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Executive Summary
Literature pertaining to public health workforce development has been reviewed to provide background to inform the development of an action plan for public health workforce development in New Zealand.
The general human resource management and more specific health workforce development literature, generally espouses a systems approach to workforce development.  A systems approach model to public health workforce development described by Kennedy and Moore (2001) was used to form the structure of this report.  The model looks at three components of public health practice and highlights the importance of approaching public health workforce development by assessing:

· The work – defining public health work in terms of core functions and essential services

· The worker – determining the range of competencies of the workforce

· The work setting – assessing the performance of public health agencies and organisations.

Context of public health workforce development

At a strategic and funding level, public health workforce development has little or no profile.  Steps already in place to remedy this are critical and are in-line with best practice in other countries.
At a high level strategic perspective, both the health sector (e.g. Achieving Health for All People – Whakatutuki te oranga hauora mo ngä tängata katoa: A Framework for Public Health Action for the New Zealand Health Strategy) and tertiary education sector (e.g. the Tertiary Education Strategy) acknowledge the importance of workforce development.  Recent developments in both the health and tertiary education sectors have created an environment where workforce development is seen as a means of ensuring innovation and generic competence are achieved.
Generally, health workforce development in New Zealand is complex and has suffered from an inadequate information base, an over-focus on narrow professional groupings, a lack of coordination, and a general lack of investment in infrastructure.
Key contextual features of health workforce development in New Zealand include:

· The Health Workforce Advisory Committee which provides some leadership of health professional training.
· The Health Practitioners Competence Assurance Act 2003 will influence future professional training and the development of continuing education programmes to enable health professionals to maintain appropriate registration status.
· The Clinical Training Agency (CTA), a division of the Ministry of Health plans and purchases post-entry clinical training for health professionals in New Zealand with the majority of the CTA’s funding currently being used on medical practitioners and some funding is directed towards nurses, dentists, health technologists and pharmacists.  The funding for medical practitioners includes funding for the training of approximately 35 Public Health Specialists per annum and the CTA also make brief mention of the need to provide training for nurses in relation to the population health approach included in the New Zealand Health Strategy.
· District Health Boards approved a national Workforce Action Plan (District Health Boards New Zealand, 2003) that has implications for professional training and education as they are major employers of the public health workforce. 

Acknowledgement by the health sector and the tertiary education sector of the need to work more closely together, especially in terms of fostering a community-centred approach provides a positive context for public health workforce development into the future.  However, there is a need to develop a more specific public health workforce development focus at a strategic and funding level within the health and tertiary education sectors to advance the public health workforce.

International approaches to workforce development
As would be expected, internationally there are different approaches to workforce development.  However, three fundamental considerations in relation to workforce development are commonly found in the literature:

· A systems approach is usually applied to workforce development.
· Workforce development is usually linked to overall public health goals and overarching this is a strong focus on the need to strengthen public health function (i.e. dedicated public health initiatives and enhancing a public health approach within primary care) as a means of achieving overall health goals.
· Modern thinking emphasises the importance of a person- and a community-centred approach to health workforce development by considering the needs of an individual, family or community rather the perceived needs of practitioners.
In New Zealand, the Health Workforce Advisory Committee (2001) has put forward three internationally recognised components of workforce development as:

· Planning the quantity and configuration of the workforce.
· Providing education and training to ensure the quality of the workforce.
· Fostering management systems to ensure the performance and retention of an appropriately trained workforce.

Different approaches can be taken regarding workforce development and most countries have used a combination of approaches.  In New Zealand, the Health Workforce Advisory Committee has reviewed these different approaches.  Each approach has similar dimensions and all result in determining some form of practitioner level, usually in relation to numbers of practitioners per population numbers.
In summary, no one approach will be completely relevant to public health workforce development.  Most countries reviewed, explicitly or implicitly use a number of approaches.  This usually commences from an attempt to define the public health workforce, core public health functions and competencies, then plan workforce development activities based on an informed judgement of current and future needs.  In two countries this process was galvanised by major public health events, namely, SARS in Canada and September 11 in the United States of America.

Barriers to workforce development

Internationally there are a number of commonly identified barriers that exist in assuring the ongoing competency of the public health workforce.  In summary, these include:
· Workforce planning is hampered by the absence of an updated inventory of the workforce, including a lack of no standard system of naming on occupational title and organisational setting to quantify the public health workforce (most countries, including New Zealand). 
· There is a low level of specialist public health training/qualifications amongst public health workforce internationally.
· The multi-disciplinary nature of the public health workforce creates a barrier as the public health workforce is spread across numerous professions and organisations (government and non-government, academic, community).
· While progress is being made in competency identification and validation for specific disciplines or technical content areas, significant gaps are present and there is little consensus on the basic and cross cutting competencies or curricula/content elements needed in public health.
· Public health training is generally fragmented, of unequal quality or value, and often lacks user-friendly systems for registration, course support and feedback.
· Inadequate incentives exist for participation in training and continuing education, including few examples of national competency standards, which could positively influence participation in life-long learning activities.
· No uniform approach and commitment to evaluation are available, whether the object of evaluation is the individual, programme, curricula or the system itself, (i.e., workforce development initiatives).

· Funding of workforce training and continuing education is hampered by the absence of a coherent policy framework and strategies for funding these activities.

Key implications from overseas experience for New Zealand public health workforce development

From the four countries reviewed (America, Australia, Canada and England) it would appear that New Zealand public health workforce development is embarking on a similar process that most other countries commenced some years previously.  Key implications from overseas experience include:

· Definition of essential public health services (as opposed to specific public health professions) for the country and possibly at an organisation level is important.
· The development of organisational and generic competencies is a focus for workforce development strategies.
· Partnerships between health and education sectors and other stakeholders need to be fostered.
· A flexible and multi-disciplinary workforce is required for a rapidly changing environment (globally and regionally).
· Practitioners’ need for life-long training needs to be integral to a workforce development programme.
· Encouragement and support is required to ensure a workforce that includes key cultural groups and cultural competence.
· The establishment of an overall public health workforce development strategy that is coordinated and funded is fundamental to ensuring a competent workforce.

Core or essential functions of public health

Many countries have defined core or essential functions of public health or their public health systems and these have been briefly outlined.  It is generally accepted in the international literature that there is a need to explicitly identify the functions of the public health system as a means to improve the effectiveness of those functions.

In New Zealand, a discussion report (McCracken, 2004) recently prepared for the Ministry of Health concludes that there is much overlap in different countries definitions of core functions.  The discussion report provides an important starting point for discussing the role of establishing a set of essential or core public health functions in New Zealand.
It will be important for the public health sector in New Zealand to draw on the international descriptions of public health core functions outlined and establish an agreed set of core functions as they apply to New Zealand.

Core competencies - individual

It is recognised that any definition of core competencies requires consensus about core functions and that generic public health competencies naturally follow on from the core or essential public health functions.

The range of generally recognised core competencies of the public health workforce internationally has been outlined.  Much work has been done on the development of generic core competencies for national or regional public health workforces.  This work is most often linked to established core public health functions and is applied to organisations and individual practitioners through a range of workforce development initiatives.

In New Zealand, health promotion competencies are most developed, while health protection competencies appear to be fairly well developed.  A key gap is a set of generic public health core competencies.  It will be important to develop generic public health core competencies in tandem with establishing an agreed set of overall core public health functions.  Without both of these, it will be difficult for New Zealand to develop a multi-disciplinary public health workforce.  A parallel process for Maori may also be required.  At the very least, Maori, Pacific and possibly other cultural competencies will need to be developed.

Further progress in the development of discipline-specific and settings-specific public health competencies is also required.  As in other countries, key reasons for this work are general capacity building and the ensuring of public health or quality standards in the delivery of public health services at a national, organisational and practitioner level.

Core competencies - organisational

Several countries have developed competencies related to organisations.  For example, in America work has been done on developing organisational competencies to support the work of local public health organisations to meet performance standards around the delivery of essential public health services and as a mechanism for supporting the implementation of individual competencies.

However, the literature highlights that further development of generic public health training is limited by the absence of an agreed set of core public health functions and generic core public health competencies.  This has implications for organisations and training providers.

In New Zealand, the Health Workforce Advisory Committee (2003) note that two prerequisites to health workforce development are health sector commitment to workforce development, and the health and education sectors working together.  There are promising signs for both of these prerequisites, but further work will be required to raise commitment to workforce development and develop greater health and education collaboration.

The Health Workforce Advisory Committee (2003) highlights the importance of the workplace in contributing to positive and negative performance spiral.  In summary, if an organisation responds to performance problems by reducing training and other workforce development activities, this leads to issues with individuals such as less productivity, more staff turnover, etc, while the opposite is  true with better organisational practices, service is improved along with better staff satisfaction, motivation, etc.

Currently in New Zealand there are limited mechanisms for organisations to ensure their overall competence in delivering public health services through determining organisational competencies and individual practitioner or worker competencies.  This is compounded by scattered training opportunities for the public health workforce.

A structured public health workforce development framework or plan is required to facilitate the establishment of organisational competencies and a more coherent programme of training opportunities.

Conclusions

A systems approach (as outlined in Figure 3 on page 62), that starts with core public health functions, which lead on to organisational competencies and then individual competencies, provides a useful framework for discussing workforce development.

Definition of essential public health services (as opposed to specific public health professions) for the country and possibly at an organisational level is important.  A flexible and multi-disciplinary public health workforce is required for a rapidly changing environment, including a changing health sector.  Life-long training is a critical component of any workforce development programme.  Further encouragement and support is required to ensure a workforce that includes key cultural groups and cultural competence.  The establishment of an overall public health workforce development strategy that is coordinated and funded will be fundamental to ensuring a competent public health workforce by facilitating the establishment of organisational competencies and a more coherent programme of training opportunities.

Martin Dawe

Health & Safety Developments
1.  Introduction

1.1  Aim of report
The aim of this report is to provide background information to inform the development of an action plan for public health workforce development in New Zealand.

1.2  Method

This report has been prepared by examining workforce development literature and analysing key themes from this literature to highlight pertinent issues for consideration when discussing workforce development issues in New Zealand.

The analytical framework used in this literature review is briefly outlined below.  Sources of literature to develop the framework are listed.
Analytical framework for discussing workforce development

An analytical framework was developed by reviewing workforce development literature (see below).  In summary, this framework is based on the following key points:

· Workforce development is generally based on a systems approach (supported by Human Resource Management literature and local/international health/public health workforce development literature).

· Workforce development is most commonly linked to strategic planning (national, local and organisational levels).

· Underpinning much workforce development is the notion of human resource planning and forecasting, which includes:

· Establishing personnel inventories, i.e. assessing current human resources (skills and abilities)

· Forecasting future needs (numbers of practitioners and skill mix) by analysing economic, social, political factors, government/legislative requirements, population and workforce needs, and technology.

· Effective workforce development requires an assessment of national, local, and organisational ability to implement training and other workforce development programmes.

