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Executive Summary

Introduction
This report is the final of three in a needs assessment study conducted by NZIER and NVG for the Pacific branch of the Public Health Directorate of the Ministry of Health. The two earlier reports presented the findings from desk research and fono with Pacific public health providers/workers. The prime objectives of the entire study are to identify practical strategies to improve the representation of Pacific people in the public health workforce, including in leadership roles, and to address a number of workforce development issues. The study was undertaken in the context of the development of a Public Health Workforce Development Plan.

Representation of Pacific people in public health

The Pacific public health workforce
 is small – a few hundred people. Pacific people are under-represented in most regulated public health roles. 
 They are more strongly represented in community-facing roles. However, the situation is changing – the representation of Pacific people in the public health workforce has improved over recent years. Given Pacific people’s changing patterns of education and employment in New Zealand, it is likely to improve further in the future. 

In our view, the under-representation of Pacific people in the public health workforce is only a problem if it inhibits the uptake of services. Some Pacific people prefer to be treated by a Pacific health worker, which suggests that under-representation may indeed be a problem. 

Whilst we have identified a number of potential strategies to increase the representation of Pacific people in public health, there is a lack of evidence on their effectiveness and value for money. There is no silver bullet.

Structured formal qualifications which accommodate a variety of routes by which public health competencies are gained offer one opportunity to improve the representation of Pacific people in public health, especially in leadership roles. Qualification entry requirements act as a barrier to some Pacific people considering public health careers. And once employed in a public health setting, some Pacific workers seem to be “stuck” in terms of career progression, partly because they tend to work in roles where career pathways are less prevalent. So minimising entry requirements, recognising prior learning, and formalising career pathways should assist both recruitment and retention, thus improving representation.
Workforce issues
Public health is a label for a range of activities that promote health, prevent disease and prolong life. Pacific people employed in public health roles work in a variety of organisation types (not just Pacific providers), and in many cases are providing services to people of non-Pacific ethnicity. And Pacific providers are often working on a variety of health issues, not just public health ones. So the concept of having a separate strategy for developing the Pacific public health workforce is somewhat challenging. 
In our view, a wide definition of the Pacific public health workforce is needed in the context of improved health gain for Pacific people. Given the small size of the (narrowly defined) Pacific public health workforce, one way to achieve public health outcomes for Pacific people is to identify those agencies or services which already connect with Pacific communities and fund them to deliver public health services. 

A lack of career development opportunities and career pathways for Pacific workers is a theme identified from both the desk research and the fono. Prerequisite qualifications appear to not only influence the representation of Pacific people in public health, but also the types of role they enter and their subsequent career development opportunities. As noted above, developing structured formal qualifications should help improve career progression.
There is some qualitative and quantitative evidence of high vacancy rates, relatively low pay rates and poor working conditions in some (Pacific) providers. However, most of the data to support this was a snapshot at a particular point in time, so it is not clear how persistent these problems are.
High vacancy rates could be due to a number of factors, including an inadequate supply of people graduating from training courses etc, poor pay and working conditions which reduce the relative attractiveness of the occupation, or a lack of awareness of career opportunities. All of these factors were identified as areas of concern by fono respondents. Low pay rates and poor working conditions in turn are essentially attributable to two main causes: providers not allocating resources efficiently within their given budgets; inadequate funding to allow for staff development. From the evidence we have assembled it is difficult to draw firm conclusions on which of these factors is predominant. So monitoring some key indicators  will assist in identifying the appropriate course of action. 
Funders clearly need to make trade-offs between relative priorities. If Pacific public health is a priority area, and based on demographic trends and health disparities it is likely to become increasingly so, then this needs to be reflected in providers’ funding agreements, performance expectations, targets and rules etc. Other mechanisms may also be helpful to create a clear picture for providers of the priorities which affect their workforce requirements. These include communicating the strategic direction of public health and major forthcoming public health initiatives. 

In the same way that funders are making trade-offs between relative priorities, so too are providers. If providers are serious about acquiring the skills they need, then they will offer incentives to attract and retain workers. Many of the answers to workforce issues therefore lie with individual providers. As long as they are given the appropriate incentives and guidelines, providers will come up with their own solutions.

Recommendations

Our recommendations reflect that a variety of stakeholders, especially District Health Boards (DHBs) and providers, play a key role in workforce development. So we have focused here on those areas that we believe the Ministry is best placed to undertake. We recommend that the Ministry:

· works with DHBs to review existing funding arrangements, performance expectations, targets etc to ensure that DHBs and providers have the incentives and responsibility to improve the reach and uptake of public health services by Pacific people

· works with DHBs and providers to devise and monitor a small number of regular service and workforce indicators such as the uptake of public health services, service quality and job vacancy rates to see if there are ongoing problems
· works with DHBs, providers and the relevant Industry Training Organisations/education providers to determine the feasibility of developing/reviewing structured formal qualifications in public health. The structure should minimise entry barriers, recognise prior learning, have multiple entry/exit points and ideally cover those occupations in which Pacific workers are more strongly represented
· ensures a wide understanding of the broad direction of public health and major forthcoming public health initiatives to assist providers’ workforce development activities
· considers how the wider Pacific workforce can be used to achieve public health outcomes for Pacific people. This may involve the Ministry:

· identifying agencies/services and inter-agency initiatives which connect with Pacific communities

· funding those agencies to deliver public health services 

· influencing training provision, so that public health competencies are developed for the workforces of those agencies
· communicates its intended actions arising from this study to fono respondents
· carefully evaluates the workforce development initiatives it implements. 
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1. Introduction

1.1 Objectives

Our brief from the Public Health Directorate of the Ministry of Health was to conduct a needs assessment of the Pacific public health workforce. 
Specifically, the objectives were 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.

1.2 Workforce development context

The needs assessment has been undertaken in the context of the development of a workforce development plan for the public health workforce. Strengthening the Pacific public health workforce is one of nine objectives in the draft Public Health Workforce Development Plan (PH WDP) – see Table 1.
	

	Table 1 Public Health Workforce Development Plan objectives

	1
	Establish an integrated, stair-cased framework of training, qualifications and ongoing education in public health

	2
	Strengthen the Maori public health workforce and the capability of the non-Maori workforce to improve Maori health

	3
	Strengthen workforce development for Pacific peoples working in public health

	4
	Build infrastructure for public health professional development

	5
	Strengthen the public health capability of the wider public health workforce

	6
	Advance workforce planning and capacity building to grow the public health workforce

	7
	Maintain and develop the public health workforce  information and research base to inform ongoing public health workforce development

	8
	Nurture and develop supportive workplace cultures to achieve optimal workforce capability and capacity

	9
	Increase understanding of, and promote careers in, public health

	Source:
Ministry of Health (draft version as at 19 September 2006) “The Science and Art - Building a public health workforce for the 21st century: 2006 – 2016”

	


1.3 Definitions and key concepts

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”.
  

Public health activities range from international work to support global health, to population-based screening, to community-based health promotion programmes. Public health action therefore focuses on populations, not individuals, and takes account of the wider determinants of health (Ministry of Health, 2003). 

The public health workforce “includes all those providing essential public health services, regardless of who employs them” (Gebbie et al 2002).
 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 activities are carried out, identifying the public health workforce is challenging.  

When we refer to the Pacific public health workforce we mean people of Pacific ethnicity who work in public health roles. This includes Pacific people working in mainstream services (ie non-Pacific health organisations) and in other agencies who deliver public health services, as well as in Pacific providers. Many Pacific public health workers are therefore delivering public health services to people of all ethnic groups, not just Pacific people.  

