. 
The demand for labour is derived from the underlying demand for services. This is a function of what public health services the Pacific population need, the most effective ways of meeting those needs, and the relative costs of labour, technology, facilities and other resources. An important driver of the demand for Pacific public health workers is the extent to which a Pacific workforce is preferred by Pacific people. Having said that, the Pacific public health workforce should not be viewed in isolation - employers have choices in what inputs they select, and how to configure those inputs.

Figure 2 illustrates the labour market for Pacific public health workers. 
	

	Figure 2 The labour market for Pacific public health workers
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Labour market strategies can therefore be aimed at:  

· Supply-side interventions e.g. improving the recruitment, retention, training, support and professional development of the workforce – a key focus of this study

· Demand-side interventions e.g. changing the service configuration to reduce the demand for Pacific public health workers

· Interventions to enhance the matching process e.g. providing information on public health careers to Pacific school leavers and other Pacific people.

2.3.2 Dynamics of the labour market

At any point in time there is a constant flow of people in and out of jobs in the labour market – these flows are depicted in Figure 3 below.

	

	Figure 3 Labour flows for Pacific public health 
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Figure 3 aims to illustrate the dynamics of the Pacific public health workforce – that the workforce is constantly changing. Essentially it indicates that increasing the number of Pacific public health workers relies on increasing the inflows (ie recruitment) and reducing the outflows (ie retention). However, it is also important to recognise the quality of the existing workforce (reflected in the competencies held by that workforce), as well as the volume of workers; we consider both these aspects in section 5. Section 4 examines the profile of the existing Pacific public health workforce – the “stock” depicted in Figure 3.  

Figure 4 shows the linkages between the concepts identified in this section.
	

	Figure 4 Overall conceptual framework
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3. Context

Many of the issues that apply to the development of the Pacific public health workforce are likely to be relevant in other industries. Similarly, the public health workforce is not isolated from the wider labour market. Central to this study are Pacific views of health. In this section we consider the implications of these contextual factors. 
3.1 Pacific context

3.1.1 Demographic and social context

The Pacific population in New Zealand comprises more than 20 different ethnic communities, each with its own distinctive culture, language and history of settlement. There is further diversity between those born in the Pacific Islands and those born in New Zealand. Cultural differences, both within Pacific ethnic groups and communities, and between Pacific peoples and other, must be acknowledged and accommodated in the provision of health services (Mental Health Commission 2001). The diversity of Pacific peoples is important because it means that a “one size fits all” approach to delivering public health services to Pacific people, and therefore developing the Pacific public health workforce, is likely to be inappropriate. 
The Pacific population has distinct demographic characteristics. Among the most striking features are its projected growth – discussed in later sections - its youthfulness and the large proportion of New Zealand born Pacific people (see Figure 5).

	

	Figure 5 Birthplace of Pacific people, by age
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A further feature of the Pacific population is its urban concentration. Ministry of Health data show that 71% of Pacific people in New Zealand live in the three Auckland region DHB areas (36% in Counties Manukau alone), and that a further 13% live in the two Wellington region DHB areas. 
The size and structure of the Pacific population have important implications for both the demand for public health services from Pacific people, and for the supply of Pacific labour. For example, the projected growth in the Pacific population creates opportunities for future labour supply, but it also means that demand for public health services will increase.   

Pacific people fare relatively badly on a range of social indicators. For example, they are more likely than the New Zealand population as whole to live in deprived areas and experience overcrowding in housing. This is important as socioeconomic factors are important determinants of health and a key focus for public health activities.

3.1.2 Economic context

There have been considerable improvements in the economic position of Pacific people in recent decades, but disparities remain between the Pacific population and the population as a whole. Levels of education have improved, unemployment has fallen and income levels have risen. This has been particularly noticeable for some of the younger, New Zealand-born people (Statistics New Zealand and Ministry of Pacific Island Affairs 2002).
3.1.3 Employment patterns

Although the patterns of employment are changing, Pacific people remain over-represented in the manufacturing industry. In terms of occupations, they are under-represented at the top of the “hierarchy” (legislators, administrators, managers and professionals) and over-represented at the bottom (plant and machinery operators and assemblers and elementary occupations). But again, this position has improved in recent years.  

The key point here is that Pacific people are currently under-represented in the industry group (health) and occupation group (professionals) which are central to this study. Although the situation is changing, and the youthfulness of the Pacific population presents significant opportunities, long-term strategies will be required to address the issue.
3.1.4 Health outcomes

The Ministries of Health and Pacific Island Affairs (2004) note that:

· The life expectancy of Pacific people is lower than the national average 

· Pacific adults have higher than average rates of a number of major chronic and serious diseases 

· Pacific children and adults are less likely to be physically active, have higher rates of obesity and have higher rates of smoking, compared with the total New Zealand population.

In combination these factors suggest that Pacific people should be a key priority for public health programmes.
3.1.5 Views on health

Pacific perspectives on health must be fully understood if the needs of Pacific people are to be better met by the health system. The Fonofale model was created as a Pacific Island model of health for use in the New Zealand context, and is possibly the most widely accepted model of its type. It incorporates the values and beliefs of many Pacific Island groups  (Mental Health Commission 2001). It uses the metaphor of a house:

· The roof represents cultural values and beliefs that are the shelter for life

· The foundation represents the family, which is the foundation for all Pacific Island cultures

· The pou – between the roof and foundations are the four pou or posts (“spiritual”, “physical”, “mental” and “other”).

Pacific people have holistic views of health that incorporate beliefs and values relating to family, culture and spirituality. These health beliefs have important implications for the development of the public health workforce:
· In areas of high concentration of Pacific peoples, Pacific-tailored services which reflect Pacific views of health are viable (Mental Health Commission 2001). A key element of a Pacific service is one which has a high representation of Pacific workers. This in turn implies that the recruitment, retention and development of Pacific workers in Pacific providers is important in these areas 

· In areas of low concentration of Pacific peoples (and elsewhere – choice is important), mainstream services need to be aware of and responsive to Pacific health beliefs. This means that workers (Pacific and other) in mainstream services require training in Pacific health beliefs and other cultural issues (Mental Health Commission 2001) 
· A broad definition of the public health workforce is more relevant than a narrow one. The holistic views of health held by Pacific people recognise the diverse socio-economic factors that affect their health outcomes. This in turn suggests that agencies outside health are a key part of the delivery arm of public health services for Pacific people. For example, the Ministry of Health (2004) notes that an intersectoral approach is a key element of Pacific models of care; and in its Pacific Health and Disability Action Plan (2002), the Ministry notes that “it is essential that health sector change takes place in conjunction with other sectors such as Education, Employment, Welfare, Housing and Sport, Fitness and Leisure”.
3.2 Public health context

3.2.1 The approach to public health 
There appears to be a growing consensus among public health opinion leaders that a broad approach which recognises social determinants of health is the direction public health must follow (see for example Beaglehole et al 2004, Canadian Joint Task Group on Public Health Human Resources 2005, Salmond and Bowers 1997). This approach depends heavily on building synergistic strategic alliances between public health agencies and the populations/communities they serve. It is important to involve the public not only as the object of public health action, but also as key public health actors. This has important implications for the development of the public health workforce, as is suggests a very wide interpretation of what constitutes the workforce. 

However, public health is seen to have a relatively low status generally, not just in the Pacific population (Beaglehole et al 2004). This means that it tends not to be accorded high priority when public expenditure is allocated. A relative decline in public health as a percentage of total health expenditure has been noted by several commentators (albeit not only in New Zealand). This has important implications for the future demand for public health workers, as it suggests that the demand for public health workers is declining relative to other health workers. The relative decline in the public health workforce is supported by the evidence we have obtained on employment trends in public health – examined in section 4.

3.2.2 Public health strategy 

In 2003 the Ministry of Health published “Achieving health for all people: A framework for public health action for the New Zealand health strategy”.  The mission for public heath articulated in the document is: “To reduce health inequalities and improve overall health status through population and public health activities, and the organised efforts of the whole of society.” This has important implications for Pacific people, whose health outcomes tend to be lower than for many other ethnic groups.
The PHD has started developing the PH WDP. At the time this report is being written, the plan is in draft form. The draft plan identifies eight “themes” from which a number of objectives and actions flow:

· Training and education

· Maori public health workforce development

· Pacific public health workforce development

· Public health professional development

· Workforce development for the wider public health workforce

· Workforce planning

· Supportive workplace environments

· Public health careers.

We examine the implications of the findings from this report for the PH WDP themes in section 6.

The draft PH WDP distinguishes two broad groups of public health workers:

· Those working in organisations funded to deliver public health services to their communities

· The workforce carrying out public health roles in other areas of the health sector or community.

This distinction is important because the findings from this report suggest that a broad, rather than a narrow, definition of the public health workforce is relevant in the context of achieving improved Pacific health gain. 

3.3 Wider health workforce development context

There are a number of plans and initiatives in addition to the PH WDP – such as the Pacific Health and Disability Workforce Development Plan and the DHBNZ Future Workforce Strategy – that are likely to be relevant to the development of the Pacific public health workforce. However, we do not consider them here. 
3.4 Summary and implications

Pacific people are culturally diverse. This implies that choice in service provision is important (eg mainstream and Pacific-tailored services).

Pacific people face a multitude of social, economic and health problems, although the situation is improving. This infers that a multi-disciplined and multi-layered approach is needed to improve Pacific public health gain.
The modern “holistic” approach to public health fits well with Pacific cultural values, and suggests a wide interpretation of what constitutes the public health workforce. 
The current patterns of education and employment of Pacific people mean that increasing the supply of Pacific public health workers will, in the short term, be challenging. However, the projected growth of the Pacific population, and the youthfulness of that population, do present some opportunities for labour supply.

4. Profile of the Pacific public health workforce

In this section we identify the key characteristics – size, location etc - of the Pacific public health workforce. Particularly relevant is the extent to which Pacific people are under-represented in the public health workforce.  

4.1 Issues with developing a profile

A number of issues impact on the ability and ease of trying to profile the public health workforce. Among those identified (see for example Salmond and Bowers 1997) are:

· The breaking down of boundaries between the public health occupations and traditional roles and functions 

· Difficulties with defining occupations - because, for example, the term “community health worker” is used and understood in quite different ways in different public health settings 

· Occupation classifications may not be a good indicator. From an employer’s point of view, the knowledge, skills, attitude and work experience of a potential employee may be more important than occupation classification or formal qualifications

· Variety of functions. Particularly in smaller organisations, staff perform a number of different functions. In other words, public health functions are performed by staff in non-public health roles, and vice versa

· Variety of settings. Community health work, in particular, takes place in arrange of settings – schools, community centres. So, limiting enumeration to “public health” agencies will yield an undercounting.

A further challenge in relation to the Pacific public health workforce is the small size of that workforce, as outlined later in this section. This means that care should be taken when “slicing and dicing” the data.

4.2 Phoenix Research study 

Head Strategic Limited, Project Manager for the development of the PHWDP project, commissioned Phoenix Research to conduct a three surveys for the Public Health Directorate of the Ministry of Health in 2003/04. A telephone survey of organisations, a self completion survey of the same organisations and a self completion survey of the employee in those organisations. The purpose was to obtain information on the size and the composition of the public health provider workforce, and workforce development priorities for that workforce. 
Note that in this section we consider the findings of the Phoenix Research surveys that are relevant to the profile of the Pacific public health workforce. In section 6 we consider the findings from the surveys in relation to workforce development issues.

Key points to note about the surveys are:
· The surveys were a first step in obtaining information on the public health workforce, and the findings should be viewed as indicative only. Having said that, the surveys provide a useful platform from which to build a profile of the public health workforce.