In summary, workforce development can be defined as:  a planned programme of national, local and organisational improvement that has a goal of linking training and other development initiatives to desired job behaviours (or competencies) or “Strategies that influence the environment affecting the training, work practice and careers of public health professionals (National Public Health Partnership, 2002: 3).”
Literature sources

A number of literature sources have been used in the preparation of this report.  These have included:

· Relevant New Zealand strategy and workforce development-related documents

· An international review of workforce development literature by Victoria Smith carried out in 2003
· Medline search on the term “workforce development” (200 articles were located and 5 were selected for their generic public health workforce nature)

· Scan of recent key policy documents from America, Australia, Canada, and England.
A number of useful internet references are included at the end of this report (see page 67).
1.3  Limitations and acknowledgements
Efforts have been made to identify relevant literature, but it should be noted that a comprehensive literature review was not carried by the author.  The author has relied on a primary literature review (PLR) carried out by Victoria Smith on behalf of the Ministry of Health.
The author acknowledges the work of Victoria Smith (Smith, 2003) in carrying out the PLR.  The PLR has been used within this report in an edited form.

The PLR focused on literature from Canada, United States, and Australia.  A key reason for this was an assumption that these countries have public health issues and practices that are broadly similar to New Zealand.  New Zealand literature was also drawn on, but often related to primary health care professionals rather than the public health workforce per se.

1.4  Context

This section briefly outlines the broad context in which public health workforce development needs to be considered.  This includes the broader health sector context and the education sector context.
Health sector

The structure of New Zealand’s health care system is governed by the New Zealand Health and Disability Act 2000. This legislation defines the configuration and specific functions of each part of the health and disability sector including the establishment of District Health Boards (DHBs), and the mandating of a population-based approach to health.  Health and disability services in New Zealand are guided by two overarching strategies: The New Zealand Health Strategy, and the New Zealand Disability Strategy.
An overall public health framework was launched in October 2003 by the Ministry of Health (Achieving Health for All People – Whakatutuki te oranga hauora mo ngä tängata katoa: A Framework for Public Health Action for the New Zealand Health Strategy).  The vision for public health in New Zealand contained in this framework is “achieving health for all people (p.27)”.  The framework states that this vision will be achieved by progress toward three overarching goals: improve the overall health status of the New Zealand population, improve the health status of Maori, and reduce inequalities in health (Ministry of Health, 2003).  This vision will be realised though a series of key actions undertaken within defined focus areas.  The aim is to assist in addressing the wider determinants of health by using a public health approach and working together with local and national government departments, environmental and community agencies and Maori governance bodies.

Underpinning many of these actions is the need for a competent workforce.  A public health workforce development strategy at national, district and organisational levels will ensure a more competent workforce.

“Providers ultimately rely on a trained and skilled workforce and therefore ongoing workforce development is a key to effective public health practice. Highly effective practitioners in health protection, health promotion and disease prevention and a range of allied skills will continue to be required. Work has been carried out to identify core competencies of health promotion workers and recommendations for workforce development for health protection officers. Maori public health workforce development was identified as a priority in the consultation on this plan [i.e. the preliminary consultation document].

Changes in the health sector, particularly the development of Primary Health Organisations have identified new challenges for public health services in workforce development which spans traditional role boundaries. These developments will inform workforce development strategies of both the Ministry and training providers (Ministry of Health, 2002a: 28).”
The Ministry of Health (2003) state that public health action is complex and multi-layered:

· Public health services (including providers within District Health Boards and Non-Governmental Organisations) that promote and protect health and prevent disease are central to public health action
· Public health services comprise around two percent of funding for all health services and focus on improving the health of populations

· Services in the wider health sector such as primary care, hospital and community services also have a key role in public health action by ensuring a focus on improving health and taking into account all the factors which determine health
· At a wider level, public health action includes actions of agencies which are not part of the health sector but whose policies and actions influence our health such as local government, environmental planning, housing, education and unemployment.
Education sector

A review of New Zealand's tertiary education system began in early 2000.  A key feature of these reforms was the establishment of the Tertiary Education Commission (TEC) under the provisions of the Education (Tertiary Reform) Amendment Act 2002.  In May 2002, the Ministry of Education launched the Tertiary Education Strategy 2002-07 (Ministry of Education, 2002).  The TEC oversees the implementation of the Tertiary Education Strategy and the associated set of priorities.  The TEC also takes an active role in facilitating collaboration and co-operation in the tertiary education system, and a greater system connectedness to New Zealand businesses, communities, iwi and enterprises.

“The TEC is responsible for funding all post-compulsory education and training offered by universities, polytechnics, colleges of education, wänanga, private training establishments, foundation education agencies, industry training organisations, and adult and community education providers.  The Ministry of Health is working with the TEC to establish links between the health and education sectors to ensure education programmes meet the future needs of the health and disability sector (Ministry of Health, 2004:  2).”
The Tertiary Education Strategy sets a range of goals for the tertiary education system and outlines a number of required shifts and changes to reach these goals.  The Tertiary Education Strategy outlines six strategies and related objectives that are expected to impact on a range of actors, at a range of levels – from individual educators, researchers, managers, and employers, to institutions of all types, ITOs (Industry Training Organisations), industries, staff and unions, and government agencies (including the Ministry of Health).

The six strategies of the Tertiary Education Strategy are:

1. Strengthen System Capability and Quality

2. Te Rautaki Matauranga Maori – Contribute to the Achievement of Maori Development Aspirations

3. Raise Foundation Skills so that all People can Participate in our Knowledge Society

4. Develop the Skills New Zealanders need for our Knowledge Society

5. Educate for Pacific Peoples’ Development and Success

6. Strengthen Research, Knowledge Creation and Uptake for our Knowledge Society.
The TEC plays a key role implementing policies and applying instruments such as charters and profiles, funding, and assessments of strategic relevance outlined in the Tertiary Education Strategy.  The new system of charters and profiles introduced under the Tertiary Education Strategy is aimed at articulating the strategic focus and capabilities of individual providers and ITOs.  The system provides a basis of accountability for performance.  Other changes signalled in the Tertiary Education Strategy are changes in tertiary education funding policy, which aim to shift from a demand-driven system to a much more strategic approach to funding. These changes place greater emphasis on building capability and developing strategic relationships between providers and with other sectors.  As with health strategy, tertiary education policy increasingly involves a ‘whole-of-Government’ focus that recognises that the capabilities that exist in a tertiary system contribute to a wide range of national development goals (Ministry of Education, 2002).

The Tertiary Education Strategy is high level strategy and not surprisingly does not make specific reference to public health or health workforce development.  However, there are three key concepts outlined in the Tertiary Education Strategy that have relevance to public health workforce development.  In summary, these include:

· Training providers and employers are encouraged to increasingly work together to improve access to life-long workforce training.  This includes special efforts to increase participation for the Maori workforce and the Pacific workforce.
· Training offered by the tertiary education sector and employers should be structured to meet the needs of the industry and communities.  The industry needs to play an active role in defining these needs (see Objective 19 of the Tertiary Education Strategy).
· Training and workforce development needs to ensure workforce flexibility to cater for a rapidly changing workforce.  Workforce development will need to focus more on the development of ‘essential’, ‘core’ or ‘key’ skills along with generic skills to allow the workforce to respond to innovation and change.
“We must ensure that the tertiary system is more responsive to the skill needs of the labour market and the needs of communities.  Tertiary providers will need to build stronger relationships and networks. Increasingly, these interactions need to involve the development of shared strategies that reflect stakeholder needs, and the shared development of learning pathways and workplace learning. This should include the development of joint strategies for upskilling the existing workforce, including more workplace learning and the inclusion of a strong workplace component into courses and programmes. The mobility of skilled people between the tertiary system, the research sector, the business sector, and other communities of interest should also become commonplace (Ministry of Education, 2002:  18).”

Apart from the Tertiary Education Strategy, professional training and education is influenced by different accreditation programmes.  In New Zealand, various agencies accredit education and training programmes.  The Committee on University Academic Programmes (CUAP) and New Zealand Qualifications Authority (NZQA), along with the medical vocational colleges, New Zealand Nursing Council and Medical Council of New Zealand, are involved in accrediting undergraduate and post-entry programmes.
Health sector and tertiary education sector interface – training health professionals

a.  Health Workforce Advisory Committee (HWAC)

From a strategic policy perspective, leadership of health professional training is provided by the Health Workforce Advisory Committee (HWAC), which published, The New Zealand Health Workforce:  Future Directions – Recommendations to the Minister of Health 2003 in August 2003.  HWAC was established in 2001 and is tasked with:

· Providing an independent assessment for the Minister of Health of current workforce capacity and future needs in relation to relevant health strategies.

· Advising the Minister of Health on national goals for health workforce development and to recommend strategies to develop an appropriate workforce capacity.

· Facilitating co-operation between organisations involved in health workforce education and training.

· Reporting progress on the effectiveness of recommended strategies.

Pre-1980, training for the health sector was often provided by specialist teaching hospitals.  Since that time, universities and technical institutes have increasingly developed under-graduate and post-graduate courses catering for a range of health professionals.  Specific public health training is still limited to a small number of courses but is gaining more visibility (e.g. the establishment of the School of Population Health at the University of Auckland).  
The Health Workforce Advisory Committee (2003) states that the health workforce development systems established in the 1970s “were largely dismantled and abandoned during the health sector reforms of the late 1980s and early 1990s (p.2).”  HWAC state that it is important that the health workforce be considered as a whole rather than a set of separate services and that this will require a major culture change (or paradigm shift).
The Health Workforce Advisory Committee (2003) acknowledges the importance of hospital-based medical specialties while encouraging the need for “increased attention to workforce challenges in the delivery of public health, primary and community-based care if the sector is to respond effectively to emerging needs and trends, including a more strategic approach to prevention and early intervention (p.3).”
Underpinning this, the Health Workforce Advisory Committee (2003) argues that the health sector must become oriented towards what the users of health services and their associated communities require and want, i.e. “a person- and community-centred approach (p.3)”.
The Health Workforce Advisory Committee (2003) acknowledges that health workforce development is complex and that there is an absence of workforce development models that can be used to predict workforce needs beyond two to three years.
b.  Health Practitioners Competence Assurance Act 2003

Another important recent change that is likely to impact on health workforce development and to a lesser extent, public health workforce development is the introduction of the Health Practitioners Competence Assurance Act 2003.  This Act will also influence professional training and the development of continuing education programmes to enable health professionals to maintain appropriate registration.

The Health Practitioners Competence Assurance Act 2003 covers a diverse range of health professional occupational groups and when fully in force in September 2004, the Act will repeal 11 occupational statutes governing 13 professions.  This Act enables all registration authorities
 to require practitioners to participate in some form of ongoing professional development.  While some of these professionals work in the public health arena (notably Public Health Nurses and Public Health Medicine Specialists), it is likely that most of the public health workforce falls outside of these professional groupings.
Given that most public health practitioners are not aligned to any specific profession, this is a potential barrier to the development of a coordinated programme of workforce development.
c.  Clinical Training Agency (CTA)

The Clinical Training Agency (CTA), a division of the Ministry of Health was established in late 1994 to plan and purchase post-entry clinical training for health professionals in New Zealand.  As outlined in the latest Clinical Training Agency Strategic Intentions 2004-2013 (Ministry of Health, 2004) released in January 2004, the majority of the CTA’s funding is currently used on medical practitioners.  Some of the funding is directed towards nurses, dentists, health technologists and pharmacists.  The funding for medical practitioners includes funding for the training of approximately 35 Public Health Specialists per annum.  The CTA also make brief mention of the need to provide training for nurses in relation to the population health approach included in the New Zealand Health Strategy, but the CTA infer that their focus for training provision will be on programmes that emphasise teamwork, collaboration and a multi-disciplinary approach rather more specific public health training (Ministry of Health, 2004).
d.  District Health Boards New Zealand

In May 2003, District Health Boards approved a national Workforce Action Plan (District Health Boards New Zealand, 2003) that has implications for professional training and education.  District Health Boards (DHBs) are major employers of the public health workforce and the Workforce Action Plan identifies priority actions that focus:

· On the development of workforce information
· Ensuring coordination between key stakeholders
· Building strategic capacity (e.g. DHB Annual Plans are consistent with the Workforce Action Plan, Maori workforce development, Pacific workforce development, development of workforce development toolkit, etc).
Conclusions relating to overall context

At a high level strategic perspective, both the health sector and tertiary education sectors acknowledge the importance of workforce development.  However, a specific public health workforce development focus is missing at this level.