Workforce development is defined by the Health Workforce Advisory Committee (2003) as: “any initiative that influences entry to and exit from the health and disability sectors, education, training, skills, attitudes, rewards and the associated infrastructure”.

This needs assessment study assumes that 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 many other ways.

1.4 Methodology

The needs assessment comprised three stages, each of which built on the preceding one.

· Desk research (Pells, 2006) set the scene for the remainder of the study. This comprised a review of New Zealand and overseas literature (139 publications in total). Our brief also included analysing surveys of public health organisations and the public health workforce conducted by Phoenix Research (2003/4); this was supplemented by an analysis of customised data from Statistics New Zealand’s Censuses and the Tertiary Education Commission (TEC).

· Fono and depth interviews (Leuga, 2006) identified the key workforce development issues facing the Pacific public health workforce and possible strategies to address those issues. Five fono and three depth interviews were conducted with Pacific public health providers/workers in five locations throughout New Zealand.

· Strategy development to which this report relates. This stage involved analysing the findings from the previous two stages, and, where appropriate, revisiting the original sources from the desk research. It also involved convening a meeting in October 2006 between staff from the Pacific branch of the Public Health Directorate, NZIER and NVG. 

A full account of the methodology can be found in the appendix. However, there are a few points worth noting here, which are outlined below.

· Much of the literature was qualitative in nature - it largely described the issues and problems. Those strategies that were identified tended 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 appear to have been evaluated.

· The surveys of the public health workforce conducted by Phoenix Research (2003/4) did not provide a breakdown of public health occupations/roles by ethnicity. We commissioned customised data from Statistics New Zealand’s Censuses as an attempt to fill this gap.

· Statistics New Zealand’s Census is an official data source, and so has the benefit of being widely recognised, sustainable and enabling comparative and trend analyses to be undertaken. For the customised data request, we selected occupation classifications relevant to public health (see appendix for details) based on the New Zealand Standard Classification of Occupations (NZSCO) 1999. The selection was undertaken in consultation with the Public Health Directorate. The occupations selected represent a fairly wide definition of the public health workforce, in keeping with modern views of public health (Beaglehole et al, 2004).
 In particular, we included “Social Worker”, which was the classification which covered “Community Health Worker” and “Health Social Worker” in the full index of occupations contained in the NZSCO manual. However, note that the Social Worker occupation clearly includes many activities other than public health ones. More generally, the standard occupation classifications do not provide a particularly good “fit” to public health roles, as expressed in Ministry of Health documents.
· The fono respondents reflected the context within which they view the development of the Pacific public health workforce, and the issues they believe need to be addressed. However, they did not, in the time available in the fono, provide a list of tried and proven practical solutions to their issues.

· The fono process itself has raised expectations amongst the respondents and possibly amongst other groups of stakeholders. It is important to acknowledge that the views expressed in the fono have been considered.

1.5 Structure and logic of report

The report is structured as follows:

· Section 2 outlines the key findings of the needs assessment
· Section 3 presents the full range of strategies identified from the needs assessment
· Section 4 provides our interpretation of the findings
· Section 5 presents our recommendations.
A description of the methodologies employed, a conceptual model of the Pacific public health workforce, the executive summaries from the desk research and fono and a bibliography are contained in the appendix.

2. Key findings 
Here we present the main findings from the desk research (Pells, 2006), the fono (Leuga 2006) and other sources where appropriate. Note that we have distinguished between qualitative data, that is, data based on respondents’ perceptions, and hard (quantitative) data. This is because few of the strategy options discussed in section 3 are proven and tested, so we have drawn heavily from the quantitative evidence in our recommendations in section 5. 
2.1 Public health provision in New Zealand

There were 185 organisations which contracted directly with the Public Health Directorate of the Ministry of Health in 2003/4  - see Table 2. Of these, 14 (8%) described themselves as “by Pacific for Pacific” (referred to as Pacific organisations/providers throughout the remainder of this report). These Pacific organisations accounted for 4% of the public health workforce. The (14) Public Health Units (which are funded by the Ministry of Health but are part of District Health Boards (DHBs)) accounted for the largest share of employment across all organisation types – 37%.
	 

	Table 2 Public health workforce by type of organisation

Number and percent of organisations and positions, 2003/4

	Organisation type

Organisations

Positions

No

%

No

%

Public Health Units
14
8
953
37
District health Boards non PHU

10

5

106

4

Maori Organisations

72

39

745

29

Pacific Organisations

14

8

114

4

NGO

62

34

711

27

Other

14

8

-
-
Total

185

100

2601

100



	Notes:
(1)
Base: all public health organisations that directly contracted with the Public Health Directorate of the Ministry of Health who completed the survey (n = 185). Results from the organisation survey

(2)
Positions = current employees plus vacancies

	Source:
Phoenix Research 2003/4

	


Pacific organisations are working on a more limited range of public health programmes than the average public health organisation (Phoenix Research, 2003/4). The fono respondents also noted that Pacific providers are often delivering a range of health services other than public health ones, and that the provision of public health services to Pacific people is undertaken by a wide range of mainstream and other providers (Leuga, 2006). 
In combination, the previous paragraphs imply that a significant proportion of public health services delivered to Pacific people are being provided by public health organisations other than Pacific ones. This is likely to be particularly relevant for Pacific people living in locations with a low concentration of Pacific people – for example, in the South Island. 
So far in this sub-section we have considered a relatively narrow definition of public health providers – those that contract directly with the Public Health Directorate. But it is not just these organisations that deliver public health services. Primary Health Organisations (PHOs) are responsible for the health of their enrolled populations and for the provision of some public health actions; hospitals and other community services also have a population health role (Ministry of Health, 2006). And any agency or organisation which connects with Pacific communities could deliver public health services to Pacific people.    

We conclude that a wide range of organisations are (or could be) delivering public health services to Pacific people. Therefore any workforce development strategy needs to take account of this wider workforce. For example, workers in a wide range of health (and other) roles may require public health training. We also conclude that providers who are delivering public health services are often working on a range of activities, not just public health ones. This has important implications for the currency of workers’ skills. For example, workers who are undertaking public health activities irregularly may require refresher training to update their skills.
2.2 The Pacific public health workforce

2.2.1 Size and profile
The Pacific public health workforce is small. The Phoenix Research surveys (2003/4) identified:

· 114 positions within Pacific organisations (see Table 2) – 4% of the total – but not all of the people in these positions are of Pacific ethnicity

· 103 dedicated Pacific positions within all public health organisation types – 4% of the total

· 38 people of Pacific ethnicity who responded to the individual survey -  6% of all respondents to that survey.
 
The Pacific public health workforce has increased markedly in recent years (146% from 1991 to 2001), more strongly than Pacific employment across all occupation groups in New Zealand (76% over the same period), and more than the public health workforce as a whole (32% over the same period), based on our analysis from Statistics New Zealand’s Censuses (Pells, 2006).
 This in turn implies that the representation of Pacific people in the public health workforce has increased over the same period. 