· For manageability and as first steps research, the three surveys were conducted amongst public health organisations (and their employees) that contract directly with the Public Health Directorate.  In other words, a relatively narrow definition of the workforce was used

· The self completion organisation survey suggested that there were a total of 2500 public health employees in the responding organisations ( with a 64% response rate). The “by Pacific for Pacific” organisations that responded identified 114 public health positions (4% of all the public health positions identified).  Of those 114 positions there were 10 FTE vacancies at the time of the survey 
· 666 employees within these organisations returned the individual survey (a 36% response rate). In other words, the survey of individuals provides a less complete picture of the workforce than that provided by the organisation surveys

· Only 38 employees returned questionnaires from the 14 “by Pacific for Pacific” organisations, and no employees from the biggest occupation group (Pacific Community Workers) returned a questionnaire
· The total sample size of Pacific organisations and Pacific employees was very small -  14 and 38 respectively. This means that care should be taken when interpreting the percentages below.

4.2.1 Size and structure of the Pacific public health workforce

Key findings were:

· 14 organisations identified themselves in the survey as Pacific – 8% of the total number of public health organisations (185)

· 114 positions were identified within Pacific organisations – 4% of the total number of positions across all public health organisations (2,601) - but, not all of the people in these positions are of Pacific ethnicity
· 103 dedicated Pacific positions were identified within all public health organisation types – 4% of the total. 40% of all positions in Pacific organisations were dedicated Pacific ones, which means that just under half of all dedicated Pacific positions were in Pacific organisations
· 38 employees across all public health organisation types were of Pacific ethnicity – 6% of the total from the individual employee survey (666). These employees were spread across a range of public health organisation types, and only 7 (18%) were in Pacific organisations
.

The key issue to emerge from the Phoenix Research surveys on the size and structure of the Pacific public health workforce is that the size of that workforce is very small. Interestingly, the surveys imply that Pacific people are over-represented in the public health workforce across all organisation types (6% of respondents to the employee survey were of Pacific ethnicity, compared with Pacific people accounting for 4.5% of total employment across all occupations in New Zealand – see section 4.3). However, it is difficult to draw firm conclusions, as the response rate for Pacific public health employees in the surveys is unknown. A further important point to note is that Pacific public health workers appear to be located in a range of organisation types, not just Pacific organisations. 

4.2.2 Roles in Pacific organisations

Table 1 presents data on positions in Pacific organisations compared with all public health organisations, broken down by job role. This is based on the survey of organisations.  

The data suggest that community health workers are over-represented in Pacific organisations (29% compared with 11% across all public health organisations), whilst a number of other roles are under-represented.

	

	Table 1 Roles in the public health workforce 

Number and percent of positions, 2004 

	Role

Total positions

Positions in Pacific orgs

%

n

%

n
Health Promotion/Education

23

591

15

17

Community Worker

11

290

29

33

Health Protection

5

133

0

0

Medicine

3

87

0

0

Analysis/Policy analysis

2

57

4

4

Manager/Advisor

10

254

13

15

Allied Health Professional

6

145

2

2

Public Health Nurse

8

211

2

2

Other Support Worker

32

833

36

41

Total

100

2601

100

114



	Notes:
(1) Base: all public health organisations


	Source:
Phoenix Research 

	


4.3 Census data

To supplement the findings from the Phoenix Research surveys, we undertook an analysis of customised data from Statistics New Zealand’s Censuses conducted in 1991, 1996 and 2001
. The main benefits of using official data based on standard definitions are that the data are widely recognised, sustainable and enable comparative and trend analyses to be undertaken. For example, they can be used to compare the representation of Pacific people in public health occupations with that of Pacific people across employment in all occupations in New Zealand – see Table 2 below. 
First, we selected 5-digit occupations from the New Zealand Standard Classification of Occupations 1999
. We selected those occupations which we believed most closely aligned with other (non-standard) definitions of public health, such as those used by the Health Workforce Advisory Committee (HWAC). We then obtained Census data in relation to those occupations, both for the Pacific workforce, and for the total workforce to provide some context.

The occupations selected (see appendix for definitions) represent a fairly wide definition of the public health workforce, in keeping with the holistic views of health held by Pacific people. In particular, we have included “Social Worker”, which was the best fit in the standard classifications we could find to Community Health Worker. However, the Social Worker occupation clearly includes many activities other than public health ones.

Many people employed in the selected occupations work in sectors other than the health sector. The 2001 Census revealed that a significant proportion of people in the selected public health occupations are employed in sectors such as community care, local government and accommodation for the aged. We believe that this wider definition provides an appropriate base for considering labour supply for delivering public health activities.  
4.3.1 Occupation breakdown

Table 2 presents data from the 2001 Census on employment in the public health occupations we identified. It reveals that the entire public health workforce is relatively small (14,895 employees including the Social Worker occupation and 4,494 excluding it). The Pacific part of this workforce is tiny – 936 employees including Social Worker, and 108 employees excluding Social Worker. This supports the findings from the Phoenix Research surveys.

Pacific people are under-represented (compared with the Pacific share of total employment of 4.5%) in all the occupations identified in Table 2 with the exception of Social Worker.

	

	Table 2 Public health occupations

Number and percent of people employed, 2001

	Occupation

Pacific ethnic group
Total New Zealand

Pacific as % of total

12221 Health Services Manager

33

1,530

2.2

21423 Public Health Engineer

3

207

1.4

22251 Dietician and Public Health Nutritionist

15

399

3.8

22315 Public Health and District Nurse

27

1,074

2.5

31514 Health Inspector

21

510

4.1

32221 Dental Therapist

12

774

1.6

33411 Social Worker

828

10,401

8.0

Total public health

936

14,895

6.3

Total all occupations in New Zealand

77,352

1,727,271

4.5



	Notes:
(1)
Base: employed population
                (2)  Occupation classifications from  the New Zealand Standard Classification of Occupations 1999

	Source:
Statistics New Zealand 2001

	


4.3.2 Gender breakdown

Table 3 presents data from the 2001 Census on employment in public health occupations, broken down by gender. The table suggests, in very broad terms, that the gender profile of the Pacific public health workforce mirrors that of the public health workforce as a whole. It should be noted that the data is presented as percentages, so care needs to be taken when interpreting the table, as in may cases the absolute numbers are very small.

	

	Table 3 Public health occupations – gender

Percent of people employed, 2001

	Occupation

Pacific ethnic group
Total New Zealand

Male %

Female %

Male %

Female %

12221 Health Services Manager

18

82

24

76

21423 Public Health Engineer

100

0

93

7

22251 Dietician and Public Health Nutritionist

20

80

8

92

22315 Public Health and District Nurse

11

89

3

98

31514 Health Inspector

43

57

50

50

32221 Dental Therapist

25

75
2

98

33411 Social Worker

37

63

25

75

Total public health

35

65

23

77

Total all occupations in New Zealand

54

46

53

47



	Notes:
(1)
Base: employed population

(2)  Occupation classifications from  the New Zealand Standard Classification of Occupations 1999

	Source:
Statistics New Zealand 2001

	


4.3.3 Age

Table 4 presents data for 1996 and 2001 on the average age of people employed in public health occupations. Again, care needs to be taken when interpreting the table, as in many cases the absolute numbers are very small.

The table reveals that the:

· The public health workforce has an older age profile than that across all occupations

· The public health workforce is ageing, in line with the entire New Zealand workforce 

· The Pacific public health workforce is younger than the total public health workforce, as would be expected 

· The Pacific public health workforce generally has an older age profile  than Pacific people employed across all occupations

· The Pacific public health workforce is ageing.

	

	Table 4 Public health occupations – age

Age in years, 1996 and 2001

	Occupation

Pacific ethnic group
Total New Zealand

Mean age 1996

Mean age 2001

Mean age 1996

Mean age 2001

12221 Health Services Manager

44.0

38.3

43.3

44.8

21423 Public Health Engineer

46.0

27.0

40.7

42.7

22251 Dietician and Public Health Nutritionist

37.0

35.7

39.0

41.0

22315 Public Health and District Nurse

38.8

41.5

43.5

45.6

31514 Health Inspector

43.8

41.2

41.4

42.9

32221 Dental Therapist

26.0

30.8

39.8

42.8

33411 Social Worker

36.1

38.7

40.1

42.3

Total public health

36.9

38.7

40.9

42.8

Total all occupations in New Zealand

33.2

34.7

37.8

39.6



	Notes:
(1)
Base: employed population

(2)  Occupation classifications from  the New Zealand Standard Classification of Occupations 1999

	Source:
Statistics New Zealand 1996 & 2001

	


4.3.4 Location

We analysed data from the 2001 Census on employment in public health occupations, broken down by regional council. The data is not shown here as the numbers are very small indeed when broken down at this level.  However, the analysis reveals that the location of Pacific public health employees broadly mirrors the location of Pacific employees across all occupations in New Zealand (eg over-representation in Auckland and under-representation in non-urban areas). There was not a huge variation in the distribution depending on whether or not the Social Worker occupation was included or excluded. 

4.3.5 Employment trends

So far this section has considered a snapshot of the Pacific public health workforce at a particular point in time. Here we examine employment trends over time. As will be seen, the inclusion or otherwise of Social Worker in the analysis makes a considerable difference to inter-period changes.

	

	Table 5 Trends in public health workforce

Number and percent change of people employed, 1991, 1996 and 2001

	Year

Ethnicity

Number/ % change on previous period

Public health (ex Social Worker)

Public health (inc Social Worker)

Total  NZ

1991

Pacific

Number

54

381

44,034

Total

Number

4,893

11,265

1,400,403

1996

Pacific

Number

87

618

65,091

% change

61.1

62.2

47.8

Total

Number

4,821

12,993

1,630,812

% change

-1.5

15.3

16.5

2001

Pacific

Number

111

936

77,352

% change

27.6

51.5

18.8

Total

Number

4,494

14,895

1,727,271

% change

-6.8

14.6

5.9



	Notes:
(1)
Base: employed population


(2)
“Public health” = Health Services Manager, Public Health Engineer, Dietician and Public Health Nutritionist, Public Health and District Nurse, Health Inspector, Dental Therapist and Social Worker

	Source:
Statistics New Zealand 1996, 1991 & 2001

	


The key points about Table 5 are:

· The public health workforce (excluding Social Worker) declined between  the periods 1991 and 1996, and 1996 and 2001. However, if Social Worker is included, the public health workforce increased over both periods. In the second period it grew considerably more (by 14.5%) than the total workforce across all occupations in New Zealand (5.9%)

· The Pacific public health workforce grew considerably between the periods 1991 and 1996, and 1996 and 2001, but from an extremely low base. For both periods it grew faster than total employment by Pacific people across all occupations in New Zealand, and much more than the public health workforce as a whole.  

4.4 Other data on the Pacific public health workforce

HWAC (2002) undertook a “stocktake” of the New Zealand health workforce. This revealed that Pacific people were significantly under-represented across all workforce groups in the health sector (for which data was captured). The data from the stocktake for those workforce groups identified as relating to the public health workforce are presented in Table 6.

	

	Table 6 Workforce groups in public health

Number and percent of people employed, 2000 and 2001

	Workforce group

Estimated number

% Pacific 

Implied no of Pacific workers

Source/ date

Community health workers

N/k

N/k

N/k

Health promoters

N/k

N/k

N/k

Health protection and environmental health officers

332

N/k

N/k

PHD (MoH) 01

Public health physicians

197

3

6

APC 2000

Public health nurses

487

4.5

22

APC 2000



	Notes:
(1)
PHD = Public Health Directorate, APC = annual practising certificate

	Source:
Health Workforce Advisory Committee

	


A number of other studies suggest that Pacific people are under-represented in the wider health workforce.  For example:

· HWAC (2002) identified Pacific people as comprising 1.8% of the regulated health workforce 

· The Mental Health Commission (2001) estimated that Pacific people comprise 2.5% of the mental health workforce 

· The New Zealand Medical Association (NZMA) has noted that there are particular shortages of doctors from Pacific groups.  In 2002 just 0.6% of the GP workforce was Pacific.