Recent developments in both the health and tertiary education sectors have created an environment where workforce development is seen as a means of ensuring innovation and generic competence are achieved.
Health workforce development in New Zealand is complex and has suffered from an inadequate information base, an over-focus on narrow professional groupings, a lack of coordination, and a general lack of investment in infrastructure.
Acknowledgement by the health sector and the tertiary education sector of the need to work more closely together, especially in terms of fostering a community-centred approach provides a positive context for public health workforce development into the future.  There is a need to develop a more specific public health workforce development focus at a strategic and funding level within the health and tertiary education sectors to advance the public health workforce.
2.  Introduction to public health workforce development

This section briefly introduces some fundamental considerations in relation to workforce development, different approaches used internationally, along with commonly identified barriers to workforce development.  Where possible, implications for public health workforce development in New Zealand are drawn.
2.1  Fundamental considerations of public health workforce development

There are a number of fundamental considerations that underpin any discussion of public health workforce development.

A systems approach is usually applied to workforce development

The human resource management literature generally espouses a systems approach to workforce development (Cascio, 1991).  This is supported by Health Workforce Advisory Committee (2003) and Kennedy and More (2001) and the National Public Health Partnership (1998).  

The systems approach model to public health workforce development described by Kennedy and Moore (2001) looks at three components of public health practice.  This model highlights the importance of approaching public health workforce development by assessing:

· The work – defining public health work in terms of core functions and essential services

· The worker – determining the range of competencies of the workforce

· The work setting – assessing the performance of public health agencies and organisations.

These three components provide the structure for discussing public health workforce development in the body of this report.
Health workforce development needs to based on a person- and community-centred approach
Modern thinking emphasises the importance of a person- and a community-centred approach to health workforce development by considering the needs of an individual, family or community rather the perceived needs of practitioners (Amodeo, 2003;  Institute of Medicine (U.S.), 2002;  Health Workforce Advisory Committee, 2002; Ministry of Education, 2002).

Workforce development needs to be linked to overall public health goals

Workforce development needs to be linked to overall public health goals (Centers for Disease Control and Prevention/ATSDR, 2000;  Department of Health, 1999;  Health Workforce Advisory Committee, 2003;  Ruderman and Grason, 2002) and overarching this is a strong focus on the need to strengthen public health function (dedicated public health initiatives and enhancing a public health approach within primary care) as a means of achieving overall health goals (Department of Health, 2001;  Health Canada, 2003).
2.2  Most countries use a combination of approaches to health workforce development

Different approaches can be taken regarding workforce development and most countries have used a combination of approaches.

In New Zealand, the Health Workforce Advisory Committee (2001) has outlined the “three major components of workforce development [as]:

· planning for the quantity and configuration of the workforce

· educating and training to ensure the quality of the workforce

· managing to ensure the performance and retention of an appropriately trained workforce (p. 4).”

The Health Workforce Advisory Committee (2001) also listed six different workforce development approaches that have commonly been used internationally as:
i. Workforce to population ratio

ii. Student admissions

iii. Needs-based planning

iv. Demand-based planning

v. Benchmarking

vi. Model of Care approach.
Each approach has similar dimensions and all result in determining some form of practitioner level, usually in relation to numbers of practitioners per population numbers.  The following briefly outlines the different approaches and the possible applicability to public health workforce development in New Zealand.  The Health Workforce Advisory Committee (2004) uses a number of these methods to help inform training funding allocation.

i.  Workforce to population ratio

This sets workforce numbers in relation to population figures (sometimes setting a different ratio of practitioners to different populations, e.g. age, rural/urban, etc).  It was previously the most common method of workforce planning and until recently was recommended by the World Health Organization (WHO) for health workforce planning.  It is easy to apply but depends on norms, which may be arbitrarily set without consideration of epidemiological data or resource constraints, and may lead to an expensive and inequitable distribution of health workers.
Given the diverse nature of the public health workforce in New Zealand, it is unlikely that a simple ratio of public health practitioners to population would be useful or applicable.  However, it might provide a useful starting point for assessing for example, specific workforce groups (e.g. health protection officers) numbers per capita by DHB to obtain a proposed benchmark.
ii.  Student admissions

This method projects future supply on the basis of student numbers. The major assumption here is that current policies are the correct ones and will remain correct for the long term.  For example, it is assumed that the current skill mix among the categories of health professionals will remain unchallenged and unaffected by changes in the external technological, demographic and epidemiological environment.

This approach is unlikely to have merit for public health workforce development in New Zealand unless a more generic training programme is established based on core competencies.  It could be applied in combination with the “Workforce to population ratio” method outlined above if it was determined that a certain number of specific public health practitioners were required, then student admissions numbers could be set as a means of achieving desired levels of practitioners.

iii.  Needs-based planning

In this method, panels of experts estimate the per capita numbers of practitioners (usually under specialist groupings) needed to respond to conditions.  This method requires the ability to forecast the factors that will affect the need for a particular specialist, such as technological change, emerging health issues, or changes in population demographics.  Projections are based around service needs and morbidity trends and these are then multiplied for each projected population segment and then extrapolated to calculate national needs/requirements for health professionals of various specialties.  The service needs are then converted into personnel requirements using productivity norms.  This approach is based upon three assumptions (1) all health needs can and should be met, (2) cost-effective methods of addressing these needs can be identified and implemented, and (3) health resources are used according to relative levels of need.

The advantages of this method are that it is logical, it is consistent with professional ethics and easy to understand.  However, WHO lists a number of disadvantages to this method including the fact that extensive data is required regarding service needs; that changing technology requires updates to the established productivity norms of what can be undertaken and what is required; that it is known to be expensive; and that strong controls over health worker deployment and the use of health services are required.  WHO also believes that the needs-based planning method is likely to project unattainable service (and therefore staff) targets (World Health Organisation, 2001;  Health Workforce Advisory Committee, 2001).
This method has been used by medical workforce planning with a focus on medical speciality services.  This method would have limitations for public health workforce planning in New Zealand as there are so few public health medical and non-medical specialists.  This method also goes against the international trend for a more multi-disciplinary approach.
iv.  Demand-based planning

This method assumes that current use of health services according to age, gender, income, education, etc, is a proxy for both current and future demand and an indicator of practitioner requirements.  It involves assessing the current and future social, political and economic circumstances, and then estimating the impact on demand and service delivery capability.  Current use of health services, changes in epidemiology and the burden of disease along with and demographic changes are also considered and projected to estimate future demand.  According to the WHO, this method is economically feasible, but it requires significant amounts of data and often produces ‘status quo’ estimations (World Health Organisation, 2001).

This approach has obvious limitations from a public health workforce perspective as it is difficult if not impossible to measure demand for public health services in the same way as health care demand (e.g. patient visits).
v.  Benchmarking

This method of workforce planning compares workforce resources with a defined benchmark, model region, or with other countries.  The National Health Service in the United Kingdom has developed a set of six performance indicators related to workforce capacity and capability. They relate to junior doctors’ hours, the vacancy rate for qualified allied health professionals, the vacancy rates for qualified nursing, midwifery and health visiting staff, the vacancy rate for consultants, sickness and absence rates, and clinical negligence (cited in Health Workforce Advisory Committee, 2001).

Some parts of the health sector in New Zealand use this method to determine appropriate resource allocation, e.g. the Blueprint for Mental Health Services in New Zealand: How Things Need to Be (Mental Health Commission, 1998) uses a range of benchmarks relating to numbers of practitioners/beds per population required under various treatment programmes.  Mental health also use the Models of Care approach outlined below.  It is likely to be difficult to use this method for the general public health workforce given the diversity of the public health workforce.  It may have some application for specific professional groups such as Public Health Nurses.
vi.  Model of Care approach

This approach gives consideration to the total skill mix available in the statutory and non-statutory sectors and is based on agreement about the value of multi-disciplinary teamwork rather than the more traditional approaches of viewing professions in isolation.  It identifies the need for developing training standards and education to underpin the team approach in meeting consumer needs.  This approach involves a patient focus and user involvement.  In New Zealand this approach has been used as the basis for mental health workforce development since 1996 and more recently for the maternity care provider and Pacific health workforces.
This approach may have some application to public health workforce planning as it would acknowledge the multi-disciplinary nature of public health practice.  It does however, have limitations for public health as it is again focused more on the delivery of health care as opposed to population health services.  

Summary of different approaches
In summary, no one approach outlined above will be completely relevant to public health workforce development.  As discussed below, most other countries, explicitly or implicitly use a number of approaches.  This usually commences from an attempt to define the public health workforce, core public health functions and competencies, then plan workforce development activities based on an informed judgement of current and future needs.  In two countries this process was galvanised by major public health events, namely, SARS in Canada and September 11 in the United States of America.

Health workforce development in Australia
In Australia, government supported health workforce planning and research occurs at both the national and State/Territory levels.  The national level activities are overseen by several advisory committees and coordinated by the Australian Health Workforce Officials' Committee.
The two national health workforce committees that oversee national level government initiated workforce planning are the Australian Health Workforce Advisory Committee (AHWAC) (covering the nursing, midwifery and allied health workforces) and the Australian Medical Workforce Advisory Committee (AMWAC) (which has responsibility for medical workforce planning). The committees undertake health workforce research and data analysis, and from this provide workforce planning advice to Australian Health Ministers, the Australian Health Ministers' Advisory Council, jurisdictions and health workforce stakeholders.

In May 2004, the Australian Health Ministers’ Conference, published the National Health Workforce Strategic Framework.  It is Australia’s first attempt to establish a comprehensive national health workforce strategic framework.  It is designed to guide national health workforce policy and planning and Australia’s investment in its health workforce.  The Framework recognises that a collaborative, multi-disciplinary approach is needed to effectively tackle health workforce issues (Australian Health Ministers’ Conference, 2004).

Public health including workforce development falls under the National Public Health Partnership (NPHP)
.  The NPHP is responsible for identifying and developing strategic and integrated responses to public health priorities in Australia.