Pacific public health workers are not just working in Pacific providers but in a range of public health organisations, as indicated by the Phoenix Research surveys (2003/4). Of the 38 Pacific respondents to the survey of individuals, seven worked for Pacific organisations, eight worked for Public Health Units, four for Maori organisations, 10 for Non-Government Organisations (NGOs) and 12 for “other” public health organisations.
 This is important because, as suggested in section 2.1, it implies that any workforce development strategy needs to take a wide perspective of what constitutes the Pacific public health workforce, that is, not just workers in Pacific providers.
The Phoenix Research surveys (2003/4) reveal that the Pacific organisations are over-represented in the northern region (91% of positions in Pacific providers are in this region compared with 33% across all public health organisations). This is not surprising, given that 71% of Pacific people in New Zealand live in the three Auckland region District Health Board (DHB) areas (Pells, 2006). Our analysis of data from the 2001 Census shows that the regional profile of the Pacific public health workforce broadly mirrors that of the wider Pacific population, that is, the Pacific public health workforce is concentrated in Auckland and some other urban areas (Pells, 2006). 
Our analysis of data from the 2001 Census reveals that the gender profile of the Pacific public health workforce mirrors that of the public health workforce as a whole, which varies by occupation group (Pells, 2006). 
The 2001 Census data also shows that people in public health occupations have a higher mean age compared with all occupation groups in New Zealand. Pacific public health workers are more youthful than their non-Pacific counterparts (Pells, 2006). This is important because, given the youthfulness of the Pacific population as a whole (see section 2.4), and the relatively old age profile of people working in public health roles, perhaps it is not surprising that Pacific people are under-represented in public health roles. 
2.2.2 Representation
A range of sources suggest that Pacific people are under-represented in the regulated public health roles (Pells, 2006). The extent to which they are represented in other public health roles is less clear. Some commentators suggest a relatively strong representation of Pacific people in community/ support roles (Douthett and Bennett 1997, Salmond and Bowers 1997).
 This is borne out to an extent by the Phoenix Research surveys (2003/4), which found that community health workers account for a large share of the workforce in Pacific providers. Our analysis of Census data (see Table 3 below) reveals that Pacific people are under-represented (compared with their share of total employment of 4.5%) in all public health occupations with the exception of the social worker occupation – the nearest standard classification we could find to community health worker (see section 1.4).

	

	Table 3 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’s Census 2001

	


However, note that regulated roles account for a relatively small share of the public health workforce. Those occupations which account for the largest share are Health Promotion Worker/Advisor and Support Worker (Phoenix Research, 2003/4).  So it is difficult to draw firm conclusions on the extent to which Pacific people are represented in the public health workforce.
 

A key question then is: which roles are most vital in terms of achieving public health outcomes for Pacific people? The findings are somewhat mixed. Community health workers can  bridge the gap between the health sector and the Pacific community, but public health physicians occupy key positions of influence on both sides of the public health practice/academic divide (Douthett and Bennett, 1997).
 The disproportionate investment in workforce development of public health physicians is noted by Salmond and Bowers (1997).
 The relative emphasis to be placed on increasing the representation of Pacific people in public health physician (and other leadership) roles as opposed to community health roles is important, as quite different strategies are required for each (see section 3).
2.2.3 Qualifications held

Table 4 compares the qualifications held by Pacific people and all ethnic groups, in occupations relating to public health and across all occupations, based on data from the 2001 Census. 
	

	Table 4 Highest qualification held

Percent of people employed, 2001

	Occupation

Qualification held
No post-school
School
Vocational

Degree/higher degree
Pacific
Total 
Pacific
Total 
Pacific

Total

Pacific

Total

12221 Health Services Manager

0
4
27
20
45
36
18
38
21423 Public Health Engineer

100
22
0
20
0
30
0
23
22251 Dietician and PH Nutritionist

25
3
25
9
25
24
25
63
22315 PH and District Nurse

0
0
11
6
56
73
22
20
31514 Health Inspector

0
4
29
12
29
44
14
38
32221 Dental Therapist

0
0
20
17
60
76
0
5
33411 Social Worker

13
15
32
25
32
34
12
19
Total public health

12
12
31
22
34
39
13
23
Total all occupations in NZ

24
19
43
37
13
22
5
13


	Notes:
(1)
Base: employed population (see Table 3 for numbers)

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

(3) Percentages in rows do not total to 100 due to rounding and exclusion of  “not stated’

	Source:
Statistics New Zealand’s Census 2001

	


Table 4 shows that the public health workforce is more qualified than the workforce across all occupations in New Zealand. The regulated occupations, such as Public Health and District Nurse, (not surprisingly) in particular have a skew towards the upper end of the qualification spectrum. The Pacific public health workforce broadly mirrors the qualification pattern of the total public health workforce, but in general with a lower representation at the upper end of the spectrum. Note, however, that the number of Pacific workers in some of the public health occupations is very small – see Table 3 – which means a small change in the absolute numbers makes a big difference to the shares.  

Given that Pacific people are under-represented in the regulated occupations – see section 2.2.2 above – the table implies that the qualification requirements of a public health occupation affect Pacific peoples’ representation in that occupation. In other words, qualifications may act as an entry barrier into public health careers for Pacific people. 
2.3 The demand for Pacific public health workers
The demand for public health workers is a derived demand. It is derived from what public health services are needed, providers’ perceptions of the most effective ways of meeting those needs, and the relative costs of labour, technology, facilities and other inputs. 

2.3.1 Demand for public health services by Pacific people
Pacific people face disparities in health status on a range of indicators. For example, they currently experience an independent life expectancy at birth of approximately 62.5 years, about four years less than the national average; the avoidable mortality rate for Pacific people is nearly double that of the New Zealand population as a whole (Ministries of Health and Pacific Island Affairs, 2004). This suggests that public health strategies are not fully meeting the needs of Pacific people (Ministries of Health and Pacific Island Affairs, 2004). Many of the underlying causes have socio-economic determinants and are therefore – theoretically - amenable to public health initiatives. 

Population changes have an important influence on the demand for public health services. The Pacific population is projected to increase by 59% between 2001 and 2021, compared with growth over the same period of 18% across all ethnicities (Pells, 2006). 
The age structure of the population also impacts on the demand for Pacific public health services. Public health funding is currently concentrated upon the younger age groups, relative to other health spending (Stevenson-Wallace and de Raad, 2005).
 The Pacific population is extremely youthful (median age of 21 years in 2001) compared with all ethnicities (median age of 35 years in 2001) (Pells, 2006). It is projected to remain so over the coming decades – see Figure 1 in section 2.4.1 below – although, like the New Zealand population as a whole, it will age. 
The extent to which the demand for public health services by Pacific people will grow in the future depends on a range of factors. Given that reducing inequalities in health is one of the Ministry of Health’s three overarching goals for public health (Ministry of Health 2003), and the projected growth in the Pacific population and the youthfulness of that population, Pacific people are likely to become an increasingly important focus for public health initiatives.

2.3.2 Demand for Pacific public health workers

The uptake of some public health services by Pacific people is currently low relative to non-Pacific people in New Zealand: Pacific children are 10% less likely than the national average to be fully immunised at two years, with a coverage rate of only 50%; in 2002 the uptake of breast and cervical screening programmes is lower for Pacific women (49% and 42% respectively) than the national average (73% and 63% respectively) (Ministries of Health and Pacific Island Affairs 2004).
 

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 reach and uptake of services. 
There is some evidence that (some) Pacific people prefer to be treated by a Pacific health worker. A preference for “by Pacific-for-Pacific” models and care and service provision by Pacific workers is noted by the Ministry of Health (2004) and Barwick (2000).
 .   