4.5 What additional profile data is needed?

HWAC (2002) notes a lack of reliable information on the number of workers in a number of priority areas in the health sector, including public health. These information gaps are particularly apparent in the unregulated workforce, in which Pacific people tend to be more highly represented. 
So what additional information is needed, and how should it be obtained?

The appropriate role of the Ministry in collecting workforce information is discussed by DBK Consulting Ltd (2005).  It observes that the Ministry has been struggling to identify its role in the management of workforce information. Questions have been raised as to whether it is an effective use of resources for the Ministry to undertake extensive data collection of workforce information and whether it is the role of the Ministry to undertake trend analysis and identify emerging issues. 

DBK Consulting Ltd suggests the need for a simple pragmatic approach to the collection of public health workforce information:

· Take a small scaleable approach to workforce information collection by concentrating initially on priority areas

· Ensure alignment with current sector initiatives

· Develop an alignment with a more traditional workforce model, such as mapping the workforce back to traditional occupation groupings to improve the ability to leverage secondary data sources.

Measuring the right things is clearly important.  For example, Gebbie et al (2002) note that workforce analysis and planning based on full-time equivalent employees (FTEs) is flawed. This is because each FTE may represent a partial commitment of as many as ten different workers, each of whom needs access to resources and development opportunities.
A particular issue for the public health workforce, and especially the Pacific component of that workforce, is its small size. This means that the ability to develop a meaningful “profile” of the workforce is limited, as the numbers become very small when broken down by location, occupation etc. 

4.6 Summary and implications
Defining (and therefore measuring) the public health workforce is challenging. There is a limited amount of information currently available in relation to the public health workforce, especially in those occupations in which Pacific people appear to be more highly represented.
However, we have used a number of sources to assemble a profile of the Pacific public health workforce in terms of size, structure, occupation group, location, age and gender. We have used the Phoenix Research surveys as a starting point, and supplemented the data from those surveys with those from a number of secondary data sources to “triangulate” the findings. In particular, we have used data from Statistics New Zealand’s Censuses which enable comparisons to be drawn with other sectors and trends to be analysed.  
The key findings are:

· The public heath workforce, when narrowly defined as in the Phoenix surveys, is small (only a few thousand people), and the Pacific public health workforce is tiny (a few hundred people)
· The public health workforce shrank over the period 1991 to 2001, but grew if the “Social Worker” occupation is included. In contrast, the Pacific public health workforce grew appreciably, both when Social Worker is included or excluded
· Pacific people are under-represented in most public health occupation groups for which data is available, and are particularly under-represented in the clinical roles 
· “Community Health Worker” appears to be an important role (in terms of relative share of workers) in Pacific organisations. However, it is not clear (from the Phoenix Research surveys or elsewhere) the extent to which Pacific people are represented in this or other unregulated occupations. Having said that, Census data indicates that Pacific people are over-represented in the Social Worker occupation – the nearest standard occupation classification we could find to Community Health Worker 
· Pacific public health workers appear to work in a range of organisations (not just Pacific organisations) 

· The “profile” of the Pacific public health workforce broadly mirrors that of the Pacific workforce across all occupations in New Zealand  (in terms of location distribution) and the wider public health workforce (in terms of age and gender).
5. Needs assessment 

This section presents a detailed analysis of the “needs assessment”, based on  the main components of the conceptual framework in Figure 4 and the assumptions outlined in section 2. 

Just to recap, we have interpreted the term “needs assessment” to mean:

· The public health needs of Pacific people, and what they mean in terms of the optimal size, composition and skill level of the labour force (Pacific and other)
· The developmental needs of the Pacific public health workforce.
We therefore treat the developmental needs of the Pacific public health workforce as a means to an end. 
5.1 Demand factors

The demand for Pacific public health workers is a function of the services these workers need to provide. In this section, we examine some of the factors which shape both the demand for Pacific public health workers, and the underlying demand for public health services from which the demand for workers is derived. Note that the development of detailed demand projections was outside the scope of this study; instead we aim to provide a sense of the factors which drive demand.

As noted previously, the Pacific public health workforce is only one input to achieving Pacific health outcomes. Others include the provision of mainstream services to Pacific people, which we also consider here. 
5.1.1 Rationale for a Pacific public health workforce

a) What is a “Pacific service”?
The Mental Health Commission (2001) describes a Pacific service – or a “by Pacific for Pacific” service - as one having the following key elements:

· Service delivery is culturally appropriate for Pacific people

· The services provided are for Pacific users, but non-Pacific people may access the service

· The philosophy of the service is based on Pacific values and beliefs

· The service is based on Pacific models of health or models of health that encompass Pacific values and beliefs

· Pacific people are involved in the governance and management 
· Pacific people provide a significant number of the staff and health professionals.

b) What is a Pacific model of care?
The Ministry of Health (2004) notes the following common elements in Pacific models of care:

· Multi-disciplinary teamwork

· A mix of clinical and non-clinical approaches

· Services wrapped around families to support individuals’ care

· An understanding by practitioners of Pacific communities and settings and the effect of those settings on health status

· Consideration of socioeconomic factors

· Innovation

· An intersectoral approach

· A multiethnic approach

· A multilingual approach.

What is “unique” about Pacific models of care? Agnew et al (2004) conducted a study of Pacific providers and Pacific consumers in mental health. The providers in the study adopted techniques such as the “roundabout” rapport building approach, understandings of spirituality, the cultural value of group therapy, and the use of Pacific language and hospitality practices. For the consumers, part of what made a service uniquely Pacific was the presence of pacific motifs, ornaments and/or decorations within service buildings. 
The importance of church-based programmes for Pacific people is noted by  a number of authors, including Barwick (2000). She cites the success of an intervention programme of health and diabetes education and exercise, targeted at a Samoan church congregation. 

The importance of actively involving Pacific communities in the allocation and use of health resources is noted by Salmond and Bowers (1997). 
c) Why a Pacific worker?
Theoretically, if public health services are better matched to the preferences of Pacific people, then the demand for such services should increase. So if a Pacific public health workforce is preferred by Pacific people, then increasing the number of Pacific public health workers should enhance the uptake of services.

Young (1997) highlighted the barrier of acceptability of Pacific people in New Zealand accessing health services, in addition to geographical and financial barriers. In particular, the services are not acceptable because they are ethnocentric, fail to take account of the role of the family, the use of traditional medicine and the impact of social distance between patient and provider.

The need for a Pacific workforce to best meet Pacific health needs is noted or implied by a number of commentators:

· Making available health care providers who are from the same ethnic group is widely seen as a highly effective strategy for improving provision of services to underserved groups (Barwick 2000) 
· The importance of a Pacific health infrastructure was noted by Douthett and Bennett (1997). The perceived inability of mainstream health services providers to adequately address the public health needs of Pacific peoples, and the need for consumer choice of service provision, were key findings of the study. Pacific people have often experienced public health services “done to them”, not with them or under their management

· A preference for “by Pacific-for-Pacific” models and care and service provision by the Pacific community is noted in the Ministry of Health’s Pacific Health and Disability Workforce Development Plan (2004).

However, some studies (for example Waitemata DHB 2004) suggest that not all Pacific consumers necessarily want to work with a Pacific worker. For example, the needs of New Zealand-born Pacific youth consumers are different to Island-born consumers, and the “by Pacific for Pacific” model may be less relevant to this group.  

In conclusion, choice of service provision is paramount, as noted by Douthett and Bennett (1997). Having said that, most Pacific people accept that they will have to use mainstream health services, as in many locations – where there are low concentrations of Pacific people - it is not feasible to have services specifically geared to the needs of Pacific people (Salmond and Bowers 1997).

In addition, it is important to recognise that the Pacific public health workforce is only one part of the inputs “mix”. Employers have to consider what services they need to deliver, and how they can best deliver those services given budget constraints and the relative prices and quality of inputs. These factors will influence the demand for Pacific public health workers.

5.1.2 Demand for Pacific public health services

a) Population size and age structure

Population changes will clearly have an important influence on the demand for Pacific public health services. The Pacific population is projected to increase by 59% between 2001 and 2021 from 212,000 to 417,000 – see Figure 6. This compares with growth over the same period of 18% across all ethnicities. The needs of the Pacific population will, therefore, become an increasingly important component of the demand for public health services. 

The age structure of the population also impacts on the demand for public health services. The concentration of public health funding upon the younger age groups, relative to other health spending, is noted by Stevenson-Wallace and de Raad (2005) - see Figure 7. The relative youth of the Pacific population is therefore significant.

The concentration of public health services and funding in the younger age groups has important implications for the demand for public health services in the future. The ageing of New Zealand’s population implies a relative decline in public health funding in the decades to come. However, it also implies a shift in public health risks and changes in the emphases of some public health programmes. For example, screening programmes that are not currently cost-effective may become so. 

	

	Figure 6 Population projections by ethnicity
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	Figure 7 Cost weights 

Share of each age group of the average per capita cost
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b) Incidence of diseases

The avoidable mortality rate for Pacific people is nearly double that of the total New Zealand population. This suggests that public health strategies and primary care services are not yet fully meeting the needs of Pacific people (the Ministries of Health and Pacific Island Affairs (MPIA) 2004).

The development of non-communicable diseases related to lifestyle changes will be a major focus for public health in the future. Pacific people will be disproportionately affected by these changes. For example, the incidence of obesity and diabetes is higher amongst Pacific people than across all ethnicities. 

Pacific children are 10% less likely than the national average to be fully immuned at two years, with a coverage rate of only 50%. Uptake of breast and cervical screening programmes is lower for Pacific women than the national average, with uptake for these two programmes being less than 50% in 2002 (49% and 42% compared with 73% and 63% respectively) (Ministries of Health and Pacific Island Affairs 2004). 

This evidence suggests that uptake of public health programmes by Pacific people is sub-optimal.

5.2 Supply factors

The supply of Pacific public heath workers is affected by a wide range of factors including demographic trends, motivations, wages and career opportunities. And we are not just interested in the number of Pacific public health workers and potential workers. We are also interested in the developmental needs ie the quality of that workforce – the skills and competencies they hold. Accordingly, we are particularly interested in the training and development of the Pacific public health workforce.

5.2.1 Population growth
As noted above, the total Pacific population is projected to increase appreciably over the coming decades.

In contrast to all ethnicities, the proportion of the Pacific population of working age is projected to rise over the period 2001 to 2021, due to the young age profile of that population. The proportion of the Pacific population aged 15-65 is projected to increase from 58% in 2001 to 61% in 2021, compared with a fall from 66% to 65% across all ethnicities over the same period.  The median age of people of Pacific ethnicity will rise from 21 to 24 years from 2001 to 2021, compared with a rise from 35 to 39 years across all ethnicities over the same period.

So the growth in the Pacific population, and the youthfulness of that population, presents an opportunity for future labour supply. 
5.2.2 Inflows and outflows 

The youthfulness of the Pacific population suggests that Pacific youth are an important potential source of labour for the public health workforce i.e. an important “inflow” depicted in Figure 4. However, the public health workforce as a whole has a relatively old age profile (see Table 4), which means that people retiring from the public health workforce may be a significant outflow.

The relatively old age profile of the public health workforce also suggests that entry from other occupations or careers may be an important inflow. This is supported by the study by Bowen-Clewley et al (2005), which notes that many non-registered health practitioners enter the sector through issue based, community programmes. 

5.2.3 Training and education in public health

a) Availability of public health full-time tertiary courses

A literature review of public health competencies conducted by Bowen-Clewley et al (2005) found that structured career pathways are well established for medical practitioners. But they are not so well established for registered practitioners in other professional health disciplines, and are almost non-existent for non-registered medical practitioners. The review also makes the point that there are relatively small numbers of practitioners in many areas which creates difficulties for both training and promotion. The public health and related courses and qualifications offered are most often, but not always, situated in health related faculties e.g. Otago University’s Medical School.

b) Take-up of public health tertiary courses 

We commissioned a customised data request from TEC. The purpose of the request was to determine the representation of Pacific people in public health-related tertiary education courses. We selected those codes from the New Zealand Standard Classification of Education (NZSCED), within the broad “health” field of study, which we believed most closely matched with public health activities – Table 7 presents data on the selected codes.
	