The NPHP released a background report in 1998 (National Public Health Partnership, 1998) that identified issues to be addressed in a national workforce development plan as gaps in public health knowledge and workforce, the education and training needs of the public health professional, and public health literacy in the broader health care workforce.  The background report highlighted the need for a more systematic and continuous process to monitor public health training needs and capacity as being essential to strategic workforce development. 
The background report was prepared to facilitate national consultation and gain feedback on priority workforce development needs, the benefits of pursuing change under a public health workforce development plan and an understanding of the barriers to change.
This was followed up in 2002 by a discussion report (National Public Health Partnership, 2002) on workforce planning that intended to describe current workforce planning practices relevant to the public health workforce and to propose a framework for workforce planning to categorise the public health workforce, to generate information about existing national workforce capacity, and to determine labour market requirements.  The NPHP make a distinction between workforce ‘planning’ and ‘development’, in that workforce planning “can be described as ensuring that there are sufficient people with the right skills to deliver high quality public health services to the community.  A key question is: how many people are needed to provide a desired level of public health services to a given population? (National Public Health Partnership, 2002:  4).”

The NPHP notes that most workforce planning studies find it is considerably easier to calculate workforce supply compared to workforce demand, but it is particularly difficult to define and quantify the public health workforce.
“There are significant shortcomings in classification schemes for public health work, work settings and workers, who can range from dedicated public health specialists and professionals, through to general health and associated workers whose jobs include some public health tasks, such as general practitioners or town planners (National Public Health Partnership, 2002: 4).”

The NPHP notes that estimating demand for public health services is difficult, because…

“…the nature of the demand for public health professionals working to improve the health of populations differs significantly from the demand for other health professionals primarily concerned with the health of individuals.  The demand for public health professionals is less directly sensitive to population size and demographic composition, and more dependent on the nature and organisation of public health services.  Regardless of the size of the population it services, there is always likely to be a critical minimum skill establishment necessary to maintain the integrity necessary to the successful operation of a public health service. In general terms, there is hence some presumption that public health services are likely to be sensitive to economies of scale.  Therefore, important drivers of demand for public health labour are organisations and the specific functions and programs that they undertake (National Public Health Partnership, 2002:  4).”

Further, the NPHP notes that new policy directions (such as the creation of a bio-terrorism unit or the closure of a sexual health clinic) can lead directly to changes in demand (National Public Health Partnership, 2002).

The NPHP (National Public Health Partnership, 2002) proposed a workforce planning framework for organisations that uses a four step methodology to identify workforce needs, expressed in terms of the competencies that are essential to achieving their organisational objectives:

· Identify/measure (future) goals and activities;

· Within an organisation, determine what information, priority or program changes generate demand for public health services;

· Describe the organisational competencies required to achieve the goals and implement action; and

· Describe the competency set required by the workforce of the future.
A feature of the proposed model in Australia is that it puts social needs, rather than staff as the providers of services, at the heart of workforce planning.  The NPHP notes that this entails:

· Defining the services the public need;
· Determining the skills and competencies needed to deliver these services;
· Deriving both the numbers and types of staff required to satisfy competencies to deliver services at the organisational / programme level;

· Matching actual positions with competencies and identifying gaps;
· Link to training and education policies.
Another feature of the Australian model is its emphasis on the core functions of public health, such that:

· Organisations identify those core functions that are relevant to their objectives;

· Competencies are further defined by the public health domain (e.g. Communicable disease) or specific target populations (e.g. Refugee population); and

· Organisational competency needs and individual competency sets and their complementarities are brought into play.
Health workforce development in Canada
A recent report (Health Canada, 2003) into renewing public health in Canada notes that Canada’s Constitution provides both the federal and provincial/territorial governments with elements of legislative authority over health.  The federal government supports health care through Canada Health and Social Transfer (CHST) which provides provinces and territories with cash payments and tax transfers to apply as they see fit to their health and social programmes.  From time to time, the federal government also provides funding for specific health initiatives.  Provincial and territorial governments provide funding to their respective health authorities predominantly through grants.  As Canada has no standardised definition of public health, it has been difficult for their government to obtain a precise estimate of what is spent on public health (although this has been estimated that spending on personal health services is about thirty-fold greater than public health spending).
The Canadian Institutes of Health Research (2003) in a report entitled, The Future of Public Health in Canada: Developing a Public Health System for the 21st Century notes that in most provinces and territories of Canada, public health is delivered through regional health authorities or the provincial/territorial government.  At a national level, the primary public health entity within Health Canada is the Population and Public Health Branch (PPHB).  The PPHB is primarily responsible for policies, programmes and systems relating to prevention, health promotion, disease surveillance, community action and disease control.  Canada's health protection responsibilities are located in two other branches and one agency.
The Canadian government recently renewed its commitment to improving and protecting the health of all Canadians through new investments in public health capacity, new mechanisms for coordination and a renewed spirit of collaboration with its partners.  The impetus for this was Canada's experience with SARS (Health Canada, 2003;  Health Canada, 2004).
In May 2004, the Canadian government established the Public Health Agency of Canada to strengthen Canada's place as a world leader in global health efforts and provide a nerve centre for Canada's expertise and research in public health.  The Agency will work with the provinces and territories to coordinate an effective medical response to emergencies, partner with other federal organisations to address health and security concerns, and take a lead role in the prevention of disease and injury and the promotion of health.  It will track trends in chronic, infectious and non-infectious diseases, investigate outbreaks, carry out laboratory diagnosis and conduct research (Health Canada, 2004).

The development of the public health workforce is in its very early planning stages and commenced in mid-2003 with an initial step of recommending that the essential functions of public health be defined as part of a proposed way forward to a better public health system (Canadian Institutes of Health Research, 2003).

The Canadian Institutes of Health Research (2003) notes that there is little information available on the functioning of Canada's public health system, since there is no accepted list of expected system functions and it is difficult to assess the extent that these are being fulfilled.  This was also affirmed in the Health Canada (2003) report entitled, Learning from SARS:  Renewal of Public Health in Canada A report of the National Advisory Committee on SARS and Public Health, October 2003.
“Although data are scarce, the SARS outbreak made clear that even in Toronto, where the public health infrastructure is relatively strong, public health human resources are deficient (Health Canada, 2003:  133).”
Health Canada (2003) notes that no attempt to improve public health will succeed unless recognition of the fundamental importance of providing and maintaining an adequate staff of highly skilled and motivated public health professionals in every local health agency across Canada.  Nationally, Health Canada’s aim is…

“to produce a cadre of outstanding public health professionals who are adequately qualified and compensated, and who have clear roles, responsibilities and career paths. Without urgent implementation of a public health human resources strategy, that aim cannot be achieved (Health Canada, 2003:  136).”
Further, Health Canada (2003) notes that:

“Although Canada needs more public health workers, increasing the supply alone would be a half-measure.  A thorough review of public health training programs is also needed—new entrants to the public health workforce should be appropriately qualified, and existing public health workers should be provided with opportunities to acquire additional skills if necessary (p. 133).”
Health Canada (2003) has strongly recommended that there is a need for a coherent national strategy based on a partnership (after the Australian model) involving federal, provincial and territorial governments, as well as academic stakeholders and professional associations. Health Canada has set-up a process whereby, under the guidance of a director and with the support of a secretariat, such a partnership will develop a strategy, implement it, and monitor its progress.
Activities envisaged, include:
· support data collection
· develop better baseline information about the workforce
· compare roles of public health workers in Canada and other countries,
· and evaluate the roles of different members of the public health workforce.
Related to these activities it is envisaged that the secretariat:

· explore why certain professionals choose public health practice and others do not;

· help define the educational standards needed to achieve, maintain and enhance competence for public health; and

· make recommendations regarding public health pay scales.

“Institutional infection control provides an illustration of how the strategy and secretariat might function. Relevant stakeholders would be pulled together into a task force to address this specific sector. A first phase of activity might see assessment of current standards and training programs, along with a more precise delineation of the supply of infection control practitioners and anticipated shortfalls. The next phase could be the rapid development of strategies to increase training opportunities and offer incentives to nurses, laboratory technologists, and others who might be trained in infection control. These strategies would be rolled out with support from the Canadian Agency for Public Health and provincial/territorial jurisdictions as well as institutional partners. Creation of continuing education and recertification programs could also be part of the strategy for sustaining the ICP workforce. Last, to maintain a cycle of workforce renewal, graduate programs in infection control could be developed in a limited number of universities, thereby training the next generation of teachers of infection control practitioners (Health Canada, 2003:  137).”
Health workforce development in England
In England, the Department of Health produced a consultation plan on human resource development (Department of Health, 2002).  This document proposed two overarching objectives relating to a major expansion in staff numbers, and a major redesign of jobs.  The plan was built on four pillars:

1. Making the National Health Service (NHS) a model employer

2. Ensuring the NHS provides a model career – the Skills Escalator

3. Improving staff morale

4. Building people management skills.
Progress towards these objectives under each pillar is reported annually, with two reports being produced since 2002 (Department of Health, 2003;  Department of Health, 2004).  No specific mention is made regarding the public health workforce.
Overall public health strategy in England is contained in a document entitled Saving Lives: Our Healthier Nation, published in 1999 (Department of Health, 1999).
The intended focus for public health workforce development included in Saving Lives: Our Healthier Nation (Department of Health, 1999) was:

· A public Health Skills audit to be undertaken.

· A public Health Workforce development Plan be produced to create a multi-disciplinary public health workforce

· Health visitors, School Nurses and midwives roles to be developed to a family-centred public health role.

· A new post of specialists in public health equivalent to public health doctors to be created.

· Each NHS region to have a Public Health Observatory. These observatories will be linked to universities to monitor disease trends and be a resource to key local partners including local authorities.

· A Research and Development strategy for Public Health will be developed to support and inform action taken to tackle health inequalities.

· Fast Track Development Programme for public health academics to create a resource support the development work.

· Programmes success to be monitored and agencies held to account through a range mechanisms including health improvement programmes, community plans, Best Value, national service frameworks, NHS bodies will be held to account through the NHS performance management framework.

· Audit Commission to develop ways of auditing joint working between agencies at a local level.

Key areas of progress and future recommendations on strengthening the public health function in England were included in a report entitled The Report of the Chief Medical Officer’s Project to Strengthen the Public Health Function (Department of Health, 2001).  A number of points relate to public health workforce development.
A key recommendation was that:
“We need to make sure that the public health workforce across all sectors is skilled, staffed, and resourced to deal with the major task of delivering the Government’s health strategy. An increase in capacity and capabilities must be achieved (Department of Health, 2001: 24).”

This recommendation included six strands as follows:
· increasing workforce capacity;

· strengthening multi-disciplinary public health;

· strengthening capabilities;

· education, training and organisational development;

· leadership and management development;

· strengthening academic public health.

The Department of Health (2001) report on strengthening the public health function outlines the high level public health function and includes mention of general public health workforce development.  There is acknowledgement of the various skills and competencies required to perform the different public health roles, rather than a focus on professional groups alone which had previously been the case.  An example of this type of approach is the new English designation of a “public health specialist” role that is competency-based, not discipline-based.  Plans are in progress for the development of multi-disciplinary teams possessing core competencies in public health along with complementary skills in various public health areas, the development of multi-disciplinary standards of practice for public health practice, accreditation systems, pathways and training opportunities.