However, some studies suggest that not all Pacific consumers necessarily want to be treated by a Pacific health 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 (Agnew et al 2004).
  This is important because New Zealand-born Pacific people are projected to account for an increasing share of the Pacific population in New Zealand.
 It implies that the rationale for having a Pacific public health worker, as opposed to a worker of any ethnicity, to increase the reach and uptake of public health services by Pacific people will decline in the future.
Also note that (some) Pacific people’s preferences for a Pacific worker is only one dimension that public health providers take into account when making employment decisions. Other important factors include the skills, personal attributes, experience, salary (and other) expectations of job applicants, as well as general labour market conditions.
2.4 The supply of Pacific labour 

At an individual level, labour market 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. At an aggregate level, labour supply volume is affected by factors such as demographic trends and the provision of training.
2.4.1 Employment patterns and career formation 

Although patterns of employment are changing, Pacific people in New Zealand 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 high aspirations held by Pacific families and their children in New Zealand is noted in a study of educational inequality of Pacific people (Nash, 2000).
 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 (2005)
, 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. 

2.4.2 Demographic trends
The projected growth in the Pacific population will increase the demand for public health services by Pacific people. But it also represents an opportunity for future labour supply. A very large proportion of Pacific people is aged 15 years or younger (38% in 2001); this cohort will move into the labour force in the next decade or so.
 Figure 1 illustrates the relative growth of the Pacific population, and the youthfulness of that population. The shaded bars are lower than the unshaded bars in each year shown because a large proportion of the Pacific population is aged 0-14 years ie not of working age.
	

	Figure 1 Population projections

Percent of population, 2001(base) to 2016
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2.4.3 Training
Fono respondents were concerned by a lack of awareness of public health training courses, and the lack of availability of such courses (Leuga, 2006). Other qualitative studies note that: Pacific youth have strong career aspirations but are not always sure of the practical steps needed to realise these aspirations (Ministry of Pacific Island Affairs, 2005)
; qualification entry requirements, lack of cultural familiarity and lack of provision of childcare can create barriers for some Pacific people in participating in tertiary education (Anae et al, 2002; Watane and Gibson, 2001).

If we consider entry barriers (ie lack of qualifications), Table 4 shows that in 2001, Pacific people employed across all occupations were less qualified on average than non-Pacific people. But the situation is changing. Participation in tertiary education by Pacific people, although still lower, has increased at a slightly higher rate than for all ethnicities over the period 1999 to 2003; however, Pacific people tend to be over-represented in the lower levels of study and have low completion rates (Ministry of Education 2003 & 2004).

Our analysis of customised data obtained from TEC suggests that Pacific people were over-represented in public health courses in 2005 – see Table 5. The 59 Pacific people enrolled in public health courses accounted for 6.7% of all public health learners ie a higher percentage than Pacific peoples’ share of employment. But note that in part the over-representation appears to be driven by one course at a polytechnic in Auckland, which accounted for almost half the Pacific public health learners. 
	

	Table 5 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 6 shows the trends for Pacific peoples’ representation in public health courses compared to health courses and across all fields of study, based on the data obtained from TEC. It reveals that the representation of Pacific people in public health courses has generally been trending upwards over the period shown, and is higher than across all fields of study. 
	

	Table 6 Trends in take-up of public health courses

Percent of learners, 2000-2005

	Field of study
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)
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 public health courses selected were those contained in Table 5

	Source:
Customised data request from TEC

	


When interpreting Table 6, note the general trend of increasing participation in tertiary education in New Zealand over the period. 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. 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 (Pells, 2006).

Overall we conclude that Pacific people appear to be relatively strongly represented in public health courses. This seems somewhat surprising, given  the possible barriers faced by some Pacific people in participating in tertiary education (see earlier in this sub-section). 
2.5 Other workforce issues

2.5.1 Identified in the fono
The issues in relation to the development of the Pacific public health workforce identified from the fono (Leuga, 2006) are, in summary:

· lack of awareness of public health as a career

· lack of a future workforce strategy and plan

· no specific funding for workforce development

· lack of clarity in communications about the direction

· low rates of pay

· lack of career pathways 

· lack of Pacific public health training courses.

2.5.2 Identified in other studies

The Phoenix Research surveys (2003/4) showed that vacancy rates in Pacific providers were relatively high (9%) compared with other public health organisations (4%).
 And Pacific providers report problems with a shortage of skilled staff and not being able to meet demands due to limited funding arrangements (Foliaki, 2001).

Poor pay and working conditions is noted by a number of (mainly qualitative) studies. There are concerns around management skills in Pacific providers (Foliaki, 2001)
 and, more generally human resource (HR) practices within DHBs (Hatcher et al 2005).
 The Phoenix Research surveys (2003/4) essentially paint a picture of Pacific providers being concerned with staffing issues, but being less likely than other public health organisations to use techniques to improve recruitment/retention. More generally, using non-traditional recruitment techniques such as more extensive search methods for new hires may improve workforce diversity (Holzer and Neumark, 2004).
 

However, the Phoenix Research surveys (2003/4) also found that Pacific public health workers had higher levels of job satisfaction, and greater expectations that they will be working in public health in five years’ time, compared with their non-Pacific counterparts. So it is difficult to draw any firm conclusions on the working conditions of Pacific public health workers.

Table 7 below sheds some light on the perceived low wage rates. This compares the median income levels in 2001 of Pacific people employed in public health occupations with all ethnicities. Note that in some cases the number of Pacific workers is very small – see Table 3. The table shows that the income levels for Pacific workers are relatively low in some of the public health occupations. (Note the previously mentioned caveats re the Social Worker occupation – see section 1.4.) However, Pacific public health workers are, on average, less well qualified (section 2.2.3) and have a younger age profile (section 2.2.1) than their non-Pacific counterparts in the same occupation; both of these factors are likely to influence pay rates.

	

	Table 7 Income levels
Median personal income $, 2001

	Occupation
Pacific

Total

Ratio Pacific: total

12221 Health Services Manager

42,600

53,905

0.79

21423 Public Health Engineer

17,236

45,890

0.38

22251 Dietician and Public Health Nutritionist

30,220

33,214

0.91

22315 Public Health and District Nurse

37,002

34,203

1.08

31514 Health Inspector

22,638

38,779

0.58

32221 Dental Therapist

21,974

32,566

0.67

33411 Social Worker

27,225

26,517

1.03

Total Specified Occupations

28,160

31,058

0.91

Total All Occupations

24,003

32,826

0.73



	Notes:
(1)
Base: employed population (see Table 3 for numbers)
               (2)  Occupation classifications from the New Zealand Standard Classification of Occupations 1999 

	Source:
Statistics New Zealand’s Census, 2001

	


A lack of career development and career pathways is noted in a number studies. Structured career pathways in non-regulated public health roles are almost non-existent (Bowen-Clewley, 2005).
 This is important because Pacific public health workers appear to be more strongly represented in the non-regulated occupations (see section 2.2.2), that is, those that are less likely to have a career pathway. Pacific organisations participating in the Phoenix Research surveys (2003/4) noted a “lack of career path” as the issue that most affects staff retention, and were more likely than public health organisations overall to cite this issue. Feeling trapped on a short career ladder was identified by Pacific respondents in a survey of public servants (State Services Commission, 2004).
 There are a number of public health leadership development programmes available, but they only partially meet the needs of Pacific people (Nichols-Dunsmuir, 2004).
 