	Table 7 Take-up of public health courses
Number of learners, 2005

	NZSCED code

Pacific
Total
Pacific as % of total

Dental Hygiene and Therapy

2

9

22.2

Community Health

14

198

7.1

Environmental Health

0

67

0

Health Education, Promotion, Counselling

29

172

16.9

Public Health not elsewhere classified

14

433

3.2

Total public health (ie total of above codes)
59
879
6.7
Health

5,451

109,748

5.0

Total (all fields of study)
43,188
870,480
5.0


	Notes:
(1)
The “number of learners” is the education events in qualifications. Therefore, the total exceeds the number of individuals in the tertiary education system as students may study multiple disciplines and/or multiple qualifications


(2)
The data is based on Single Data Returns (SDRs) from tertiary education institutions

(3)
Ethnicity data is collected via the SDRs - students are asked to provide up to three ethnicities in their application/enrolment forms. A single ethnicity is determined for each student by way of priority recording (sort order). The seven Pacific ethnic groups are priorities two to eight out of 13 ethnic groups

	Source:
Customised data request from TEC 

	


Table 7 presents a snapshot of the number of learners in 2005. Table 8 presents trend data for the period 2000-2005. 
	

	Table 8 Trends in take-up of public health courses

Percent of learners, 2000-2005

	NZSCED code
Pacific as % of total

2000

2001

2002

2003

2004

2005

Total public health

5.2

4.5

5.0

5.8

5.9

6.7

Health

3.0

3.3

2.9

2.8

3.7

5.0

Total (all fields of study)

4.3

4.5

4.6

4.3

4.6

5.0



	Notes:
(1)
See notes in Table 7
. “Total public health” refers to those NZSCED codes identified in Table 7

	Source:
Customised data request from TEC 

	


To gain a better understanding of what might be driving the patterns and trends, we also obtained data at the lowest level of detail available from TEC (ie the name and level of the course/qualification) for each of the NZSCED codes selected, although the analysis is not shown here.
Overall the data we have obtained from TEC reveals that:

· Pacific people are under-represented in the “health” field of study for each of the years 2000-2005, with the exception of 2005 
· Pacific people are over-represented in most of the selected public health-related courses over the period 2000-2005. However, care needs to be taken as in many cases the absolute numbers are small. Also, in part the over-representation appears to be driven by one course – the Manukau Institute of Technology Certificate of Achievement Introducing Health Promotion (Level 4). This course accounted for almost half the 59 Pacific public health learners identified in Table 7
· The number of learners across all ethnicities increased substantially (by 82%) in public health-related courses over the period 2000 to 2005, but grew more strongly (135%) across all fields of study, and much more strongly (459%) in the “health” field of study over the same period
· The number of Pacific learners increased substantially (by 136%) in public health-related courses over the period 2000 to 2005, but grew more strongly (169%) across all fields of study, and much more strongly (827%) in the “health” field of study over the same period.

Overall we conclude that the number of Pacific learners in public health-related courses is growing, but from a very low base, and at a slower rate than across all fields of study and a much slower rate than across the health field of study. In addition, the growth appears to be largely attributable to the course offered by one polytechnic in Auckland.
c) Competency training and the National Qualifications Framework

Competency-based training enables the skills of the existing workforce to be developed. The development of public health competencies is one of the main streams of work identified within the draft PH WDP, and we consider it briefly here.
· Drivers of change

· The Health Practitioners Competence Assurance Act (HPCAA) came into force in 2004, and has added impetus to the development of competencies across the public health sector.
· Availability of competency based training
· Competency-based training relates to “unit standards” on the NQF, which are defined by the NZQA as “a nationally registered, coherent set of learning outcomes”.  Unit standards form the “building blocks” of national qualifications such as national certificates and national diplomas. These national qualifications can either be undertaken in the workplace, facilitated by an industry training organisation (ITO), or in some cases can be undertaken via full-time study at a tertiary education institution such as a polytechnic or private training establishment (PTE).
· A search of the NZQA’s website, to identify what national qualifications  and unit standards are currently available on the NQF in public health, found that there is a “public health” sub-field within the wider “health” field. There are two domains within this sub-field – “injury prevention” and “support of the older person”. But there is only one national qualification available, and a limited number of unit standards, within these two domains. 

· However, there are a wide number of national qualifications and unit standards available in the “community and social services” field. This is potentially important in the context of a wide definition of public health, and given the prevalence of Pacific social workers.

· There are two different standard setting bodies for the two public health domains - Public Sector Training Organisation for the former, and Community Support Services Industry Training Organisation for the latter. The standard setting body – usually an ITO - is the organisation responsible for developing and quality assuring national qualifications.

· Bowen-Clewley’s (2005) recommendations for change included:

· The development of a nationally agreed base of competencies that underpins all practice in public health be developed

· Payment of special attention to cultural competence to ensure full coverage in both the area of Maori, Pacific and other cultures in New Zealand

· The design of competencies to reflect a multi-disciplinary approach to the practice of public health in New Zealand.
· Key challenges

· We conclude that very few of the skills required of public health workers are covered by the existing unit standards available on the NQF. Given the relatively small size of the public health workforce, there is little incentive for an ITO to develop more unit standards because the volume of work-based training (which largely determines the funding that an ITO receives) is likely to be relatively low.

· The situation is further complicated by the fact that there are two ITOs as standard setting bodies for the two domains within the “public health” sub-field. 

d) Qualifications held by the existing public health workforce

Figure 8 presents data from Statistics New Zealand’s 2001 Census.  It compares the qualifications held by Pacific people and all employed New Zealanders, in occupations relating to public health and across all occupations. Earlier caveats about the small absolute numbers (especially in relation to the Pacific workforce), and the large share of employment in the “Social Worker” occupation apply here also.  
	

	Figure 8 Highest qualifications held by workforce

Percent of employed, 2001
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Figure 8 reveals that:

· The public health workforce is more qualified than the workforce across all occupations in New Zealand, although a significant proportion hold either no qualifications or only secondary school level qualifications

· Vocational qualifications (ie certificate and diploma level) are relatively important in public health workforce 

· The Pacific public health workforce mirrors the qualification pattern of the total public health workforce, but with a lower representation at the upper end of the spectrum. This is in line with the Pacific workforce across all occupations.

5.2.4 Training issues for Pacific people

a) Aspirations and preferences of Pacific people

The high aspirations held by Pacific families and their children in New Zealand is noted by Nash (2000), in a study of educational inequality of Pacific people. In a comparison of aspirations by grade attainment (year 9 test scores and fourth form aspirations), the aspirations of Pacific students exceeded any probable reality by a factor of four (compared with a factor of two for Pakeha students). The author suggests that this hints at an attitude of “all-or-nothing” for Pacific students – either success at school and a professional occupation, or failure and unskilled labour. 

This possible mis-match between aspirations and reality was noted by the Ministry of Pacific Island Affairs (2003), in a study comprising fono with Pacific youth. Many of the Pacific youth participants had dreams and a variety of careers they wanted to pursue, but were not aware of the specifics of how to get there. 

The preferences of Pacific people for formal study is noted by the Ministry of Education (2003). The Ministry also notes anecdotal evidence suggesting that Pacific youth do not consider apprenticeship-style training as a career path because the concept is not yet familiar to them or their families.  

b) Pathways from school to work

Pacific people are more likely than other ethnic groups to leave school with no qualifications – see Figure 8.  Given this situation, it makes sense to target school-based training programmes as a potential pathway into public health.
The Gateway programme is targeted at school students to ensure that young people have a smooth transition from school to work. Students gain work experience, whilst being assessed in the workplace for unit and achievement standards which contribute to the NCEA, as well as industry specific qualifications. The programme is only available in decile 1-5 schools. 

An evaluation of the pilot programme, conducted in 2003, revealed that 16% of (the 1,008) participating students in 2001 were of Pacific ethnicity, and 13% (of the 1,162) participating students in 2002 were Pacific ethnicity. However, only 13 students (across all ethnicities) had been placed in the health sector in 2002, and none in 2001.

Thus, although Gateway may offer an opportunity to promote careers in health to school students, the current engagement of the sector is low. 

c) Participation and outcomes for Pacific people in tertiary education

The Ministry of Education (2003 and 2004) examined participation and outcomes from tertiary education. Key points in relation to Pacific people were that:

· The rate of participation in tertiary education for Pacific people was slightly below average, and the difference was more marked at higher levels of study

· The rate of participation in tertiary education for Pacific people is increasing at a slightly higher rate than for all students

· Pacific students were over-represented at PTEs and correspondingly under-represented at polytechnic and university level

· Pacific students were significantly under-represented in the “health” field of study in 2003 (which is supported by the data we obtained directly from TEC – see above)
· Pacific students had the lowest rates of completion and the highest rates of attrition at each level of study (degree, sub-degree and post-graduate)

· The participation in industry training by Pacific people is growing, but from a low base.

These findings potentially have important implications for the training of Pacific people in public health. For example, Figure 8 above reveals that the public health workforce is more qualified than the workforce across all occupations in New Zealand, which may create entry barriers for Pacific people. Having said that, the data we obtained directly from TEC – see Table 7 – suggests that Pacific people are over-represented in some public health-related courses, but this appears to be driven primarily by one particular course (offered by a polytechnic in Auckland).
d) Barriers faced by Pacific people in participation in tertiary education

A study of participation in tertiary education by Pacific people was undertaken for the Ministry of Education (Anae et al 2002). 
Key barriers to  participation identified from the study included:

· Leaving school without minimum entry qualifications
· High cost of tertiary education
· Unrealistic cultural demands from families

· Little or no access to private study areas in extended families

· English literacy

· Lack of assertion by some cultures

· Lack of culturally familiar courses

· Lack of role models and mentors.
Watane and Gibson (2000) conducted a study of barriers to employment-related training across ethnic groups in New Zealand, based on survey evidence. They found that one barrier to training that is felt with greater frequency by Pacific people is family circumstances – “childcare” and “other family responsibilities”. So policies aimed at assisting the provision of childcare may be important. Interestingly, they also note that, whilst the cost of training is the barrier most commonly mentioned by Pacific respondents, it is a barrier that is encountered with similar frequency across all ethnic groups. So reducing the cost of training would not target Pacific people specifically.

The survey of Pacific nurses (Koloto and Associates Ltd 2003) identified four key areas of difficulty that Pacific nursing students found with their studies:

· English as a second language

· Academic content of the programme

· Lack of support for students

· Personal distractions eg ill-health, family and financial problems.

Strategies suggested to overcome some of the barriers faced by Pacific people in accessing tertiary education (drawn from Anae et al 2002, Watane and Gibson 2000) include:

· Bridging programmes to act as a pathway between secondary and tertiary education. The University of Auckland offered a “stepping stones” programme to help Maori and Pacific peoples enter university to pursue degree programmes

· Culturally welcoming environment. This is particularly important for students who may have had negative experiences at school

· The provision of childcare. Lack of childcare arrangements appears to be a significant barrier for Pacific students.
e) Course tutors

A number of studies have suggested that having course tutors of the same ethnic group, and providing support for minority students, are important strategies in the students successfully completing full-time health courses. However, there appears to be a limited number of Pacific tutors and support for Pacific students in public health in New Zealand.

There are very few Pacific health professionals employed in mainstream professional health education programmes (Douthett and Bennett 1997). The authors also note that there is no continuity or specific policy that Pacific health is acknowledged within these programmes. Often if there are lectures on Pacific health they are given by non-Pacific people.

The lack of appropriate support structure for Pacific health students, and a lack of appropriate mentors to offer students guidance, was noted by Douthett and Bennett (1997). Lack of support can enhance the feelings of isolation and may contribute to the dropout rate among Pacific students.

f) Training strategies for Pacific public health workers

The surveys conducted by Phoenix Research (2003/04) suggest that training is of much greater concern to Pacific organisations than public health organisations overall. Access to training resources is a particular concern for Pacific organisations compared with all public health organisations. 