Another key aspect to public health workforce development in England has been the development of a partnership with local government (Department of Health, 2001;  Local Government Association
;  Health Development Agency, 2003).
Health workforce development in the United States of America
Public health workforce development in the United States of America is reasonably advanced and is based on extensive work carried out in the 1990s.  Concern that there was a widening gap between challenges to improve health and the capacity of the public health workforce was raised at a national level in the early 1990s.  This lead to the commissioning of a subcommittee in 1994 to provide a profile of the current public health workforce and make projections regarding the workforce of the 21st century.  
The subcommittee was also charged with seeking ways to…

“address training and education issues including curriculum development to ensure a competent workforce to perform the essential functions of public health now and in the future. Minority representation should be analyzed and the programs to increase representation should be evaluated. Distance learning should be explored. The Subcommittee should examine the financing mechanisms for curriculum development and for strengthening the training and education infrastructure (U.S. Department Of Health And Human Services, 1997:  v).”
In 1997, the U.S. Department Of Health And Human Services released a report entitled, The Public Health Workforce: An Agenda for the 21st Century - A Report of the Public Health Functions Project.  This report noted that:

“The plan presented here builds on work already in place with a call to practical action of Federal, State, and local public health agencies; academic public health departments; community health coalitions and organizations; philanthropies; and all others concerned with the health of Americans (p. v).”
The focus of public health workforce development is on ensuring delivery of ten essential services of public health, incorporating and building upon previous discussions of public health functions.
Work in the 1990s concentrated on:
· Enumerating the current workforce in public health function positions and assessing future changes in workforce roles and the impact of these changes on the workforce composition;

· Identifying training and education needs for core practices/essential public health services; and

· Developing a strategic plan for using distance learning approaches to provide high-priority public health education and training (U.S. Department Of Health And Human Services, 1997).

Based on the United States definition of public health functions, a number of projects have been undertaken to provide training and education to the workforce to ensure their knowledge regarding these core functions.   These include the public health competencies project, public health performance standards project and capacity inventories (Centers for Disease Control and Prevention/ATSDR, 2000).
In 2000, the Centers for Disease Control and Prevention/ATSDR released a strategy plan for public health workforce development (Centers for Disease Control and Prevention/ATSDR, 2000).  This plan identified a number of barriers (see next section) to achieving a competent workforce and outlines six strategies to overcome these barriers:

1. Monitor Workforce Composition and Forecast Needs

2. Identify Competencies and Develop Related Content/Curriculum

3. Design an Integrated Learning System

4. Provide Incentives to Assure Competency

5. Conduct Evaluation and Research

6. Assure Financial Support.

The plan also recommended that a single agency be charged with a coordination and accountability role to oversee workforce development (Centers for Disease Control and Prevention/ATSDR, 2000).

Despite the extensive research and planning the United States of America has put into public health workforce development, the exact size of the public health workforce is still unknown, fragmentation of public health services occurs at the local level, skills and qualifications are suboptimal, and there is ongoing concern that the gap between current capabilities and future needs continues to widen (Centers for Disease Control and Prevention/ATSDR, 2000).
More recently, this has been reinforced in a report by the Institute of Medicine (U.S.) (2002) entitled, The Future of the Public's Health in the 21st Century.
“The public health workforce must have appropriate education and training to perform its role. Today, a majority of governmental public health workers have little or no training in public health. Enhancing the knowledge and skills of governmental public health workers and nongovernmental workers who perform public health functions is necessary to ensure that essential public health services are competently delivered. Assessing and strengthening competence will help to ensure workforce preparedness, nurture leadership, and assure the quality of public health services (p. 5).”
Association of Schools of Public Health (2002) notes that 13 of 29 schools of public health in the United States offered distance-delivered Master of Public Health (MPH) programmes in 2002 and an uncounted but growing number of programmes not associated with schools of public health also offered distance-delivered MPH degrees.  In reviewing these programmes, Weiss (2004) concluded that all indications are that distance-delivered, professional graduate programmes are burgeoning dramatically in an attempt to reduce costs and to reach new audiences.
2.3  Barriers to public health workforce development

The Centers for Disease Control and Prevention/ATSDR (2000) report that despite important recent advances in understanding the composition and competency needs of the public health workforce within the United States of America, major barriers exist in assuring the ongoing competency of this workforce.  These include:
· There is no updated inventory of the workforce, which hampers planning by a lack of knowledge of the population in need of training and continuing education.  Related to this, there is no standard system of naming on occupational title and organisational setting to quantify the public health workforce. And information from which to forecast personnel needs or related training requirements is limited.
· There is no national consensus on the basic and cross cutting competencies or curricula/content elements needed in public health.  The Centers for Disease Control and Prevention/ATSDR (2000) note that while progress is being made in competency identification and validation for specific disciplines or technical content areas, significant gaps still exist in the availability and accessibility of needed job-related training and continuing education.
· There is no integrated delivery system for life-long learning.  Although current approaches provide useful learning opportunities, the learner faces a fragmented array of choices which use different technologies, may be of unequal quality or value, and often lack user-friendly systems for registration, course support and feedback.
· Inadequate incentives exist for participation in training and continuing education.  National competency standards do not exist for public health workers which could positively influence participation in life-long learning activities.
· No uniform approach and commitment to evaluation are available, whether the object of evaluation is the individual, programme, curricula or the system itself, (i.e., workforce development initiatives).

· Funding of workforce training and continuing education is hampered by the absence of a coherent policy framework and strategies for funding these activities.

Overlapping barriers identified by others include:

· The paucity of information on the public health workforce (most countries, including New Zealand).
· A low level of specialist public health training/qualifications amongst public health workforce internationally (e.g. Amodeo, 2003;  Potter, 2001).
· The multi-disciplinary nature of the public health workforce creates a barrier as the public health workforce is spread across numerous professions and organisations (government and non-government, academic, community). Any public health workforce strategy needs to meet a rapidly changing (international) social, cultural and health environment (Chief Medical Officer, Department of Health, 2001;  Ruderman and Grason, 2002).

· A professional workforce that although educated in specific disciplines such as medicine, nursing, dentistry, or administration, often lacks formal public health training. 

2.4  Key implications from overseas experience for New Zealand public health workforce development
From the four countries reviewed, it would appear that New Zealand public health workforce development is embarking on a similar process that most other countries commenced some years previously.  Key implications from overseas experience include:

· Definition of essential public health services (as opposed to specific public health professions) for the country and possibly at an organisation level is important

· The development of organisational and generic competencies is a focus for workforce development strategies

· Partnerships between health and education sectors and other stakeholders need to be fostered
· A flexible and multi-disciplinary workforce is required for a rapidly changing environment (globally and regionally)

· Practitioners’ need for life-long training needs to be integral to a workforce development programme
· Encouragement and support is required to ensure a workforce that includes key cultural groups and cultural competence

· The establishment of an overall public health workforce development strategy that is coordinated and funded is fundamental to ensuring a competent workforce.

3.  Core functions of public health (“the work”)

The commonly accepted definition of public health in New Zealand, is “the science and art of preventing disease prolonging life and promoting health through the organised efforts of society (Acheson, 1998)”.
Public health focuses on populations, not individuals.  Public health action takes into account the wider determinants of health and uses a mix of tools at different levels.  Providers of public health services ultimately rely on a trained and skilled workforce and therefore ongoing workforce development is a key to effective public health practice (Ministry of Health, 2003).

This section aims to set out the core (or essential) functions of public health – in other words, the work that is commonly accepted as public health.  For a more detailed discussion on essential functions see a report prepared for the Ministry of Health, Essential Public Health Functions; Carpe Diem Time for New Zealand? by Helen McCracken (McCracken, 2004).
3.1  Introduction to core functions
Specific public health practices have a long history with the organisation of departments of health by governmental agencies (cities, counties, districts, nations) commencing in the 19th century with a focus on sanitation, i.e. provision of clean drinking water and the safe disposal of human and other waste, particularly in urban environments (Pan American Health Organization, 2001).  Also around this time, many countries started collecting census and population health information.  As knowledge of the determinants of health and the causes of illness advanced, public health efforts have widened.  More recent areas of focus have been injury prevention (including occupational safety and health programmes), prevention of cancer associated with tobacco use and promotion of mental health as well as interventions aimed at reducing violence and suicide.  Screening and early intervention type programmes also play a public health role.  Organised responses to natural and human-caused disasters that reduce exposure to subsequent hazards are a recognised public health function.
Public health activity operates within the context to other health activity.  A useful representation of this context is the continuum of public health (see Figure 1 below) that illustrates a range of activities used to improve individual and population health.  These activities can be combined as elements of a whole programme but may be delivered by different providers in a range of settings.  All are needed to improve health outcomes.
Figure 1. Public health continuum (Source: Victorian Government Department of Human Services, 2000 cited in Ministry of Health, 2003)
Individual Focus <-------------------------------------------------> Population Focus
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While much public health work is clearly defined in public health terms (e.g. public health nursing, health promotion, health protection to name a few), it is important to note that many organisations (e.g. local government) and their workforces often do not define their work in public health terms (U.S. Department Of Health And Human Services, 1997).  This poses a challenge for any workforce development initiative and highlights the importance of clearly defining public health functions or work.

The Public Health in America Statement (Public Health Functions Project, 1994) cites six dimensions to public health:

· Prevents epidemics and the spread of disease

· Protects against environmental hazards

· Prevents injuries

· Promotes and encourages healthy behaviours

· Responds to disasters and assists communities in recovery

· Assures the quality and accessibility of health services.
Despite the breadth and importance of public health action, public health is often described as being invisible.

“The public health system, unlike the clinical or personal health services system, tends to operate in the background, little known to most Canadians unless there is an unexpected outbreak of disease. However, the public health system has many essential roles. These include health protection, disease and injury prevention, and health promotion, along with time-honoured fundamentals such as access to safe foods, safe drinking water, and proper sanitation systems. An effective public health system is essential to preserve and enhance the health status of Canadians, to reduce health disparities, and to reduce the costs of curative health services. While public health activities may evolve as a result of changing technology and needs, the goals remain the same: to reduce the amount of disease, premature death, and pain and suffering in the population (Health Canada, 2003: 19).”
Based on an analysis of other countries approaches to workforce development, the Canadian Institutes of Health Research (2003) recently recommended that a key initial step in creating a strong public health system is to identify and to reach consensus on the essential functions of public health.