We understand “career pathway” to mean the progression from one role to a related one, which requires the job holder to attain a formal qualification. By formal qualification we mean a qualification on the register of quality assured qualifications.
 Formal qualifications may be local qualifications, developed by individual universities or institutes of technology and polytechnics etc, or national qualifications, developed by industry training organisations (ITOs). Formal qualifications can comprise both generic skills – those skills which transcend a range of industries (such as problem solving or teamwork), and industry-specific skills - in this case skills specific to public health. 
A key point here is that formal qualifications tend to be less common in lower skill jobs.
 So formal qualifications are less prevalent in those public health occupations in which Pacific people are currently more strongly represented (see sections 2.2.2 and 2.2.3). A further important point is that some leadership roles comprise a number of generic skills (planning, project management etc). In this case, these roles can be filled from recruits from other industries who are upskilled in the requisite public health skills. The implication is that structured career pathways need to accommodate a variety of entry and exit points.
Given the possible entry barriers and lack of career development opportunities faced by Pacific people (see section 2.4.3), it is worth briefly discussing the role of ITOs. ITOs co-ordinate the views of employers in the industry/ies they represent to develop work-based (or competency-based) qualifications – usually national certificates or national diplomas. These qualifications are undertaken by workers in their workplaces, supported by their employers and the ITO; often there is an off-job training component. An ITO’s funding is largely determined by the volume of training it facilitates in the qualifications it has developed. So ITOs are likely to develop qualifications for industries where a large number of people are employed. We found one national qualification currently available in public health (Pells, 2006).
 We therefore conclude that, whilst ITO-facilitated training offers one possible solution to reducing entry barriers and formalising career pathways in public health, ITOs may be reluctant to develop public health qualifications due to the small potential market.
More generally, mainstream services play a key role in delivering public health services to Pacific people (see section 2.1). So it is vital that they are responsive to Pacific people’s needs. One possible way to achieve this is via cultural training. The most accepted approaches (in the US) imply a broad approach to such training, as opposed to treating each culture as a silo which can promote stereotyping (Betancourt, 2003).
 This potentially has important implications for the PH WDP, as it implies that Pacific cultural training should be integrated into a wider programme of cultural training.  
Overall we conclude that the areas of greatest concern in relation to the development of the Pacific public health workforce are high vacancy rates, relatively low pay rates, poor working conditions and lack of career development opportunities. We discuss these further in section 4.

3. Options

In the tables that follow we present a comprehensive list of the strategies identified from the literature review (Pells, 2006) and the fono (Leuga, 2006). However, note that the strategies identified in the table are not our final recommendations, which are presented in section 5. Instead, the purpose of the tables is to provide a “stocktake” of options. 

We have grouped the various strategy options under the original objectives of this study (see section 1.1). However, note that many of the strategies align with more than one objective. We have also identified the links between the strategies and the PH WDP objectives. 

We have summarised the evidence to support each strategy (or otherwise) from section 2. However, we reiterate that few of the strategies appear to have been evaluated. 

To assist in prioritising the various options, we have provided our comments on each strategy, the rationale for which is discussed further in section 4. The stakeholders who may have a role in implementing the various strategies are identified later in this section.

	

	Table 8 Options

	Objective

Option
Link with PH WDP

Evidence (for and against)
NZIER comment
Improve the representation of Pacific people in the public health workforce (PHW)
Promote public health careers 

Objective nine

Fono respondents considered that there is a lack of awareness of public health as a career (Leuga, 2006)

Promoting careers is generally a job for individual providers 

Given the small size of the PHW, it may be more efficient to promote health careers in general, and channel potential entrants into public health as appropriate
Increase the no of public health courses 

Objective one

Fono respondents considered that there are a limited number of public health courses available (Leuga, 2006)

This is only important if there is unmet demand. The small number of courses may reflect the small size of the PHW
Encourage tertiary (public health) courses to be more accessible for Pacific  

Objectives one and three

Pacific people face a number of potential barriers to tertiary education, including not holding the prerequisite qualifications, lack of course childcare facilities and lack of cultural familiarity (Anae et al, 2002; Watane and Gibson, 2001)

Pacific people are over-represented in public health courses (TEC data request)

The evidence to support the development of this strategy is mixed 

The ability to tailor course requirements to Pacific needs will depend on the likely demand

Develop scholarships/ cadetships

Objectives one and nine

EEO scholarships in the public sector have had some positive outcomes (State Services Commission, 2004) 

The relatively old age profile of the PHW (2001 Census) suggests that people are entering public health from other careers, rather than directly from school

This strategy is most relevant for entry-level roles. But the age profile of the PHW suggest that (currently) public health roles are unlikely to be entry-level ones



	Notes:
(1)
All literature (other than Leuga, 2006 and Phoenix Research, 2003/4) is cited in Pells, Sharon (2006), Pacific public health workforce needs assessment: Stage one - desk research. NZIER

	Source:
NZIER

	

	

	Table 9 Options (contd)

	Objective

Option
Link with PH WDP

Evidence (for and against)
NZIER comment
Improve the representation of Pacific people in positions of leadership and management across public health
Increase the number of Pacific in management positions

Objective three 

Pacific people are under-represented in non-regulated public health occupations (Pells, 2006; 2001Census)  

Leadership roles can be filled by workers from outside public health (most relevant for roles mainly comprising generic skills) or by promotion within public health (most relevant for roles mainly comprising public health-specific skills). The latter may be assisted by the development of career pathways – see below 

Ensure existing  leadership programmes meet Pacific needs

Objective three

A number of existing leadership programmes (partially) meet Pacific needs (Nichols-Dunsmuir, 2004)

The extent to which leadership programmes need to be tailored to Pacific preferences depends on the demand for such training  

Assist small providers to attract, retain, develop, and train their workforce

Improve pay and working conditions for Pacific PHW

Objective three and eight

Fono respondents noted that pay and working conditions in some Pacific providers are poor (Leuga, 2006)

Vacancy rates in Pacific providers are relatively high (Phoenix Research, 2003/4)

Median income levels for Pacific in public health occupations are generally lower than for non-Pacific (2001 Census)

Pacific public health workers have a relatively high level of job satisfaction (Phoenix Research, 2003/4)

Pay and working conditions are largely matters for individual  providers. If providers are serious about acquiring the skilled workers they need, then they will increase pay etc
The key issue here is whether or not rates of pay and working conditions for Pacific public health workers are persistently lower/worse than for non-Pacific with the same skill level etc  

Low rates of pay and poor working conditions could reflect inadequate funding. They could also reflect that providers are not allocating their existing resources in the most efficient way



	Notes:
(1)
All literature (other than Leuga, 2006 and Phoenix Research, 2003/4) is cited in Pells, Sharon (2006), Pacific public health workforce needs assessment: Stage one - desk research. NZIER

	Source:
NZIER

	

	

	Table 10 Options (contd)

	Objective

Option
Link with PH WDP

Evidence (for and against)
NZIER comment
Assist small providers to attract, retain, develop, and train their workforce (contd)

Provide “best practice” HR tools to providers

Objective eight

The HR and management practices of some (Pacific and other) providers are poor (Phoenix Research, 2003/4;  Foliaki, 2001; Hatcher et al, 2005)

Providers are usually best placed to select the HR practices they need
Provide explicit funding for workforce development 

Objective eight

Fono respondents suggested that the short term nature of funding for Pacific providers limits workforce development (Leuga, 2006)

Funding should reflect the cost of provision, including staff development

It is unusual in most industries for providers to have an explicit component for workforce development or other inputs. Only in a narrow range of circumstances is funding for inputs appropriate
Provide employers with incentives to increase the reach and uptake of public health services by Pacific people

Objective five and six

The uptake of public health services by Pacific people is low relative to non-Pacific people in New Zealand  (Ministries of Health and Pacific Island Affairs, 2004)
Funding for outcomes is generally preferable to funding for inputs as it gives providers flexibility in how best to provide services