The Phoenix Research surveys also indicate that the following are especially important to Pacific public health employees compared to their counterparts of other ethnicities when considering tertiary study: available in the region; culturally focused; public health focused.

Training strategies which specifically relate to the Pacific public health workforce (mainly drawn from Douthett and Bennett 1997) are:

· Appropriate adult learning models that acknowledge existing skills is important for Pacific community health workers, many of whom have substantial experience and knowledge of their communities
· The need to incorporate a cohesive understanding of Pacific ways.  Pacific people have a holistic approach – this needs to be reflected in the training and resourcing of the Pacific public health workforce (i.e. a broad rather than a narrow definition of public health worker) 
· The need for Pacific clinicians to develop their cultural skills. Pacific doctors and nurses who have worked in mainstream services for some time may not have very strong community links. They may attempt to fit Pacific peoples into the mainstream health system without considering the implications of their actions. Therefore workforce development for this group should involve linking these workers to their communities

· Opportunities to integrate their theoretical base with practical skills is important for Pacific tertiary graduates. Often these young people are New Zealand born, and have the academic skills to work within a bureaucratic environment.  However, they are not sufficiently mature to be acceptable to Pacific communities. 

Note that the study was conducted some time ago, so it is difficult to know the extent to which the findings still hold true. However, our interpretation of these findings is that the industry training model (i.e. work-based learning offered by ITOs) may be particularly relevant. 
5.2.5 Cultural training

As noted by the Mental Health Commission (2001), in locations with large numbers of Pacific people, it is possible to set up health services specifically geared to the needs of Pacific people. However, most Pacific people accept that they will have to use mainstream services. It is therefore essential that those services recognise and respond to the needs of Pacific people.

The Mental Health Commission (2001) suggests that all agencies that provide mental health services to Pacific people need knowledge and understanding about, amongst other things: the diversity within different Pacific cultures with regard to language, customs, traditions and rules of conduct; and the central importance of language, family, religion and traditions in Pacific cultures. However, the Commission notes that some mainstream health services fall well short of providing culturally appropriate and sensitive care to Pacific people.

Cultural training in health is examined by a number of overseas commentators (mainly in the US). Three broad conceptual approaches have been developed, primarily based on the work on Betancourt (2003):

· Cultural sensitivity and awareness approach. This is “based on the attitudes central to professionalism – humility, empathy, curiosity, respect, sensitivity and awareness of all outside influences on the patient”. The primary focus of this approach is to expand trainees’ awareness of the impact of sociocultural factors, such as culture, racism on patients’ health attitudes and behaviours

· Mutlicultural or categorical approach. This emphasises the acquisition of knowledge about the attitudes, values, beliefs and behaviours of individual cultural groups. However, it risks promoting stereotypes

· Cross-cultural approach. This focuses on developing communication skills and tools for providers to “be aware of certain cross-cutting cultural issues, social issues, and health beliefs while providing methods to deal with information clinically once it is obtained”. These include tools to help providers to better understand patients’ conceptions of health and illness, methods to assess patients’ social contexts and strategies to facilitate patient-provider negotiation and participatory decision-making.

The key point here is that the first and last of these two approaches (which appear to be accepted as the most effective) imply a broad approach to cultural training, as opposed to treating each culture as a silo. In other words, they imply that cultural training in relation to Pacific people should be integrated into a wider programme of cultural training.

A limited number of studies have evaluated the impact of cross-cultural education strategies on trainees, in part because of methodological limitations. Several studies, however, have demonstrated gains in trainees’ cross-cultural knowledge and skills following training.    

5.2.6 Leadership development

Health care systems and structural processes of care are shaped by the leadership that designs them (Ministry of Health 2004). Therefore identifying and developing potential and existing leaders is a vital workforce development strategy.
a) Career development for Pacific health workers

A number of barriers exist in Pacific health workers developing their careers:

· Institutional and peer discrimination that create inappropriate perceptions about their skills and competencies (Ministry of Health 2004)

· Feeling trapped on a short career ladder was identified by Pacific people in a survey of public servants by the State Services Commission (2004)

· The lack of training and orientation programmes was identified by Pacific nurse managers in the survey of Pacific nurses (Koloto and Associates Ltd 2003). More than half reported that they did not receive any specific training for their current management positions.

These findings are supported by those from the Phoenix Research (2003/04). Pacific organisations participating in the surveys noted the lack of a limited career pathway as the issue that most affects staff retention, and were more likely than public health organisations overall to cite this issue.

b) Review of existing public health leadership programmes 
A review of public health leadership programmes was undertaken for the Ministry in 2004 (Nichols-Dunsmuir 2004). In relation to the public health workforce in general it noted that:

· Career development in public health has three components: technical (ie public health expertise), managerial and leadership skills

· Sometimes public health practitioners have been appointed to leadership positions without leadership and management training, and sometimes managers have been appointed without specific public health knowledge

· The public health workforce is becoming more diverse. When the PHD  considers leadership development, it needs to consider the workforce broadly

· Public health requires leadership at all levels, as public health is fundamentally about influencing policies and practices.

In relation to the Pacific public health workforce, the review noted that:

· Many in the Pacific health workforce carry the expectations of their communities to provide leadership

· On average, Pacific public health practitioners have fewer formal qualifications than their counterparts in other ethnic groups. Therefore leadership development programmes must take this into account

· Perceptions of leadership have a significant cultural basis. Therefore approaches for Pacific public health leadership development should be driven by those with the necessary cultural understanding

· The PHD (and other agencies) have previously purchased some management training for the Pacific workforce. Lessons from these programmes should be reviewed as part of establishing future approaches

· Scholarship funding, and learning support for Pacific students, are ways to assist the achievement of formal qualifications to provide a foundation for leadership.

The review also included an assessment of ten existing public health leadership development programmes, both in New Zealand and overseas, against a number of criteria. The two most relevant to Pacific people are:

· The “Leadership and Management Programme” (LAMP), developed by the DHBNZ and targeted at senior health managers, scored most highly.  DHBs have used the LAMP programmes for key Maori and Pacific leaders in DHBs and NGO setting.  However, LAMP was considered to only partially meet the needs of Pacific people

· The “Mental Health and Addictions Management and Leadership Programme”, provided by Blueprint Centre for Learning, also scored very highly. This programme is described in the review as an “interesting model”, but the focus of the programme is solely mental health.  

The recommendations from the review included that the PHD:

· Should firstly consider its own role in public health leadership development, taking account of other initiatives

· If it wishes to fund a new leadership development programme, should approach DHBNZ to initiate discussion on the potential for the LAMP programme to incorporate a public health stream

· Should consider how best to advance Maori and Pacific leadership in public health, and how to align its approach with its decisions regarding leadership development. 

c) The Pacific Health Leadership Programme

The Pacific Health Leadership Programme was a key initiative by the Ministry of Health to develop leaders in the Pacific Health sector. It came out of the Pacific Health and Disability Action Plan in terms of developing Pacific providers. Initially the pilot course was in 2002 and involved 30 Pacific leaders. A second course in 2003 involved another 14 leaders.  Feedback from the courses highlighted the importance of linking the programme to a University to enable it to count towards a post graduate level qualification.  

In 2006 the programme has been developed by the University of Canterbury in consultation with the Ministry of Health, the Leadership Development Centre, District Health Boards New Zealand, Niu Vision Group Ltd and senior Pacific health and community leaders, to produce a distinctive leadership development experience which recognises different learning and leadership styles.

5.2.7 Recruitment issues

a) Barriers

A number of studies note the low representation of Pacific people in public health, but few explicitly examine the reason for this. Many of the contextual factors which we discuss in section 3 are likely to be important. 

The four most commonly cited barriers to participation in nursing from the perspective of active Pacific nurses were the high costs of training, family and community responsibilities, lack of support from training institutions and English as a second language (Koloto and Associates Ltd 2003).
b) Strategies targeting Pacific people
Activities to improve the participation and development of Pacific people (and other under-represented groups) in the state sector was examined by the State Services Commission (2004).

The Commission noted that between 1991 and 2003 activities undertaken by department to improve the participation of Pacific people included scholarships, career development programmes, assertiveness training for Pacific women, Pacific staff newsletters, mentoring schemes, networks for Pacific staff, cadet training schemes and management courses. It highlights two major areas where attention should be directed:

· Performance management systems should recognise the specific skills of Pacific employees, and that such skills are valued as an essential part of reflecting New Zealand’s diversity

· Offering opportunities for development, including formal qualifications.
c) Strategies targeting Pacific youth

Strategies targeting Pacific youth to influence their career choice were identified by the Ministry of Pacific Island Affairs (2003):

· More access to Pacific role models in (non-traditional) industries

· Development of clearer pathways to success (e.g. work experience)

· Greater encouragement and support (e.g. partnerships between families, schools, churches, pacific communities and government)

· Adequate and accessible information

· Regular follow up

· Resources (e.g. scholarships).
d) Scholarships

The State Services Commission (2004) reviewed the impact of Equal Employment Opportunity (EEO) scholarships across the public service in relation to three groups – Maori, Pacific peoples and people with disabilities. As at February 2003, ten departments offered a total of 15 scholarships for graduate of post-graduate study by Pacific people. Almost all were offered for one year, and the dollar value was usually between $3,000 and $5,000, and paid vacation employment was common.

All departments stated that the EEO scholarship programme had had a positive impact on their business. Some departments that had offered scholarships over a number of years were able to state that scholarships had definitely improved the recruitment of Pacific people into their departments. Others had not seen an impact on the representation of Pacific people, mostly due to the fact that the scholarships had been in place for too short a time to draw any conclusions. However, benefits other than changes in the statistical profile were noted – including enhanced workplace culture, and increased goodwill within Pacific communities.

e) Increasing diversity and affirmative action policies

Many of the recruitment strategies essentially relate to increasing the representation of an under-represented group (Pacific people) in an industry (public health). In other words, strategies aimed at increasing workforce diversity which apply in other settings are likely to be relevant to the Pacific public health workforce. 

Holzer and Neumark (2004) note the controversial history that affirmative action has had in the US. Specifically, they comment that survey data in the US suggest that whites are much more sympathetic to special recruiting and training efforts targeted towards minorities and women than to “preferential treatment” in hiring and promotion. 

The authors recommend that employers focus on search methods (recruitment and screening) that are non-traditional for them but that enable them to find qualified women and minorities. This is particularly important in the presence of imperfect information among employers and minority/female applicants. The suggested search methods involve obtaining more information about each candidate and paying less attention to more obvious but potentially noisier signals of quality (such as education, previous employment and criminal history). In addition, affirmative action may lead employers to engage more intensively in activities such as training to bring otherwise less qualified women and minorities “up to par”. 

The key point here is that affirmative action policies appear fundamentally to relate to improving HR practices, for example using a broad range of recruitment techniques.

However, a number of overseas studies comment on the lack of research evaluating the effectiveness of affirmative action programmes. Several commentators note the significant investment in such programmes, with little improvement in “hard” outcomes.

In a paper which considers diversity initiatives, the Treasury (2001) suggests that it is desirable to experiment with a portfolio of such initiatives, but with a strong requirement for robust evaluation of effectiveness against clear key outcome measures. Therefore priority should be given to initiatives that are susceptible to such evaluation. The outcome measure should be small in number and selected for their likely effect on a fuller range of other outcomes. 

5.2.8 Pay

Pay clearly plays a key role in the relative attractiveness of an occupation.  Table 9 presents data from the 2001 Census. It compares the median income of Pacific people and all employed New Zealanders, in occupations relating to public health and across all occupations. Note that the definitions of public health are those contained in section 4, and so the same caveats apply. Overall, the data tend to imply that relative pay in public health may not be a major barrier for Pacific people.