3.2  Internationally recognised core functions of public health

The Pan American Health Organization in association with the World Health Organisation (Pan American Health Organization, 2001), the United States Public Health Functions Steering Committee (U.S. Department Of Health And Human Services, 1997), and the Australian National Public Health Partnership (National Public Health Partnership, 2000) have all proposed a range of core functions of public health.  The following provides a brief overview of core functions espoused by these agencies.
The Pan American Health Organization and the World Health Organisation (Pan American Health Organization, 2001) put forward that the accepted core functions of public health are:

· Assessment – collecting and interpreting data to increase understanding regarding the health of communities (including potential environmental threats to health, the resources available to respond to threats and other health concerns)
· Policy development – formal and informal decision making to determine the resource (including personnel and time) required to respond to information generated through the assessment function (including passing, or deciding not to pass public health laws, creating and funding, or choosing not to fund public health programmes, and ensuring that attention is brought to issues of public health importance)
· Assurance – activities performed to ensure that policies are translated into action (including oversight of programmes carried out in the private and voluntary sectors or in other communities or programme areas, and direct provision of services or activities).
The above three broad functions of public health have been further defined following a study undertaken by the World Health Organization using a Dephi research technique aimed at identifying the functions that key public health personnel deemed essential (Bettcher, Sapirie and Goon, 1998 cited in Pan American Health Organization, 2001).  The ‘essential public health functions’ (i.e. those that prevent epidemics and the spread of disease, protect the population against environmental hazards, prevent injuries, encourage healthy behaviour and respond to disaster) have been categorised by the World Health Organisation (Pan American Health Organization, 2001) as:
· “Monitoring the health situation (morbidity and mortality, determinants of health, effectiveness of public health functions);

· Protecting the environment (safe water, food quality and safety, sewerage, drainage and waste disposal, hazardous substance control);

· Health promotion (community involvement in health, information and education for health and life skill enhancement);

· Prevention, surveillance and control of communicable disease (immunisation, disease outbreak control, disease surveillance);

· Legislation and regulations related to public health;

· Occupational health;

· Public health services (including school health, laboratory services, emergency disaster services);

· Public health management (international collaboration, health policy, planning and management, use of scientific evidence, research); and

· Care of vulnerable and high-risk populations (maternal health care, family planning, infant and child care) (p.5).”

The Pan American Health Organization (2001) goes on to state that “the essential functions are described as conditions allowing public health programs to function well, the essential services are understood to be combined in a variety of ways in the management and delivery of any one program such as drinking water protection or tuberculosis control (p. 9).”  These essential services are similar to the ‘essential functions (outlined above)’ and include:
· “Monitor health status to identify community health problems

· Diagnose and investigate health problems and health hazards in the community 

· Inform, educate, and empower people about health issues 

· Mobilize community partnerships to identify and solve health problems 

· Develop policies and plans that support individual and community health efforts 

· Enforce laws and regulations that protect health and ensure safety 

· Link people to needed personal health services and assure the provision of health care when otherwise unavailable 

· Assure a competent public health and personal health care workforce 

· Evaluate effectiveness, accessibility, and quality of personal and population-based health services 

· Research for new insights and innovative solutions to health problems (Pan American Health Organization, 2001: 9).”
The Pan American Health Organization (2001) notes that while the essential or core functions are not themselves public health programmes, they are the basis on which programmes can be built or improved.  In the workforce development context, they are the basis upon which training and education programmes can be developed.
A similar set of nine ‘core functions’ (see below) was developed in Australia (National Public Health Partnership, 2000) to enable organisations that promote, protect and maintain the health of populations to determine their function/s:
“1. Assess, analyse and communicate population health needs and community expectations

2. Prevent and control communicable and non-communicable diseases and injuries through risk factor reduction, education, screening, immunisation and other interventions

3. Promote and support healthy lifestyles and behaviours through action with individuals, families, communities and wider society
4. Promote, develop and support healthy public policy, including legislation, regulation and fiscal measures

5. Plan, fund, manage and evaluate health gain and capacity-building programs designed to achieve measurable improvements in health status, and to strengthen skills, competencies, systems and infrastructure

6. Strengthen communities and build social capital through consultation, participation and empowerment

7. Promote, develop, support and initiate actions which ensure safe and healthy environments

8. Promote, develop and support healthy growth and development throughout all life stages

9. Promote, develop and support actions to improve the health status of Aboriginal and Torres Strait Islander people and other vulnerable groups (p. 32-33).”
With a set of core functions of public health (as above), any organisation that contributes to promoting, protecting, or maintaining the health of the population can identify which set of functions is within their organisational mandate or objectives.

In Canada, no official list of essential or core public health functions exists, however there appears to be agreement with the following essential functions outlined in the report of the Advisory Committee on Population Health (2001, cited in Sullivan and Michel, 2004):
· Population health assessment

· Health surveillance

· Health promotion

· Disease and injury prevention

· Health protection.
Despite an absence of an official list of core public health functions, Sullivan and Michel (2004) have compiled a list of frequently cited Canadian core public health functions (See Table 1 below).

Table 1.  Frequently cited Canadian core public health functions (Source: Sullivan and Michel, 2004)

	Public health function
	Examples

	Population health assessment
	· Population/community health needs assessment

· Health status report, system report card.

	Health surveillance
	· Periodic health surveys

· Cancer and other disease registries

· Communicable disease reporting

· Ongoing analysis of data to identify trends or emerging problems, (e.g. recognition of increasing syphilis cases)

· Report to practitioners of increasing threat, what they need to look for, and intervention required.

	Health promotion
	· Inter-sectoral community partnerships to solve health problems

· Advocacy for healthy public policies; (including an implicit or explicit responsibility for monitoring and advocating for policies around fundamental determinants of health including income, education, housing, access to affordable and personally acceptable food, safe communities, green-space, etc.)

· Improving personal skills

· Creating physical and social environments to support health (e.g. bike paths, brokering access to social networks).

	Disease and injury prevention
	· Immunizations

· Investigation and outbreak control

· Encouraging healthy behaviours (e.g. not smoking, healthy eating, physical activity, bicycle helmet use)

· Early detection of cancers (e.g. breast cancer screening).

	Health protection
	· Restaurant inspections

· Child care facility inspections

· Water treatment monitoring

· Air quality monitoring/enforcement


Sullivan and Michel (2004) note that although England does not appear to have an explicit set of core functions, the scope of a modern public health system in England is listed as:

· Health surveillance, monitoring and analysis. Investigation of disease outbreaks, epidemics and risks to health

· Establishing, designing and managing health promotion and disease prevention programmes

· Enabling and empowering communities and citizens to promote health and reduce inequalities

· Creating and sustaining cross-governmental and inter-sectoral partnerships to improve health and reduce inequalities

· Ensuring compliance with regulations and laws to protect and promote health

· Developing and maintaining a well-educated and trained, multi-disciplinary public health workforce

· Ensuring the effective performance of National Health Service (NHS) services to meet goals in improving health, preventing disease and reducing inequalities

· Research, development, evaluation and innovation

· Quality assuring the public health functions.

3.3  Core functions and implications for New Zealand

Many countries have defined core or essential functions of public health or their public health systems (Sullivan and Michel, 2004).  It is generally accepted in the international literature that there is a need to explicitly identify the functions of the public health system as a means to improve the effectiveness of those functions.
In New Zealand, a discussion report (McCracken, 2004) recently prepared for the Ministry of Health concludes that there is much overlap in different countries definitions of core functions.  The discussion report provides an important starting point for discussing the role of establishing a set of essential or core public health functions in New Zealand.
It will be important for the public health sector in New Zealand to draw on the international descriptions of public health core functions outlined and establish an agreed set of core functions as they apply to New Zealand.
4.  Competencies (“the worker”)

The previous section discussed core (or essential) functions of public health.  It is recognised that any definition of core competencies requires consensus about core functions (Ontario Public Health Association, 2004), i.e. generic public health competencies naturally follow on from the core or essential public health functions.

This section outlines the range of generally recognised core competencies of the public health workforce internationally and outlines work carried out in New Zealand relating to public health competencies.  It is important to note that a distinction can be made between organisation and workforce competencies.  This section focuses more on workforce competencies, while the following section focuses on the work setting and therefore includes a discussion of organisational competencies.
4.1  Introduction

There is general agreement in the international literature that the public health workforce needs a well rounded combination of knowledge, skills, and abilities in response to the expanding scope and functions of public health practice (Canadian Institutes of Health Research, 2003;  Centers for Disease Control and Prevention, 2000;  National Public Health Partnership, 2003).

Competencies can be stated at the individual level, organisational level, or system level (system level competencies are more usually defined as core functions or services).

4.2  Summary of overseas competencies literature

Various countries have developed a range of public health core competencies for individuals and/or organisations.  In addition to a basic knowledge regarding public health, it is generally agreed that all those working in the area of public health have specific competencies in their areas of specialty, interest, and responsibility.
Definitions of competencies

The National Public Health Partnership (2002) defines competency as, “The competence required to consistently perform work activities to agreed standards over a range of contexts and conditions (p. 3).”  It notes that there are a number of ways to define competency with a prominent way being to look at competencies as underlying characteristics of people.

Sullivan and Michel (2004) provide a useful discussion on the range of definitions relating to competencies, and provide the following definition:

“Competencies are defined as the knowledge, skills, and abilities demonstrated by organization or system members that are critical to the effective and efficient function of the organization or system (p. 8).”

Sullivan and Michel (2004) note that competencies are:

· Actions that can be seen in practice

· Describable in behavioural terms

· Observable in the performance of system components

· Part of a continuous system /organisation//individual performance improvement process.
Sullivan and Michel (2004) provide an example of individual competencies as:

“skills desirable for the delivery of essential public health services.  Intended levels of mastery, and therefore learning objectives for workers within each competency, will differ depending upon their backgrounds and job duties. Organizational competencies on the other hand are those competencies that inform and enable us to best apply the art and science of public health to influence the health issues and outcomes. It is the collective demonstration of knowledge, skills and abilities which optimize individual contribution of professional, technical and specialized expertise (p. 8).”
Further, Sullivan and Michel (2004) note that competencies can be defined by type:

“Core Public Health Competencies represent a set of cross-cutting skills, knowledge and attitudes necessary for broad practice of public health as they apply to front line staff, senior level staff and supervisory and management staff. Functional Area competencies are those in the areas of leadership, management or secretarial functions. Discipline Specific or Technical are ones which define necessary specialized roles or practice areas and are required to perform certain jobs (p. 8).”
Definitions of the workforce

There is almost universal agreement that public health involves a wide range of disciplines and that those involved in public health need to be professionally competent, skilled and well trained (Department of Health, 2001; Health Workforce Advisory Committee, 2001; Ministry of Health, 2002a;  Sullivan and Michel, 2004).
“The public health workforce includes all those providing essential public health services, regardless of the nature of the employing agency (U.S. Department Of Health And Human Services, 1997:  v).”

Definitions of the public health workforce range from those who self-identify as public health professionals through to those who may perform any aspect of public health activities as part of their work.  Thus, the public health workforce may be found not only in public health programmes located in local, regional and national government, but in other areas such as departments of environment, agriculture, labour, education, natural resources, transportation, or policy; within community groups and in educational providers, non-government organisations, private organisations, community organisations, industry or research organisations.
Identifying the organisations that perform designated public health functions is an effective means of identifying the individuals working in public health, and thus their qualifications, skills and needs (National Public Health Partnership, 2002).  Identification can however, be a challenge given the diverse nature of the settings where public health is carried out and the fact that it is common for public health responsibilities to be shared among multiple agencies. 