	Notes:
(1)
All literature (other than Leuga, 2006 and Phoenix Research, 2003/4) is cited in Pells, Sharon (2006), Pacific public health workforce needs assessment: Stage one - desk research. NZIER

	Source:
NZIER

	


	

	Table 11 Options (contd)

	Objective

Option
Link with PH WDP

Evidence (for and against)
NZIER comment
Strengthen the career pathways of the Pacific public health promotion and community health workforce
Develop career pathways linked to formal qualifications

Objectives one and four

Pacific public health workers are more strongly represented in the non-regulated public health occupations (2001 Census) ie those in which career pathways are almost non-existent (Bowen-Clewley, 2005)

A “lack of career path” is identified by Pacific providers as the issue that most affects staff retention (Phoenix Research, 2003/4), and as a concern by fono respondents (Leuga, 2006)
Qualifications and career paths are among the tools providers can use to attract and retain staff

But a structure of career pathways and formal qualifications is not relevant for all types of jobs, especially lower skill jobs 

Develop work-based training
Objective one

Pacific public health workers hold on average lower level qualifications than non-Pacific (2001 Census) 

A lack of pre-requisite qualifications creates barriers to Pacific people entering (full-time) tertiary courses (Anae et al, 2002; Watane and Gibson, 2001)
Having career pathways based on work-based qualifications, as opposed to pre-requisite qualifications prior to entry, should encourage both the recruitment and retention of Pacific workers


	Notes:
(1)
All literature (other than Leuga, 2006 and Phoenix Research, 2003/4) is cited in Pells, Sharon (2006), Pacific public health workforce needs assessment: Stage one - desk research. NZIER

	Source:
NZIER

	


	

	Table 12 Options (contd)

	Objective

Option
Link with PH WDP

Evidence (for and against)
NZIER comment
Identify other relevant issues for the Pacific public health workforce
Increase the responsiveness of mainstream services to Pacific needs

Objective five

Fono respondents noted the range of mainstream services that provide public heath services to Pacific (Leuga, 2006)

Pacific providers are working on a relatively limited range of public health programmes (Phoenix Research, 2003/4)

Mainstream services may not be able to hire Pacific people with the right competencies, yet they must be effective in delivering public health services to Pacific communities

Use wider Pacific workforce to deliver public health services/ increase collaboration between agencies

Objective five

The (narrowly defined) Pacific public health workforce is very small (Phoenix Research, 2003/4)

Fono respondents noted a variety of agencies/NGOs etc already connect with Pacific communities, providing opportunities to deliver public health services (Leuga, 2006)

Given the small size of the Pacific public health workforce, every opportunity should be taken to achieve public health outcomes for Pacific people using existing resources

Getting inter-agency agreements is challenging, but the Ministry (and DHBs) should have the expertise to make it work

Develop a Pacific workforce development strategy

Objectives six and seven

Fono respondents were not aware of a long-term future-focused strategic approach to Pacific public health workforce development (Leuga, 2006)

Stakeholders need to clearly understand their roles in workforce development 

Create a co-ordinating body for Pacific workforce issues

Objectives six and seven

Fono respondents suggested a co-ordinated approach for some Pacific workforce development issues would be needed, similar to Te Rau Matatini for Maori (Leuga, 2006) 

A co-ordinated approach is likely to be relevant where providers are small and isolated and unable to exert an influence individually

Communicate strategic intentions

Objective six
Fono respondents suggested there is a lack of clarity re the direction of public health for Pacific (Leuga, 2006)

Signalling strategic intentions should assist providers to reduce risk and plan their workforce development more effectively



	Notes:
(1)
All literature (other than Leuga, 2006 and Phoenix Research, 2003/4) is cited in Pells, Sharon (2006), Pacific public health workforce needs assessment: Stage one - desk research. NZIER

	Source:
NZIER

	


3.1 Roles 

3.1.1 Overview of roles in workforce development

Working out how to deliver services, recruiting staff, training them, and motivating and managing them are core activities for providers. They need to judge how many workers are required, the skills and attributes those people should have, what their workforce’s developmental needs are etc, to make their organisations successful. Consumers of their services do not get involved in such operational matters. And central agencies do not get involved in the detail of workforce development issues for supermarket operators, engineering firms, banks, or kiwifruit producers. The labour market operates to match the demand for labour with the supply of labour, using wages and working conditions as key signals.

However, this does not mean that central agencies (such as the Ministry) do not have a role in workforce development. Broadly speaking, that role involves setting the framework/rules/incentives within which others make their decisions. It can also involve fixing up market and regulatory failures that stand in the way of effective and efficient matching (see section 4.2).
Figure 2 depicts the roles in workforce development. 
	

	Figure 2 Roles
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3.1.2 Roles by stakeholder group

Table 13 identifies individual stakeholders, their roles in delivering public health services to Pacific people and/or in the development of the Pacific public health workforce, and the (high level) actions they might take in relation to the strategy options identified in section 4. 
	

	Table 13 Roles

	Stakeholder
Role
Possible actions

Ministry of Health 

Set frameworks/rules/incentives to ensure public health services are delivered

Plan and fund public health services

Clarify the priorities for the sector

See recommendations in section 5
Govt/agencies who connect with Pacific
Deliver contracted public health services

Consider how their workforces interface with Pacific communities and can be used to deliver public health services

TEC

Fund education and training 

Fund education and training re Pacific public health/make strategic decisions/find out training needs

Education providers

Develop and provide local courses

Understand employer needs 

Develop and provide local courses re Pacific public health if sufficient demand

CSSITO/ PSITO

Develop and facilitate national qualifications 

Understand employer needs 
Develop national qualifications and facilitate work-based training re Pacific public health if sufficient demand

DHBNZ

Provide national co-ordination for DHBs on workforce development issues

Co-ordinate DHB activities which may benefit from a national approach eg influencing training, promotion of health careers, “best practice” HR tools

DHBs

Plan, fund and provide public health services to Pacific people

Offer incentives/policies for providers to provide public health services to Pacific people

Plan their workforces

Consider how mainstream services can better meet the needs of Pacific people

Communicate the demand and directions for public health services to providers (eg needs assessments)

Co-operate with other DHBs in areas of common interest eg training, recruitment, “best practice” HR tools 

Providers –Pacific/other

Provide public health services to Pacific people

Make workforce development decisions - hire, motivate, train  etc

Plan their workforces

Provide public health services which meet the needs of Pacific people

Develop their workforces in ways which increase the reach/uptake of public health services by Pacific people

Workers

Make career and training decisions

Provide their labour in ways which meet the public health needs of Pacific people



	Notes:
(1)
Abbreviations: TEC = Tertiary education Commission; CSSITO = Community Support Services Industry Training Organisation; PSITO = Public Sector Industry Training Organisation; DHBNZ = District Health Boards New Zealand

	Source:
NZIER

	


4. Our interpretation

4.1 Is there a problem?

We focus here on those workforce issues identified both from the fono (Leuga), and supported by evidence from the desk research (Pells, 2006) and the quantitative data contained in section 2.