	

	Table 9 Median personal income 

$ pa, 2001

	Pacific ethnic group

All ethnic groups

Pacific as % of total

Total public health

28,094

28,607

98

Total all occupations in New Zealand

23,199

27,698

84



	Source:
Statistics New Zealand 2001

	


5.2.9 Retention

Retention of existing workers is clearly a vital component of any workforce development strategy. It makes more sense to direct effort to retaining the existing stock of workers than to recruit new ones. 

Phoenix Research (2003/04) makes the following points based on its survey of public health organisations (note the methodological points discussed in section 4):

· The single staffing issue of most concern at present to Pacific providers is the recruitment of staff, whereas the single biggest foreseeable issue in three to five years is the retention of staff
· Retention issues that are significantly more common within Pacific organisations include limited career opportunities for employees and uncertainty of total funding

· Techniques to improve retention are used less frequently by Pacific organisations than public health organisations as a whole

These findings tentatively infer that HR practices amongst some Pacific providers may be of concern. However, Phoenix Research’s survey of employees suggests that Pacific public health employees
 appear to have relatively high levels of job satisfaction and reasonable rates of job retention. For example, there was a stronger certainty amongst Pacific respondents that they will still be working within the public health workforce in the next five years. And 71% of Pacific respondents have worked in public health for between three and fifteen years. They also value a number of factors about their current job (eg “supportive employer”) more than their counterparts of other ethnicities. So this appears to present a somewhat more positive picture on retention to the findings of the organisation survey.

However, concerns around workforce practices amongst Pacific providers is supported by some other studies. The Mental Health Commission (2001) notes that there are issues concerning the quality and sustainability of Pacific services, including provider infrastructure and management, the skills of the workforce and service standards. More generally, poor HR practice within DHBs was noted by Hatcher et al (2005) in a study of the mental health workforce, and was raised repeatedly by respondents in the study’s interviews and questionnaire responses.

The importance of retention strategies was observed in a study of Pacific mental health workers by the University of Auckland (2004). Retention was considered a higher priority than recruitment. “Invest in our own first” was a theme from the fono of Pacific mental health workers who participated in the study. Upskilling current Pacific staff to fill clinical and management positions was considered integral to valuing experienced Pacific staff. The few currently professional Pacific mental health clinicians are often enticed by other more lucrative fields of work. 

A study of public servants (State Services Commission 2004) identified that the turnover rate for Pacific staff was lower than for non-Pacific staff. However, there was a higher turnover rate for Pacific people in the 35 to 44 years age group, compared with non-Pacific people in this age group. This is important because this age group is considered the labour pool for potential managers. There appears to be a link between retention of Pacific employees and their access to career development opportunities.

In conclusion, the findings from the literature are somewhat mixed on the extent to which retention is an issue in the Pacific public health workforce. Having said that, access to career development opportunities does seem to be an important factor in retaining these workers. 

5.2.10 Workforce development of specific occupations
a) Community health workers 
As noted in the Phoenix Research surveys (2003/04), community health workers appear to play an important role (in terms of relative share of workers) in Pacific public health organisations. 
The phrase “community health worker” appears to be interpreted in a number of ways in different contexts. Douthett and Bennett (1997) define “community health workers” in a very broad sense: “a Pacific person working with any aspect of health with Pacific communities”. They identify three groups of community health workers:

· The first group is characterised as being born in the Pacific Islands, being of mature age, and having high credibility among their own Island community. These people, generally women, have a history of volunteer work with their own community, primarily within their own cultural group.  However, they have limited exposure to the New Zealand heath and education systems and English is often a second language

· Health clinicians including doctors and nurses, who have been part of the mainstream health system for a number of years and may not have strong community links

· Tertiary graduates (medical, nursing and sociology etc), who are mostly New Zealand born.

Community health workers can potentially play a key role in bridging the gap between the health sector and the Pacific community. The importance of identifying and training people with the appropriate standing in Pacific communities is noted by Douthett and Bennett (1997). They cite the Women’s Health Project, started in Auckland in the early 1980’s as an example of success. The Project encountered many challenges, but overcame these to deliver information requested by Pacific communities, and to train women who had been identified by the communities as appropriate health educators.

Community health workers as an occupation face some specific challenges, as noted by Salmond and Bowers (1997). Other health workers often do not take community health workers seriously. Public health nurses and social workers may feel threatened by them. General practitioners may not fully understand the role of community health workers. With low status and low pay, those with qualifications quickly move to other positions. Those without qualifications may find it difficult to cope with the range and complexity of the work. Pacific community health workers may have to balance the expectations of their employers with those of their community.

Douthett and Bennett (1997) note the important role that volunteers play in the community health workforce. Pacific health promotion educators currently working part-time is a potential source of labour identified by the authors. They suggest that they could be employed by Pacific organisations on a full-time or more regular part-time basis, as opposed to the current session-by-session basis. 

b) Public health physicians

Public health physicians form a relatively small part of the practising public health workforce, but serve in crucial roles, e.g. chief health official, senior clinician in epidemiology, disease control, etc. The need to retain and strengthen the physician’s voice in interdisciplinary public heath practice has been suggested by some commentators. Public health physicians are likely to occupy key positions on both sides of the public health practice/academic divide, and so are well placed to provide bridge-building leadership.  

However, the disproportionate investment in workforce development of public health physicians is noted by several commentators, including Salmond and Bower (1997). 

More broadly, all physicians should understand and contribute to public health (Gebbie et al 2002). The inference from this is that training programmes for (non-public health) physicians should contain a public health component.

c) Bilingual workers

The importance of language barriers in accessing health care is noted by  Young (1997). Strategies targeting specific groups of workers have been identified by Barwick (2000):

· Bilingual health professionals – an effective strategy but such people are hard to recruit

· Bilingual community health workers – a good strategy to improve access

· Bilingual employees who function as interpreters in addition to their other duties – low cost strategy but care needs to be taken re diverse training requirements

· Professional interpreters – expensive and may lack medical knowledge.
d) Which is most important for workforce development?

There are arguments for resources and effort to be targeted on the development of Pacific workers in a number of occupation groups:

· Physicians are often in leadership roles and have a wide sphere of influence within mainstream services. However, they may be less in touch with Pacific communities than other groups. In addition, the workforce development of physicians already attracts significant resources

· Community health workers play a key role in Pacific communities. Their holistic approach and strong community links suggest that they should be a focus for development. However, their contribution may be less well recognised in the wider (non-Pacific) community

· Pacific negotiator is a role identified by Douthett and Bennett (1997).  This role can act as a buffer or go-between between the Pacific and mainstream systems and is comfortable with both systems. 

5.3 Matching process

In this section we examine the final part of our “needs assessment” framework – the labour market matching process. If the labour market is working well, then people with the right competencies are matched to the right job.
5.3.1 Indicators of matching

Employers base their recruitment decisions on their understanding of service needs, and the availability of labour to meet their needs. Pacific workers base their employment decisions based on their understanding of relative opportunities and rewards. So presumably the best employment decisions are being made, given the current information available and existing preferences. However, in some instances demand and supply may not be well matched.

The surveys conducted by Phoenix Research (2003/04) shed some light on possible mis-matches between the demand and supply of Pacific public health workers:

· The vacancy rate in Pacific public health organisations was double the rate in public health organisations in general, with 10 vacancies to 114 positions, a vacancy rate of 9% (compared with 4% across all public health organisations)

· Staffing issues were of most concern to Pacific organisations. Pacific organisations were more concerned with staffing issues (50%) than were all public health organisations (37%) 
This data tentatively suggests that that there was an under-supply of Pacific public health workers relative to demand when the survey was conducted. Note, however, that the sample size on which this data was based was very small.

5.3.2 Improving the matching process

a) Education and training

Education and training policy is one of the matching “filters” that regulate the flows into the health workforce. Some key matching issues in this area are: the time lags between decisions related to education and people coming out at the other end with new competencies; the limited flexibility to switch between different occupations. Both put employers at risk of a lengthy mis-match between the competencies needed and those available. Employers will have better information than students and educators about current and emerging labour market conditions. 

Schools and education institutions play a key role in providing students with information on career options. In a study comprising fono with Pacific youth, the Ministry of Pacific Island Affairs (2003) noted that Pacific youth felt there was not enough information available to them on opportunities in ICT, business, research and other emerging industries (ie non-traditional industries). Many Pacific school students participating in the study did not use the services of their school careers advisor, partly due to lack of accessibility. They also felt that some careers advisors had low expectations of them and recommended options based on these low expectations. 

So one way in which the matching process can be improved is by providing better information to Pacific students on opportunities in public health.

5.3.3 Other matching considerations and opportunities

The diversity of Pacific peoples is a key issue when considering appropriate information channels to improve the matching process. Pacific people are not one homogenous group, and it is important to recognise the range of languages, cultural issues and social organisations amongst different groups of Pacific people. New Zealand born Pacific people are likely to respond to different communication channels to Island-born Pacific people. So a “one size fits all” communication strategy is likely to be inappropriate. 
Successful communication campaigns targeting Pacific people may provide some insight into effective matching mechanisms. For example, the effective meningococcal B campaign in South Auckland is in part attributed to the work which Counties Manukau DHB undertook with churches. There may be some lessons from this experience which can be applied in a labour market context.

5.4 Roles in workforce development
An important consideration in the development of the Pacific public health workforce is: what is appropriately undertaken by central government, and what should be undertaken at local level (ie by employers)? HWAC (2003) states that: “the approach of central agencies (to workforce development) should be more informative and technically supportive, more consultative and collaborative in its initial form, with intervention if minimum standards are not met.” Table 10 suggests roles for the centre and those to be undertaken at a local level, and is based on a framework developed by the Canadian Joint Task Group on Public Health Human Resources. 

	

	Table 10 Workforce planning activities in public health

	Factor

Activities for the centre

Activities at local level
Population health needs

Identify common tools to assess health needs.

Determine how data will be collected & analysed.

Identify, quantify and project population and health needs.

Management, organisation and delivery of services

Confirm public health competencies.

Identify core public health services that should be provided by all providers.

Negotiate agreements to share resources.

Develop emergency response plans.

Make decisions about how public health services will be organised and delivered.

Financial resources

Develop funding formulas for planning public health programmes.

Establish funding levels for public health services.

Education

Identify the competencies required to provide public health services.

Develop strategies to align public health programmes with the public health sector’s needs.

Develop standards for new public health education programmes.

Develop continuing education programmes.

Negotiate with education providers.

Fund education programmes.

Establish standards, expectations and incentives for continuing education in public health.

Supply (including recruitment and retention)

Develop a consistent approach to collecting data on the public health workforce.

Identify strategies/best practices in recruitment, retention, legislation, working environments.

Use data to assess capacity and identify gaps.

Implement recruitment & retention programmes.

Utilisation and deployment

Assess different models of best practice.

Research other ways to use technology and other strategies to deploy public health workers.

Make decisions about how to deploy public health worker.



	Source:
NZIER, adapted from the Canadian Joint Task Group on Public Health Human Resources (2005) 

	


5.4.1 District Health Boards

DHBs have a statutory role to promote, protect and improve the health of their populations. They are responsible for developing workforce development plans that are consistent with the DHBNZ “Workforce Action Plan” for inclusion in their district annual plans.

The Pacific Health and Disability Workforce Development Plan (Ministry of Health 2004) recognises that DHBs and Pacific providers are best positioned to work with local communities to achieve the size and mix of the workforce that is required to meet their Pacific communities’ needs.

5.4.2 Primary Health Organisations

The primary health care strategy tasks Primary Health Organisations (PHOs) with a public and population health focus. In particular PHOs are funded for health promotion with a focus on reducing inequalities.

The public health workforce development requirements of PHOs was explicitly considered in a study by Massey University  (Penney et al 2003). The study’s conclusions included that:

· There will have to be planning for population health and health promotion workers and clinical workers within PHOs and public health workers outside

· Workforce development should extend to the unpaid community workforce.