Many professionals working in the public health field belong to professional bodies (usually general health registration, such as nursing, or medicine) or organisational roles (such as Health Protection Officers, Medical Officer of Health) that require specified levels of training and competence for membership, while others do not (such as health promotion advisers, community workers).
A key theme from the literature is the increasing need to view the public health workforce as multi-disciplinary (Department of Health, 2001;  Evans and Dowling, 2002; Health Workforce Advisory Committee).  In the UK, the White Paper, Saving Lives - Our Healthier Nation, formally introduced the role of Specialist in Public Health in the context of multi-disciplinary specialist public health practice.  This was reflected in opening up the posts for Directors of Public Health in Primary Care Trusts to non-medical applicants (Department of Health, 2001).
Further, in the UK, a Voluntary Register for Specialists in Public Health opened in May 2003 for those wishing to achieve accreditation as Specialists in Public Health.  The registrar aims to promote public confidence in specialist public health practice in the UK through independent regulation, by recognising the significance of this specialist multi-disciplinary workforce, setting and safeguarding consistent and high national standards of training to provide competent practitioners in specialist practice, setting standards of conduct and ethics for this area of practice, keeping a register of those who have been trained and are competent or fit to practise, having a mechanism for dealing effectively with those who become unfit to practise, protecting the public and providing assurance for NHS employers, and providing formal accreditation for specialists.
Although there is widespread acknowledgement that public health involves others outside the health sector, some countries have chosen to focus their workforce development strategies on a more limited workforce.  For example in Ontario, the workforce development project focuses on the unique core competencies for the governmental or official public health infrastructure (Ontario Public Health Association, 2004).

Overseas public health competencies

As would be expected, various countries are at various stages in the development of core competencies for their public health workforces.  In the absence of an overall agreed set of core functions, most countries have pursued the development of competencies (sometimes less directly as roles or services provided) for different public health practitioners or professionals (Sullivan and Michel, 2004).
The US Taskforce Report on Public Health Workforce Development (Centers for Disease Control and Prevention/ATSDR, 2000) describes a 3-level system that is based around three types of competency needs required by the public health workforce:

1. Basic Competency:  all those working within public health require a basic understanding of what public health is, what it does and how it is achieved.

2. Cross cutting (Core) Competencies:  include general knowledge, skill and ability in areas which enable performance of one or more essential services.  For example, competence in epidemiology, policy development, health communications, community needs assessment and mobilisation, and behavioural sciences can be defined as cross cutting.  These competencies can be further refined based on the disciplines involved, functional roles, organisational setting or programme focus.

3. Technical Competencies:  defined programme areas require specific technical knowledge, skills and abilities.  These technical competencies represent unique application of skills to a particular health problem or issue and may build upon basic and core competencies (e.g. control of communicable disease, chronic disease prevention, environmental health).

Sullivan and Michel (2004) provide two examples of generic lists of public health competencies, roles or services.  The first example is from Ontario, where the services provided by boards of health are expected to be planned and delivered by staff with both the required technical/professional skills (acquired through set qualifications) as well as skills in the following areas:
· community needs assessment 

· risk assessment and communication 

· policy development/analysis 

· programme planning 

· programme evaluation 

· data management 

· data analysis 

· negotiation and mediation 

· health promotion

· community development 

· social marketing 

· mass communication and media 

· health education 

· adult education 

· peer education 

· behaviour change education 

· case management 

· counselling 

· immunisation practices 

· infection control 

· health hazard investigation and assessment 

· enforcement 
· emergency planning.
The second example of a Canadian list of competencies provided by Sullivan and Michel (2004) is from Saskatchewan Health who base their programmes and services on the following key competencies for public health practices:

· measuring health status 

· disease surveillance, prevention and control 

· promoting health and well-being 

· strategic and program planning 

· policy development 

· community organization and mobilization 

· facilitation and group development 

· evaluation/critical analysis 

· information management and research 

· advocacy 

· communication and coordination 

· intersectoral collaboration.
The United States has completed more work on core competencies such as the list developed by Council on Linkages Between Academia and Public Health Practice which adopted the Core Competencies for Public Health Professionals on April 11, 2001.
  The list includes eight domains with each domain having specific competencies.  The eight domains include:
1. Analytic/assessment skills

2. Basic public health sciences skills

3. Cultural competency skills

4. Communication skills

5. Community dimensions of practice skills

6. Policy development/programme planning skills

7. Financial planning and management skills

8. Leadership and systems thinking skills.

The full list of Council on Linkages Between Academia and Public Health Practice competencies can be accessed from http://www.trainingfinder.org/competencies/list.htm and includes breakdowns by broad staff categories of front line, senior, and supervisory and management.  Levels of skill are also broken down into three skill levels of aware, knowledgeable and proficient.  The Council on Linkages between Academia and Public Health Practice notes that the core competencies represent a set of skills, knowledge, and attitudes necessary for the broad practice of public health.  They transcend the boundaries of the specific disciplines within public health and help to unify the profession.  As the list only captures the cross-cutting competencies for public health practice, it may not contain competencies that are specific to certain disciplines or practice settings.  Discipline specific competencies are necessary for specialised roles within public health. These core competencies for all public health professionals may be used to drive the development of such discipline specific competencies. Further, it is noted that the listed competencies are practiced in combinations that are dynamic and need to be applied as clusters of competencies rather than separate skills. 

4.3  Public health competencies in New Zealand

A number of different health competency projects have been undertaken in New Zealand.  These include:

· Health promotion competencies (Health Promotion Forum, 2002, 2004)

· Health protection competencies (Allen & Clarke, 2003)
· The Ministry of Health, National Screening Unit is also developing generic screening competencies, including Pacific and Maori competencies

· Public health medicine specialists (Australasian Faculty of Public Health Medicine, 2004
)
· The Health Practitioners Competence Assurance Act 2003 will over time require the range of professions covered by the Act to introduce “scopes of practice” and registration authorities will be required to certify that a practitioner is competent to practise in their scope of practice when they issue an annual practising certificate.
Health promotion core competencies

In May 2000, the Health Promotion Forum published and disseminated Nga Kaiakatanga Hauora Mo Aotearoa/Health Promotion Competencies for Aotearoa-New Zealand (Health Promotion Forum, 2000).  This set of competencies was developed through a two year consultative process with the workforce. The competencies contain seven knowledge clusters and nine skill clusters and a values and ethics statement.

Recently, the Health Promotion Forum (2004) reported on a review of these competencies and found that the health promotion competencies are being used in several ways including:

· Staff Development: e.g. assistance with developing orientation programmes, appraisal tools; workforce development plans; job descriptions; staff training needs; informing development of issue specific competencies

· Strategic development: e.g. supporting advocacy for health promotion; guiding organisational strategic development re human resources; helping understanding of health promotion and social change; framing of constitutional objectives; informing programme and project planning and development

· Staff recruitment and retention: e.g. used for identifying skills and knowledge for positions; informing interview questions and referee checks; and used by recruitment agencies; Training: e.g. developing activities and guiding assignment plans for training programmes for Maori health promoters; informing curriculum/programme development, background reading and training needs assessment

· Quality Assurance: e.g. framework for quality assurance programmes, developing research ethical guidelines and guiding evaluation processes and Programme Development: e.g. as a guide for programme planning and focus; identifying programme barriers and as a framework for programme review, debrief and reflective peer evaluation.
Health protection core competencies

The Ministry of Health (2002b) has done some work towards establishing core competencies for health protection officers along the lines of the following dimensions:

· Epidemiology

· Statistics

· Communicable diseases

· Cultural awareness

· Maori health

· Communications

· Society, health and public policy

· Project management

· Research techniques

· Quality assurance

· Health impact assessment.
Other specific academic competencies including:
· Applied chemistry

· Nutrition and food

· Built environment

· Microbiology

· Physiology, anatomy & biochemistry

· Pests of public health significance

· Environmental health

· Resource management

· Introductory law, public health law

· Emergency management

· Toxicology

· Hazardous substances

· Drinking water.
A report by Allen & Clarke (2003) notes that a person seeking designation as a health protection officer must demonstrate attainment of the relevant academic competencies.  The employer of a person seeking designation as a health protection officer must recommend, on the advice of an experienced designated officer, that the person has met the practical competencies.  However, the Health Act 1956 does not specify qualifications, training or experience as prerequisites for designation.
“Currently the Ministry of Health has not identified any requirements for ongoing designation as a health protection officer, other than continued employment by a public health service. It is assumed that persons meeting the minimum requirements for designation maintain these skills throughout their working lifetimes as health protection officers or environmental health officers. There is no requirement for retraining or refreshing for a health protection officer re-entering the profession following an absence or for an environmental health officer seeking designation as a health protection officer for the first time (Allen & Clarke, 2003:  7).”
The Health Workforce Advisory Committee (2001) estimates that in the 1997 there were 332 Health Protection Officers and Environmental Health Officers employed in New Zealand with 16 (4.8%) being self-employed or privately employed.

The Allen & Clarke (2003) report sets out the findings of a consultation exercise on the ongoing competence requirements for health protection officers, identified a proposed option for establishing an ongoing competence scheme (including the identification of broad level areas in which health protection officers are required to maintain competence), and made recommendations regarding the adoption of a formal ongoing competence programme for health protection officers.
Work is in progress to develop a framework for maintaining the ongoing competence of health protection officers that will provide a mechanism to ensure public safety through quality assurance processes.  Issues being considered 
The Allen & Clarke (2003) report cites a number of issues raised from a consultation document entitled, Towards Identifying Competencies Required for Being Designated as a Health Protection Officer (published by the Ministry of Health in 2001.  In summary, these include:
· Even though initial and ongoing competencies have been separated, health protection officers will require the same level of competency for ongoing designation as for initial designation, and any adoption of specific competencies for initial designation will inevitably have implications for the ongoing training and education of existing health protection officers.
· Ongoing education and training, and assessment methods to assess ongoing competency, will need to be developed.
· A lead-in period should be included for any requirement for existing health protection officers to meet specific competencies and competencies should be ‘workplace’ rather than ‘academic’ ones.
· Health protection officers should have a minimum level of knowledge in all areas of public health to be able to be on-call and to respond to emergency situations.
· Specialisation in areas such as food, biosecurity, hazardous substances/new organisms, environmental health and/or communicable diseases will have implications for training, recruitment, and designation.
The Allen & Clarke (2003) report suggests a three or four step career path that is emerging for health protection officers as follows:

· Step 1:  Gaining initial competence: academic and practical competence leading to designation

· Step 2:  Maintenance of generic competence (this is the focus of this report)

· Step 3:  Achieving new competencies (i.e. specialisation as required for appointment or designation in areas such as biosecurity, food, drinking water, hazardous substances/new organisms

· Step 4:  Maintenance of new or specialised competencies.

Public health medicine specialist core competencies
There are approximately 100 active public health physicians (previously called community health physicians) in New Zealand who practice at least 50% in Public Health Medicine and a further 32 registrars (full time equivalent) who are currently in the four year training programme.  To be accepted into the training programme, applicants must hold a hold current general registration with the Medical Council of New Zealand.  On completion of the masters level training and employment at an approved employment training site, candidates may apply for Fellowship of the Australasian Faculty of Public Health Medicine, and then to the Medical Council for vocational registration in Public Health Medicine.
In 1995, the Australasian Faculty of Public Health Medicine undertook a training needs assessment which surveyed public health physicians to determine the core skills and competencies that trainees are expected to obtain during training
.  This training needs assessment identified (i) those skills and competencies that public health physicians considered essential for trainees to obtain during training, as well as (ii) the frequency of various skills and competencies actually used by public health physicians in their work.