4.1.1 Low representation of Pacific people in public health roles

Pacific people are under-represented in most regulated public health roles. The extent to which they are represented in other public health roles is less clear, but they appear to be more strongly represented in community-facing  roles. However, the situation is changing – the representation of Pacific people in the public health workforce has improved over recent years. Given Pacific people’s changing patterns of education and employment, it is likely to improve further, as entry barriers (i.e. a lack of prerequisite qualifications) become less important in the future. 
Even if Pacific people are under-represented, this is only a problem if it inhibits the uptake of services. Some Pacific people prefer to be treated by a Pacific health worker, which suggests that under-representation may indeed be a problem. However, this is likely to be less of an issue in the future, given the increasing proportion of New Zealand-born Pacific people.
We conclude that the low representation of Pacific people in the public health workforce may be a problem in the short to medium term, but is likely to a certain extent to self-correct in the longer term.
4.1.2 Labour market and workforce development issues
There is some qualitative and quantitative evidence of high vacancy rates, relatively low pay rates and poor working conditions in some Pacific providers. However, most of the data to support this was a snapshot at a particular point in time, so it is not clear how persistent these problems are. We conclude that ongoing monitoring of vacancy rates and relative pay rates is needed to determine if these are significant ongoing problems.

A lack of career development opportunities and career pathways for Pacific workers is a theme identified in the qualitative studies. The quantitative evidence (from the 2001 Census) shows that Pacific people are more strongly represented in the non-regulated public health occupations, that is, those occupations in which career pathways are less prevalent. A lack of career progression is therefore in part explained by the types of roles held by Pacific people. So prerequisite qualification requirements appear to not only influence the representation of Pacific people, but also the types of role they enter and their subsequent career development opportunities.
4.2 How we look at the problem
The conceptual model we have developed (see appendix) considers workforce development from a labour market perspective. The key take out points from the model are that:
· The labour market works by matching the demand for labour (from providers) with the supply of labour (workers’ time and skills). If the labour market is working well, then people with the right skills are matched to the right jobs. Pay and working conditions are therefore largely matters for negotiation between individual providers and workers. For example, if vacancy rates are high then providers should respond by lifting wages and improving working conditions
· Pacific public health workers are one of many inputs in the provision of public health services to Pacific people. So we view workforce development as a means to an end (in this case improved health gain for Pacific people) rather than an objective in its own right. Other inputs include non-Pacific workers, capital/equipment, management etc. Providers may be able to improve the efficient provision of public health services to Pacific people through a range of mechanisms, such as improving labour productivity 
· The labour market is dynamic – there is a constant flow of workers in and out of the workforce. So increasing the number of Pacific public health workers involves increasing the “inflows” of Pacific public health workers (recruitment) and/or reducing the “outflows” (retention)
· Education and training improves the quality of labour supply.  Employers’ training decisions are based on their understanding of the benefits – usually improved labour productivity – relative to the costs. Similarly students/workers’ training and education decisions are based on the anticipated benefits – higher future income – relative to the costs.
So we generally assume that markets represent the most efficient mechanisms for allocating resources. Health care providers face the pressures of keeping costs low, improving quality, access and consumer satisfaction. This should give the motivation to work out what configuration of inputs (including workers) they need to make their organisations successful. So long as they are given the appropriate incentives, providers are best placed to judge their workforce needs.
However, there may be some factors which inhibit the labour market from working well. As our conceptual model suggests, this could be because of issues on the demand or supply side, or failures of the matching mechanisms. Market failures in a labour market context include: incomplete information – e.g. providers may not be aware of the skills of workers before they hire them; a lack of investment in training due to a provider’s fear of poaching and other firms “free riding” on its training investment; co-ordination problems e.g. individual providers are too small or isolated to exert an influence on training providers. But markets rarely operate perfectly. So even if there is market failure, a key issue is to identify what, if anything, can usefully be done about it.
4.3 Our take on the findings
Public health is a label for a range of activities that promote health, prevent disease and prolong life. Pacific people employed in public health roles work in a variety of organisation types (not just Pacific providers), and in many cases are providing services to people of non-Pacific ethnicity. So the concept of having a separate strategy for developing the Pacific public health workforce is somewhat challenging. 
In our view, one way in which to improve health gain for Pacific people is to take a wide view of what constitutes the public health workforce - funding those agencies or services which already connect with Pacific communities to deliver public health services. This will require identifying such services, considering the (minimum) public health competencies that workers in those agencies or services require, and ensuring that workers can acquire the relevant competencies via training etc. Given the concentration of Pacific people in specific geographic locations, schools etc, this is probably not as difficult as it sounds.

Our brief (see section 1.1) included identifying ways in which to improve the representation of Pacific people in the public health workforce, including in leadership roles. Whilst we have identified a number of potential strategies, there is a lack of evidence on their effectiveness and value for money. There is no silver bullet.

Qualifications which are prerequisites for entry act as a barrier to some Pacific people considering public health careers. It is therefore important that entry requirements to public health, whilst addressing key issues of competence and safety, are kept to a minimum. Also important is recognising the prior learning and experience of existing and potential Pacific public health workers. And once employed in a public health setting, some Pacific workers seem to be “stuck” in terms of career progression, partly due to the types of role in which they are employed. In combination these factors suggest that both the recruitment and retention of Pacific people could be assisted by the development of formal qualifications which accommodate a variety of routes (including work-based training) by which public health competencies may be gained.
Persistently high vacancy rates could be due to a number of factors, including an inadequate supply of people graduating from training courses etc, poor pay and working conditions which reduce the relative attractiveness of the occupation, or a lack of awareness of career opportunities. Low pay rates and poor working conditions in turn are essentially attributable to two main causes: providers not  allocating resources efficiently within their given budgets; inadequate funding to allow for staff development. From the evidence we have assembled it is difficult to draw firm conclusions on which of these factors is predominant. So monitoring some key indicators (including vacancy rates to see if they are in fact persistently high) will assist in identifying the appropriate course of action. 
Funders clearly need to make trade-offs between relative priorities. If Pacific public health is a priority area, and based on demographic trends and health disparities it is likely to become increasingly so, then this needs to be reflected in providers’ funding agreements, performance expectations, targets and rules etc. Other mechanisms may also be helpful to create a clear picture for providers of the priorities which affect their workforce requirements. These include communicating major forthcoming public health initiatives. They also include communicating the findings and implications of the needs assessments being conducted by DHBs, such as the demographic and epidemiological trends which affect the demand for public health services by Pacific people, and the demand and supply of Pacific labour. 
In the same way that funders are making trade-offs between relative priorities, so too are providers. If providers are serious about acquiring the skills they need, then they will offer incentives (pay and other benefits) to attract and retain workers. In conclusion, many of the answers to workforce issues lie with individual providers. As long as they are given the appropriate incentives and guidelines, providers will come up with their own solutions.

5. Recommendations

We have grouped our recommendations under the original objectives of the needs assessment. Note that the recommendations reflect that a variety of stakeholders, especially DHBs and providers, play a key role in workforce development. So we have focused here on those areas that we believe the Ministry is best placed to undertake. 