The recommendations included that each PHO nominate someone responsible for promoting and developing the population health and health promotion focus within the organisation, and that a process be set up to support these champions based on a formative evaluation process.

5.4.3 Public health providers

Employers in public health organisations clearly play a pivotal role in the development of the Pacific public health workforce. They are making the decisions as to who to recruit and train to best meet the needs of their business.  

The Mental Health Commission (2001) notes that Pacific providers report problems with a shortage of skilled staff and not being able to meet demands due to limited funding arrangements. The Commission also notes the importance of Pacific organisations demonstrating strong governance, management and accountability processes so that funders can contract with them.

5.5 Summary and implications

There are several factors which suggest that Pacific people should be a focus for future public health activities:

· The projected growth in the Pacific population

· The youthfulness of the Pacific population - public health services tend to target the young

· The poor health status of Pacific people, and the predominance of lifestyle-related diseases that are amenable to public health interventions through large scale health promotion. 
The key issues we have identified which affect the volume, quality and developmental needs of the Pacific public health workforce are:

· The demand for Pacific services – and a Pacific workforce - is driven in part by the preferences of Pacific people. If a Pacific public health workforce is preferred by Pacific people, then increasing the number of Pacific public health workers should enhance the uptake of services. However, choice in service provision is important; Pacific people are culturally diverse, and Pacific services are not preferred by all Pacific people  
· The Pacific population is projected to grow strongly, and is a youthful population. There is a large and growing pool of New Zealand-born Pacific people, which represents a significant opportunity for future labour supply
· Pacific youth have strong aspirations and a desire to be formally qualified. However, some appear to struggle to realise their aspirations. This implies that providing better information on labour market opportunities, and practical steps on how to achieve these opportunities, is important

· Developing career pathways is important. A lack of career development opportunities appears to be a significant theme in the literature. Pacific health workers feel trapped on a short career ladder. They are keen to have their skills formally recognised. However, formal career pathways are less prevalent in the non-registered public health occupations – those in which Pacific people are more highly represented – than in the registered ones

· There is mixed evidence on which public health roles should be a focus for workforce development. Some evidence suggests that clinical roles should be a priority, whilst some suggests community health workers
· Improving employers’ HR practices will have a positive impact both on recruitment and retention. Some studies have raised concerns with regard to the workforce practices of Pacific providers. And strategies aimed at increasing workforce diversity essentially relate to increasing the breadth of recruitment techniques used by employers
· Cultural training for mainstream services is important, especially in those parts of the country where Pacific services are not viable. The most accepted approaches to cultural training imply a broad approach, as opposed to treating each culture as a silo. In other words, they imply that cultural training in relation to Pacific people should be integrated into a wider programme of cultural training.

6. Alignment with the PH WDP

In this section we consider what the evidence we have assembled implies for the “themes” identified in the draft PH WDP (dated 26 July 2006.) In particular, we attempt to provide a sense of the relevance of each theme to the Pacific public health workforce. However, note that these are not intended as definitive or prescriptive suggestions. In particular, the ideas outlined here will be further developed in the stage two fono and interviews.
For each theme, where relevant we use the Phoenix Research surveys as a starting point, and then consider the findings from the remainder of the literature. Note that the sample size in relation to the Pacific public health workforce in the Phoenix surveys is very small (see section 4). This means that many of the variations in the findings for Pacific respondents compared with the total respondents are not statistically significant, and so should be treated with caution. Also note that the surveys were conducted in 2003/04.
6.1 Theme one: training and education

The Phoenix Research surveys suggest that training is of much greater concern to Pacific organisations than public health organisations overall. Access to training resources is a particular concern for Pacific organisations compared with all public health organisations. These organisations also note the lack of a limited career pathway as the issue that most affects staff retention, and were more likely than public health organisations overall to cite this issue. Interestingly, though, the Pacific public health employees were no more likely than other public health employees to cite the lack of a career path as a cause for disliking their current role. 
A lack of career development opportunities, noted by Pacific organisations in the Phoenix Research surveys, is a theme identified in the remainder of the literature (see for example State Services Commission 2004). Therefore the development of career pathways based on formal qualifications appears to offer several opportunities. Firstly, it would formally recognise the skills that Pacific public health workers bring to their roles. Secondly, if the qualifications are undertaken in the workplace environment (as opposed to being a prerequisite to entry), this could assist in removing the barriers that currently preclude some Pacific people from entering public health careers.
The importance of cultural training is highlighted in the literature. Pacific services (“by Pacific for Pacific”) are viable in those locations with high concentrations of Pacific people. It is therefore vital that mainstream services are responsive to the needs of Pacific people in other areas, where Pacific people may have no choice in service providers. This means that workers (Pacific and other) in mainstream services require training in cultural competence and Pacific health beliefs.

Some commentators (see for example Betancourt 2003) note the importance of avoiding stereotypes in cultural training. He essentially advocates cross-cultural or cultural awareness training, to develop appropriate attitudes and skills across a range of cultures and patient contexts, as opposed to treating each culture as a silo. In other words, this implies that cultural training in relation to Pacific people should be integrated into a wider programme of cultural training rather than undertaken in isolation.
Overall, we conclude that this “theme” is very relevant to the development of the Pacific public health workforce. The development of career pathways based on formal qualifications, and cultural training, seem to be priorities.
6.2 Theme two: Maori public health workforce development

A detailed analysis of Maori workforce development issues is outside the scope of this study. However, it is useful to briefly draw comparisons between Maori and Pacific public health workforce development issues.

A number of commentators (see for example Agnew et al 2004, Barwick 2000, Salmond and Bowers 1997) note the similarities between Maori and Pacific public health workforce issues:
· Maori and Pacific people are both socially and economically disadvantaged compared with other New Zealanders, and experience a range of health problems

· Maori and Pacific providers use holistic models of care

· Maori and Pacific peoples see community health workers in cultural contexts

· Maori and Pacific peoples do not draw tight distinctions between personal and population approaches to health
· Success generally comes when services and other public health initiatives are provided with and by local people.
However, as noted by Salmond and Bower (1997), there are important distinctions to be drawn between Pacific people and Maori:

· Pacific people are not as culturally homogenous as Maori

· Unlike Maori, Pacific people are not tangata whenua and do not have treaty rights. They do not have the same social, economic or political resources to promote their claims. 

We conclude that many of the workforce development issues facing the Pacific public health workforce are likely to be similar to those facing the Maori public health workforce. However, as noted by Mandiberg (1996): “whole models cannot and should not ever be lifted out of social, cultural and economic contexts and imposed elsewhere”.
6.3 Theme three: Pacific public health workforce development

The development of the Pacific public health workforce is clearly at the heart of this study. However, we do not repeat the key findings from the needs assessment in isolation here. Instead, we have used the other themes in this section to frame those findings.

6.4 Theme four: public health professional development

The lack of a formal career pathway appears to be an important theme identified in both the Phoenix Research surveys and the wider literature. The occupations in public health in which Pacific people are more strongly represented are the unregulated ones, such as community health worker. These occupations  lack a professional infrastructure, standards or robust career pathways (draft PH WDP 2006). 
There are several occupation groups which appear to be especially relevant in the context of professional development. Physicians have a wide sphere of influence within mainstream services, but may be less in touch with Pacific communities than other groups, and the workforce development of physicians already attracts significant resources. In contrast, community health workers play a key role in Pacific communities, but their contribution may be less well recognised in the wider (non-Pacific) community. It is debatable which of these two occupation groups contribute most to improving Pacific health gain, and therefore which one should be a priority for workforce development initiatives.
In terms of leadership, Nichols-Dunsmuir (2004) recommends that PHD should consider how best to advance Maori and Pacific leadership in public health, and how to align its approach with its decisions regarding leadership development. She also notes that a number of existing public health leadership programmes seem relatively well placed to meet the needs of Pacific people. 

We conclude that developing career pathways, especially in relation to the unregulated occupation groups, appears to be important in the context of the professional development of the Pacific public health workforce. 

6.5 Theme five: workforce development for the wider public health workforce

Pacific people have holistic views of health that incorporate beliefs and values relating to family, culture and spirituality. In addition, Pacific people face multi-dimensional social and economic problems. In combination, these factors have important implications for the development of the public health workforce, both mainstream and Pacific. 
One implication is that a wide, as opposed to a narrow, definition of the public health workforce is relevant to achieving health gain for Pacific people. Lateral thinking is required here. For example, the workplace could be a church, and the worker a Pacific volunteer (see Barwick 2000 for church-based public health programmes targeting Pacific people).
There are opportunities in looking at things this way. In particular, there is a large pool of Pacific social workers. As well as using this group to achieve public health outcomes, there may be opportunities for developing career pathways from social services into public health and vice versa. In addition, there appears to be a significant number of Pacific volunteer workers. Again, this group can be seen as part of the public health delivery arm. And it may be possible to employ and upskill people from the existing pool of volunteers, bringing them from the informal into the formal workforce.

Using a wide definition of the public health workforce does, however, present some challenges. We are conscious that PHD is primarily concerned with identifying strategies for those parts of the public health workforce within its direct sphere of influence. However, a range of evidence suggests that strengthening the public health capacity of the wider public health workforce (both within the health sector and outside the sector) is important in the context of achieving health gain for Pacific people. We therefore conclude that this theme is very relevant to the development of the Pacific public health workforce.
6.6 Theme six: workforce planning

HWAC (2002) notes that: “workforce planning in New Zealand has had a chequered history over the last 25 years…Prescriptive central planning based on detailed estimation of the required numbers of individual practitioners is no longer adequate to address strategic issues. There is, however, a need to establish the level of responsibility for various aspects of workforce development. Some activities require central support, while other are more appropriately the responsibility of employers with support and co-ordination from a central unit. These issues require broad sector debate.” 

Labour markets are complex. Compared with central agencies, employers and employees have better information on the many issues which affect the labour market, which include relative wages, changes to service delivery and work practices, consumer preferences, and the costs and benefits of training. Therefore employers are better placed than central government agencies to lead the decisions in developing their workforce (de Raad 1998). 

What central agencies can do is facilitate the thinking and communication among employers (and educators and professional bodies), and ensure employers have a good understanding of the long-term health context. Some of the literature we have reviewed implies that improving HR practices in general is important to increasing workforce diversity. So identifying, promoting and encouraging best practices in workforce development amongst public health employers may be an appropriate role for central agencies. 
6.7 Theme seven: supportive workplace environments

The Phoenix Research surveys indicate that staffing issues are of most concern to Pacific organisations both now and in the future, and are more of a concern to Pacific organisations than public health organisations overall. This is supported by the high vacancy rate in Pacific organisations – over double that for all public health organisations. The single staffing issue of most concern at present (ie the time of the survey) is the recruitment of staff, whereas in three to five years it is the retention of staff. However, Pacific organisations are less likely than other public health organisations to use techniques to improve recruitment and retention.

These findings imply some possible concerns around the HR practices amongst some Pacific organisations – Pacific organisations are concerned about staffing issues but do not appear to be adopting strategies to address these issues. These concerns are supported by other evidence both in relation to Pacific organisations (see the Mental Health Commission 2001), and more widely within the health sector (see Hatcher et al 2005). 

However, the  findings from Phoenix Research’s employee survey on the satisfaction and experiences of Pacific public health employees appear somewhat more encouraging than those from the organisation survey. Pacific public health workers have higher levels of job satisfaction, value a number of factors about their current job more, and have a stronger certainty that they will still be working within the public health workforce in the next five years, compared with their counterparts of other ethnicities. So overall it is difficult to know the extent to which a poor working environment is a problem for the Pacific public health workforce. Having said that, a range of evidence suggests that developing supportive workplace environments (by improving HR practices etc) should have a positive impact on both the recruitment and retention of the Pacific public health workforce. 
6.8 Theme eight: public health careers
Pacific youth have strong aspirations, but some appear to struggle to realise these aspirations. This implies that providing better information on labour market opportunities, and practical steps on how to achieve these opportunities, is important. 

However, a number of contextual factors suggest that promoting public health careers to Pacific people is likely to have limited effectiveness in the short term. These factors include the current patterns of education and employment for Pacific people. Having said that, the projected growth in the Pacific population of working age and the youthfulness of that population offer some opportunities for future labour supply.
The literature (see for example the Ministry of Pacific Island Affairs 2003) has identified a wide range of strategies which could be used to promote careers – public health and other - to Pacific people. These include access to role models, improved information, clear career pathways and scholarships. However, there is limited evidence available as to the effectiveness of these strategies. The Treasury (2001) recommends that it is desirable to experiment with a small portfolio of initiatives (to increase workforce diversity), but with a strong requirement for robust evaluation.   

6.9 Summary and implications

The Phoenix Research surveys appear to paint a picture in which Pacific organisations are concerned by staffing and training issues, but are less likely than other public health organisations to use techniques to improve recruitment and retention.   

Many of the findings from the Phoenix Research surveys are supported by the remainder of the literature, especially in relation to the importance of developing career pathways and career development opportunities. However, one area in which the findings are somewhat mixed is that relating to the current satisfaction (and retention) of the existing Pacific public health workforce. The Phoenix Research surveys indicate a reasonably positive level of satisfaction of Pacific public health workers with their current employer, whilst other studies are somewhat less upbeat.
Many of the themes outlined in the draft PH WDP appear to be relevant to the development of the Pacific public health workforce, in particular “training and education” and “workforce development for the wider public health workforce”. Therefore a question which arises is: to what extent should strategies be specifically tailored to the Pacific public health workforce (as opposed to the public health workforce in general)? Such strategies will be explored further in the second stage of this study.
7. Strategy development and implications for stage two
This section presents our interpretation of some of the key strategy issues and options arising from the findings from the literature. Note that the purpose of this stage of the study is to identify options which can be tested more fully at the stage two fono and interviews. In other words, we do not present definitive recommendations here. 
7.1 Areas for strategy focus 
A prime objective of this study is to identify practical solutions to develop the Pacific public health workforce. However, in general terms the literature we have found describes the problems and issues, but contains limited suggestions for strategy development. In addition, few of the strategies identified in the studies appear to have been evaluated. 

Rather than present prescriptive “solutions”, we outline some preliminary suggestions for strategy focus (identified in bold and italics below), and our rationale for those areas of focus.
Identify those services that connect with Pacific people, and consider how they can best be used to achieve public health outcomes
Pacific people face multi-dimensional social and economic problems which impact on health outcomes. This suggests that a wide range of agencies (both within and outside the health sector) play an important role in  achieving health gain for Pacific people. For example, if social workers are already connecting effectively with Pacific communities, this occupation group could be viewed as part of the delivery arm for public health activities, and therefore as part of the wider public health workforce.

Provide employers with incentives to increase the reach and uptake of  public health services by Pacific people
A range of evidence suggests that the reach and uptake of public health services by Pacific people is currently sub-optimal. 
Providing employers with incentives to increase the reach and uptake of services is outcomes-focused, and gives employers flexibility in what services are delivered, where, how and by whom. Public health employers are best placed to judge the combination of inputs (including the Pacific public health workforce) required to meet the needs of their populations.
Provide employers with best practice recruitment and retention tools, including extensive search methods for new hires 
Some studies have highlighted concerns in relation to the workforce practices of some Pacific (and other) public health organisations. 

More generally, increasing the range of recruitment techniques used by employers appears to be important in increasing workforce diversity. This suggests that assisting employers to improve their workforce practices will have a positive impact not only on the Pacific public health workforce, but also on other groups under-represented in the public health workforce. 
Develop career pathways from school/tertiary education into public health, and from related careers such as social work
The development of career pathways associated with formal qualifications is an important theme identified in the literature. This should assist in both the recruitment and retention of the Pacific public health workforce.

The (relatively old) age profile of the public health workforce suggests that people are entering that workforce from other careers ie not just directly from school or tertiary education. This in turn implies that the career pathways should include a number of entry points.  
Encourage mainstream services to be more responsive to the needs of Pacific people
Given that increasing the supply of Pacific public health workers will be challenging in the short term, it is vital to increase the responsiveness of mainstream services to Pacific people. This is especially important in those locations in which “by Pacific for Pacific” services are not viable.
7.2 Fono and interviews
The fono and interviews will flesh out some of the issues and options we have identified in this report. It is important that the questions covered in the fono and interviews build on the findings of this report, and so are focused on priority areas. The broad priority areas that we have identified are:

· What does “public health” mean to Pacific people and what are the key interfaces between public health and Pacific communities?

· What are the key workforce development issues for the existing Pacific public health workforce (retention, career progression and pathways, training etc), and what strategies will be most effective in addressing these issues? 

· What strategies will be most effective to increase the number/representation of Pacific people in the public health workforce?

Note that we will use the findings from this report to develop lists of workforce development issues and potential strategies to address those issues. These lists will be used as prompts throughout the fono/interviews. 

The sample for the fono/interviews will comprise public health employers, both within public health units and in the wider DHB system. It will also include public health employees from a range of organisation types (i.e. Pacific and mainstream). In addition, Pacific community leaders and relevant government officials will be included.
Appendix A  Methodology

A.1 Literature review
This first stage desk research primarily comprised a literature review. The key focus of the literature search was on evaluated strategies to increase the representation of Pacific people in the public health workforce.

The databases and wesbites searched included Ministry of Health, Ministry of Pacific Island Affairs, District Health Boards New Zealand, Public Health Association of NZ, OECD, World Health Organisation and World Bank.

In addition a key word search was undertaken using the Google/Google scholar search engines. Keywords included Pacific, public health (occupations: physicians, nurses, health  promotion) workforce/labour/ labour market/workers/health workers, community, indigenous, minorit*, Aboriginal, multiracial, multicultural, barriers, disadvantages/advantages, program*, particapat*, strateg*, underrepresented.

A.2 Customised data requests

Customised data from the 2001 Census was obtained from Statistics New Zealand. The purpose was to assist in developing a “profile” of the Pacific public health workforce, broken down by age, gender, qualifications held etc. Data was obtained for the following 5-digit occupations from the New Zealand Standard Classification of Occupations (NZSCO) 1999:

· 12221 Health services manager

· 21423 Public health engineer

· 22251 Dietician and public health nutritionist

· 22315 Public health and district nurse

· 31514 Health inspector

· 32221 Dental therapist

· 33411 Social worker.

Customised data was also obtained from the Tertiary Education Commission (TEC) on the availability, enrolments and outcomes of training for Pacific people in public health. 

Appendix B  Occupation classifications

[image: image11.png]12221 Health Services Manager

Description:

* Controls and supervises the implementation and
enforcement of public health laws and regulations
(including dental)

Tasks:

* Directs campaigns to promote the health of the
community.

* Directs inspections of health institutions and public
establishments to ensure conformity with government
policy requirements and prescribed standards.

* Advises on measures (o improve public health

« Imposes quarantine to prevent spread of contagious
disease and orders decontamination of infected
places.

Training and/or experience required:

* 24 year degree, diploma or certificate plus 6 months
on-the-job training, Administrative, planning,
organisational, decision-making, communication and
analytical skills





[image: image12.png]21423 Public Health Engineer

Description:

« Investigates, designs and supervises the construction,
operation, maintenance and repair of engincering
works related to public health and hygiene.

Tasks:

« Specialises in the provision and operation of facilifies
for potable water supply, wastewater and solid waste
collection, treatment and disposal, and air pollution
prevention to protect public health and the
environment.

« Designs sewage treatment, water supply and refiise
disposal systems.

o Develops environmental health standards and checks
that these are met.

Training and/or experience required:
« 4 year university degree and/or registration. Design.
drawing, engineering, organisational and problem-

solving skills.




[image: image13.png]22251 Dietitian and Public Health

Nutritionist

Description:

« Plans and supervises the preparation of diets in
hospitals and other establishments and plans and.
exccutes health programmes o counter muritional
health problems in the community.

Tasks

« Confers with medical practitioners and other health
workers in instifutions o determine nutritional needs
of patients

« Plans diets and menus, supervises food preparation
and monifors patients” intake.

« Investigates the state of nutrition in the community.

« Advises on nutritional health promotion programmes

« Plans, coordinates and supervises nufritional elements
in health programmes.

« Participates in programmes of nuritional education

and rehabilitation for particular groups or in the
community.

Training and/or experience required:
« 4 year university degree plus 1 year post-graduate
training and/or registration. Administrative, diet-
evaluation, organisational, planning and

communication skills





[image: image14.png]22315 Public Health and District Nurse

Description

« Provides health education, promotion and disease
prevention activities and mursing care within the
communiy.

Tasks:

« Promotes and maintains the health of the individual,
family and community in a variety of sctfings,

« Provides a family-centred nursing service.

« Visits childeare centres, primary and secondary
schools and assists with health education,
immunisation and preventative medicine
programmes

« Visits places of work for health promotion and safety
of workers

Training and/or experience required:

« 3-4 year university degree, diploma or hospital-based
certificate, current annual practising certificate and/or
registration. Organisational, nursing. decision-making
and communication skills

Related Occupation:
« Registered Nurse - 22312




[image: image15.png]31514 Health Inspector

Description:
« Inspects public and domestic buildings and properties
and community areas to ensure the maintenance of

health and hygiene standards.

Tasks:

« Inspects restaurants and other public places to check
ventilation, sanitation, sewage and drainage
arrangements and other matters covered by public
health regulations.

« Investigates reports of infectious diseases and pest
infestations.

« Investigates sanitary conditions in manufacturing
plants producing food, drugs, cosmetics and similar
items.

« Inspects waste disposal sites to ensure pollution
control regulations are followed.





[image: image16.png]o Institutes legal proceedings and gives evidence in
court

Training and/or experience required:

« 24 year university degree or diploma plus 2 years
on-the-job training. Technical, research, analy tical,
problem-solving and communication skills.





[image: image17.png]32221 Dental Therapist

Description

« Performs diagnostic, preventative and some curative
duties in dentistry for pre-school and school children

Tasks:

« Teaches the principles of oral hygiene and the
prevention of dental disease.

« Examines and treats pre-school, primary and
intermediate school children

« Refers children with dental problems to a specialist if
necessary.

Training and/or experience required:
« Diploma or certificate in dental therapy. Technical
diagnostic, problem-solving and communication

skills.
O Unit Group 3223
Physiotherapists
Provide special medical services.






[image: image18.png]33411 Social Worker

Description:

« Provides social services to meet the needs of people
ina community,

Tasks:

« Helps individuals and families to resolve their
personal and social problems.

« Cooperates with schools and community services:
organises and supervises social, recreational and
educational activities in youth clubs and similar
organisations.

« Works to ensure the safety of children and young
people, (o prevent the development of delinquency in
Juveniles and to achieve the rehabilitation of juvenile
and adult offenders.

« Helps to prevent cruelty to children. Helps the
disabled to adjust to their disabilities and plans and
organises home-help services where needed.

« Prepares specific reports for courts and carries out
orders imposed by courts.

« Provides assistance to people who require
information and/or money from welfare agencies.

Training and/or experience required:

« A recognised qualification in social work and
experience in a related oceupation or voluntary work
Communication, counselling, decision-making and
problem-solving skils.
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� Note the low response rate for employees in Pacific organisations, which means that the figure of 18% of Pacific public health workers working in Pacific organisations may be an underestimate


� Note that when this report was written (August 2006) customised data from the 2006 Census was unavailable. However, we understand that such data should be available in the first quarter of 2007.


� Note that new standard classifications have been developed in 2006. These new classifications will be used for the 2006 Census


� This is based on Statistics New Zealand’s “medium” variant (series 5) population projections- see http://www2.stats.govt.nz/domino/external/pasfull/pasfull.nsf/0/4c2567ef00247c6acc256e770077de92/$FILE/alltabls.xls


� Note that these employees worked for a number of organisation types ie not just Pacific organisations
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