Objective - improve the representation of Pacific people in the public health workforce
Issues – Pacific people face disparities in health status on a range of indicators. DHBs and providers are best placed to judge how to configure inputs (including their workforces) to address health disparities and other priorities, so funding and other incentives should generally focus on outcomes rather than inputs. A low representation of Pacific people in the public health workforce may reduce the uptake of public health services by Pacific people. Pacific people are under-represented in some public health roles. Relatively low pay rates and poor working conditions may be contributing factors to the low representation, but it is not clear whether or not these are ongoing problems. 
1. We recommend that the Ministry works with DHBs to review existing funding arrangements, performance expectations, targets etc to ensure that DHBs and providers have the incentives and responsibility to improve the reach and uptake of public health services by Pacific people
2. We recommend that the Ministry works with DHBs and providers to devise and monitor a small number of regular service and workforce indicators such as the uptake of public health services, service quality and job vacancy rates to see if there are ongoing problems
Objective - improve the representation of Pacific people in positions of leadership and management across the public health service
Objective - strengthen the career pathways of the Pacific public health promotion and community health workforce
Objective - meet the professional support needs of the Pacific public health workforce

Issue – Pacific people are under-represented in leadership roles in public health. They are more strongly represented in those roles which are not currently associated with formal career pathways.
3. We recommend that the Ministry works with DHBs, providers and the relevant ITOs/education providers to determine the feasibility of developing/reviewing structured formal qualifications in public health. The structure should minimise entry barriers, recognise prior learning, have multiple entry/exit points and ideally cover those occupations in which Pacific workers are more strongly represented

Objective - assist small providers to attract, retain, develop, and train their workforce
Issue – providers have the responsibility of developing their workforces. To do so effectively they need a clear picture of strategic direction.
4. We recommend that the Ministry ensures a wide understanding of the broad direction of public health and major forthcoming public health initiatives to assist providers’ workforce development activities
Objective - identify other relevant issues for the Pacific public health workforce
Issue – the (narrowly defined) Pacific public health workforce is small. But a range of other agencies and services connect with Pacific communities and could be used to achieve public health outcomes for Pacific people.
5. We recommend that the Ministry considers how the wider Pacific workforce can be used to achieve public health outcomes for Pacific people. This may involve the Ministry:
· identifying agencies/services and inter-agency initiatives which connect with Pacific communities

· funding those agencies to deliver public health services 

· influencing training provision, so that public health competencies are developed for the workforces of those agencies
Issue – the fono process is likely to have raised expectations. 
6. We recommend that the Ministry communicates its intended actions arising from this study to fono respondents
Issue – there is a lack of evidence on the effectiveness and value for money of the strategies identified from the needs assessment .
7. We recommend that the Ministry carefully evaluates the workforce development initiatives it implements 
5.1 Links with PH WDP

The links between our recommendations and the draft PH WDP objectives (see section 1.2) are identified below.
	

	Table 14 Links between recommendations and PH WDP

	NZIER recommendation number
PH WDP objective number
1

3, 6 and 8

2

6 and 7
3

1, 3 and 4
4

6 and 7
5

5

6

6
7

6


	Source:
NZIER

	


Appendix A  Desk research findings

The following are extracts from “Pacific public health workforce needs assessment: Stage one - desk research” (Pells, September 2006).

A.1 Executive summary

A.1.1 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.

A.1.2 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”.

A.2 Conceptual model of the Pacific public health workforce

	

	Figure 3 Overall conceptual framework
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A.3 Strategy implications

This section presents our interpretation of some of the key strategy issues and options arising from the findings from the literature.
· 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 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 within public health, from school/tertiary education into public health, and from related careers eg 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.
A.4 Methodology

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 websites 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.

We also 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 Error! Reference source not found. 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 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.  
Data was obtained for the following 5-digit 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  Fono findings 

The following is an extract from “Pacific Workforce Development Needs Assessment: Phase 2 - Report on Pacific Fono” (Leuga, December 2006).

B.1 Executive summary
This report presents the key findings of the second stage of a ‘needs assessment’ study of the Pacific public health workforce, carried out for the Public Health Directorate of the Ministry of Health.

This second stage of the needs assessment tested the findings and ideas developed in the initial desk research stage with key Pacific stakeholders in the Pacific health sector through a number of fono and individual interviews.

This work was conducted by Niu Vision Group Ltd. Stage one, the desk research phase, was undertaken by NZIER.

B.1.1 Our role

Niu Vision Group facilitated the second stage of the project, including the setting up of the fono process. This involved planning, selection of participants and identification of the venues for the fono.

Our facilitation role was to ensure that participants were able to contribute effectively and appropriately in response to the questions, and to provide a safe environment for the discussion. It was our role to accurately record the participants’ views, observations and perceptions. This was done via laptop and reflected back to participants.

B.1.2 Objectives for the fono process

The fono process was aimed at getting some clear views of how Pacific people view public health, as well as seeking their responses to Pacific public health workforce issues and some suggested solutions to address these issues.

This report outlines the views of the fono participants, which were based on their experiences and their own understanding of the issues. They are not necessarily right or wrong answers. 

B.1.3 Approach

Our methodology was based on a widely-used engagement process in Pacific communities known as the fono. The fono is a Samoan social mechanism for conducting meetings in a variety of settings, both formal and informal, with groups and with individuals. It is however, used widely by other non-Samoan Pacific communities as a way of interacting face-to-face, primarily with the government sector. 

The fono platform allows for the exchange of honest and frank views and participation by everyone is encouraged. 

The fono process was facilitated by Niu Vision Group and in accordance with the appropriate cultural protocols. 

The fono were held in five locations, mostly in the North Island. Participants included senior Pacific health sector leaders, Pacific providers, public health workers, clinicians, district health board staff, mainstream providers and community leaders.

B.1.4 Key findings

Priority areas for the fono identified in the desk research phase (Stage one) of this report were:

· The meaning of ‘public health’ to Pacific people and the key interfaces between public health and Pacific communities.

· Pacific public health workforce issues and strategies.

Key findings under these priority areas were:

· Meaning of ‘public health’ and key interfaces:

· There is some confusion within Pacific communities about the meaning of public health.

· Technical definitions of public health limit the ability of Pacific communities to understand public health.

· Explaining public health to Pacific people in terms of social determinants such as nutrition and cessation is more likely to succeed.

· Communicating concepts such as the differences between primary health and public health needs to be done from a Pacific perspective.

· Pacific interaction with public health occurs in many ways, and through various agencies.

· Pacific public health workforce issues and strategies:

· The demand for Pacific public health workers is outstripping the supply.
· It is difficult to attract and retain people into Pacific public health.

· There is a lack of workforce planning, career pathways and leadership in Pacific public health.

· Development of a strategy for the Pacific public health workforce is critical.

· Solutions to the problems identified include development of a funding formula and funding options, promotion of Pacific public health as a career option, development of career pathways, incentives and qualifications, and integration of Pacific public health workforce development activities through a coordinating body similar to Te Rau Matatini for Maori.

B.1.5 Other issues

Participants in the fono appeared strongly committed to dealing with Pacific workforce issues. They stated that they have been consulted on these issues in the past, and want to know that there will be feedback and follow-up this time.

The fono participants want clarity in how Pacific workforce issues should be addressed. They recognise the need for a long-term workforce development strategy and suggested it include all key stakeholders such as district health boards and Pacific health providers, and be driven by the Ministry of Health.

B.1.6 Our recommendations

· The Pacific Division of the Ministry of Health engages with a group of key fono participants (stakeholders) in a feedback session to:

· confirm the essence of the findings and the general messages underlining the finding

· respond to stakeholders on the Ministry’s thinking and analysis of the findings, and to map out how the Ministry intends to move forward on Pacific public health workforce issues.

· The roles of the following organisations are determined in running public health courses or programmes targeting Pacific people:

· District health boards

· Ministry of Health

· Pacific health providers

· Training providers. 

· Agreement is reached on:

· how solutions would be developed

· who should take the lead role in the way forward.
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� Note that the strong growth in the number of learners in the “health” field of study is largely attributable to level 1-3 First Aid courses. 


� A vacancy rate of 9% does not appear to us to be excessively high, given that at the time the Phoenix Research surveys were undertaken the labour market in New Zealand was very tight
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