Public health medicine trainees are expected to obtain group A and group B skills and competencies during their training programme.  These skills and competencies are summarised below:

Skills include:

· Group A core skills (important and frequently used core skills which are considered essential by 25% or more specialists and which are used more than once a year) included a range of skills under the following five categories:

(i) Relationship Management Skills

(ii) Information Management Skills

(iii) Information Presentation Skills

(iv) Organisational Skills

(v) Clinical Skills

· Only one competency is listed under Group B core skills (important but infrequently used core skills which are considered essential by 25% or more specialists but which are used less than once a year) and included the skill: Ability to provide basic first aid in emergency situations.

Competencies (The term "competency" is defined as the ability to perform a complex task or function, as distinct from knowledge or understanding) include:

· Group A core competencies (important and frequently used core competencies which are considered essential by 25% or more specialists and which are used more than once a year) a range of competencies under the following four categories:

(i) Epidemiology and Research

(ii) Managing & Reorienting Health Services

(iii) Developing Healthy Public Policy

(iv) Health Promotion

· Group B core competencies (important but infrequently used core competencies, which are considered essential by 25% or more specialists but which are used less than once a year) include a range of competencies from investigations, assessments, evaluations, to design and implementation of public health initiatives:

There are ongoing plans to further develop core competencies under the direction of the Australasian Faculty of Public Health Medicine
.

Public Health Nursing

The Health Workforce Advisory Committee (2001) notes that public health nurses may specialise in communicable disease control, health promotion, or child and family roles, especially in urban areas.  In rural areas public health nurses are expected to have general skills.  The Health Workforce Advisory Committee (2001) estimates that in the 2000 there were just over 500 (487 registered nurses and 32 enrolled nurses) employed public health nurses, comprising 1.5% of the total active nursing population.

Public health nurses must be registered with the Nursing Council of New Zealand, have a current Annual Practising Certificate, postgraduate work experience and a driver's licence.  There are no other education requirements to be employed as a public health nurse, but public health nurses usually take part in regular training courses, workshops and seminars.  If they work in a specialised area, such as providing immunisation, public health nurses need to have the relevant certification.
There appears to be no work in the development of specific public health nurse competencies in New Zealand.
Public health competencies for Maori

Research into the future direction for the Maori public health workforce was carried out by Lorna Dyall in 1997.  Dyall (1997) interviewed a group of Maori health workers in the Auckland area.  Key findings from this research were that Maori health workforce development needs to recognise the holistic view of public health held by Maori with funding being provided to support a broad Maori infrastructural base, including the funding of specified yet flexible workforce development within provider contracts.  Leadership and support are needed to facilitate a Maori public health workforce plan that would improve coordination of Maori workforce development; identify roles, skills and responsibilities of Maori community health workers, set standards for them and encourage them to pursue appropriate further training and define their relationships with other health workers.

The Health Promotion Forum (2004) sought the views of Maori on their health promotion competencies and found that their consultation and other feedback indicates many Maori health promoters do not think the competencies are relevant to the reality of Maori practice, particularly community-based workers in Maori specific work settings.  “The document is considered to strongly reflect Pakeha perspectives and does not adequately identify Maori values, ethics, skills and knowledge, approaches and models required to work for and with tangata whenua (p. 6).”

The Health Promotion Forum (2004) reports that suggestions were made by Maori that appropriate competencies should be “identified by Maori through a culturally safe and sanctioned process and included as a separate section in the document.  It was considered important for Maori health promoters to have knowledge of the generic competencies and utilise them in terms of workforce development and skill building.  Only culturally acceptable assessment processes and adequately trained Maori should assess kaimahi Maori and Maori organisations working in health promotion (p.6).”
Public health competencies for Pacific people

Research into Pacific public health workforce was also carried out in 1997 (Douthett and Bennett, 1997) using a similar interview framework to the Maori research (Dyall, 1997) outlined above.  Key findings from interviews and focus groups with key Pacific public health workers were that crown agencies needed to demonstrate an understanding of Pacific communities and workers and incorporate this understanding into policy, programme development, training and other workforce development activities (e.g. recruitment).

Discussions amongst Pacific health promoters at various fono “identified the need for: cultural competency to work with Pacific ethnic specific approaches; knowledge and skills in issues or topics (e.g. nutrition) thereby encouraging a multi-skilled approach; knowledge and skills in Pacific health promotion models and ensuring relevance to diverse socio-economic and cultural realities and experiences of Pacific peoples and their communities; and knowledge and skills in general health promotion (Health Promotion Forum, 2004:  7).”
Further, the Health Promotion Forum (2004) notes that Pacific health promoters see the need for “funding opportunities for the workforce to get together to share knowledge and skills, training for Pacific practitioners drawing on Pacific models, skills and knowledge as well as general health promotion and training of Pacific health promotion tutors are important (p.7).”
4.4  Competencies and implications for New Zealand

Internationally, much work has been done on the development of generic core competencies for national or regional public health workforces.  This work is most often linked to established core public health functions and is applied to organisations and individual practitioners through a range of workforce development initiatives.
In New Zealand, health promotion competencies are most developed, while health protection competencies appear to be fairly well developed.  A key gap is a set of generic public health core competencies.  It will be important to develop generic public health core competencies in tandem with establishing an agreed set of overall core public health functions.  Without both of these, it will be difficult for New Zealand to develop a multi-disciplinary public health workforce.  A parallel process for Maori may also be required.  At the very least, Maori, Pacific and possibly other cultural competencies will need to be developed.
Further progress in the development of discipline-specific and settings-specific public health competencies is also required.  As in other countries, key reasons for this work are general capacity building and the ensuring of public health or quality standards in the delivery of public health services at a national, organisational and practitioner level.

5.  Players and programmes (“the work setting”)

This section outlines public health workforce issues at an organisational or function (e.g. profession, job category, or service) level and builds on earlier discussions regarding the health and tertiary education context, core public health functions and competencies.
A key consideration is the provision of workforce training at both undergraduate and post-graduate level.  In New Zealand, at best public health workforce training is ad hoc and there are limited training opportunities except for some selected pockets usually focused on specific disciplines.  It has been noted that general health workforce development has suffered from restructuring and insufficient resourcing.  Unfortunately, public health workforce development is even worse off as noted by the Health Promotion Forum, 2004:
“Compared to the considerable training resources available to the clinical and personal health care sector, the public health sector is poorly funded in training and needs more sustainable financial investment in this area (p. 49).”
As noted in the previous sections, in New Zealand, further development of generic public health training is limited by the absence of an agreed set of core public health functions and generic core public health competencies.
5.1  Organisational competencies

Several countries have developed competencies related to organisations.  In America work has been done on developing organisational competencies to support the work of local public health organisations to meet performance standards around the delivery of essential public health services and as a mechanism for supporting the implementation of individual competencies (Michel and Sullivan, 2004). 
Michel and Sullivan (2004) cite seven organisational competencies used in America as:

“1.  Visionary Leadership/Empowerment: collaborative leadership to reach the shared vision 

2.  Communication: dynamic process grounded in respect for diverse voices 

3.  Information Management: using technology to manage the transfer of information to end-users 

4.  Assessment, Planning and Evaluation: the continuous quality improvement cycle 

5.  Partnership and Collaboration: optimizing performance through shared resources and responsibility 

6.  Systems Thinking: future-oriented problem solving and decision making 

7.  Promoting Health and Preventing Disease: putting science and art of public health into action (p.22-23).”

In the UK, Primary Care Trusts or PCTs (similar to Primary Health Organisations or PHOs in New Zealand) have been established and the National Primary and Care Trust Development Programme (2004) have developed the NatPaCT PCT Competency Framework.  This is a self-assessment and support tool to help PCTs deliver improved health services including public health.  The Framework is built around several Competency Domains, including a Public Health Domain.
Under the public health domain there are ten competencies
:

1. Planning framework

2. Intersectoral action

3. Delivery systems (focus on IT)
4. Public health capacity

5. Research and development

6. Planning framework for health protection

7. Intersectoral action on protecting public health

8. Delivery systems (focus on health protection)
9. Health protection capacity

10. Health protection research and development.

Each Domain has a number of key Competencies.  For each Competency there are Competency Statements.  For each Statement, there are associated Examples of Evidence.  See Figure 2 below for an example of these levels
.
Figure 2.  Example of the levels of contained in the NatPaCT PCT Competency Framework (Source: National Primary and Care Trust Development Programme, 2004)

	Domain:
	6.  Public Health

	Competence:
	6.1  Planning framework

	Statement
	6.1.5  A clear list of priorities is devised, arising from the profile and equity audit.

	Evidence:
	

	6.1.5.1
	The PCT takes a multi-agency approach to setting priorities, delivering targets, and sharing financial commitments.

	6.1.5.2
	The priorities include main health protection programmes, especially those that will improve health and reduce inequalities, e.g. immunisation, tuberculosis, HIV, sexually-transmitted infections.


The National Primary and Care Trust Development Programme (2004) states that a mature PCT will have the following areas of public health competency both as an organisation and across the workforce:
· Surveillance and assessment of the population’s health and well-being (including managing, analysing and interpreting information, knowledge and statistics) and identify need and support strategic approach to health improvement and health inequalities

· Promoting and protecting the population’s health and well-being

· Developing quality and risk management within an evaluative culture

· Collaborative working for health

· Developing health programmes and services and reducing health inequalities

· Policy and strategy development and implementation

· Working with and for communities

· Strategic leadership for health

· Research and development.

· Ethically managing self, people and resources (including education and continuing professional development).
5.2  Ensuring public health workforce standards
The Health Promotion Forum (2004) has outlined a series of overlapping options for ensuring health promotion workers are able to meet health promotion standards (if developed).  While these options have been discussed in relation to health promotion, they have application to the broader public health workforce.  The options are briefly discussed below:

A recognised entry level qualification or access to qualifications and other training – Under this option, a person who wishes to be employed as a health promoter would need to hold a recognised health promotion or related qualification (as other health professionals, e.g. a physiotherapist or nurse).  Currently in New Zealand there is no requirement for health promoters to have an entry level qualification before they can be employed as health promoters or can call themselves health promoters.  The Health Promotion Forum (2004) note that there has been no official or workforce driven move to date to set up such a requirement, and there very few qualifications focusing on health promotion.

New Zealand Qualifications Authority Framework – Only qualifications registered in the Framework can include “National” or “New Zealand” in their title, e.g. a National Diploma of Health Promotion.  The Health Promotion Forum (2004) notes that New Zealand Qualifications Authority system provides a possible long term pathway for workplace assessment to happen with people’s existing skills, knowledge and competence in relation to standards being able to be assessed on-the-job through recognised and established assessment processes.  Once Unit Standards are written and registered they can be used by accredited training organisations to ensure that a learner achieve at a predetermined level knowledge or skill.
Belonging to a professional association – Competent practice in any field can be supported through the development of a professional association. The Health Promotion Forum (2004) notes that a workforce can be recognised as having competent practitioners partially through the efforts of a professional association that sets the minimum requirements and standards for membership of a particular profession. These may include a recognised tertiary qualification and may require people to be registered to demonstrate they are competent to practice in the particular field, as part of protecting the standards of the profession.  Other groups do this through Codes of Ethics. Different associations (e.g. Social Workers) have a range of processes for joining or renewing membership including; peer recommendation, compliance with disciplinary codes i.e. lack of complaints, attaining and/or maintaining specified qualifications or training, review of competence, formal registration and combinations of these processes. Most associations require members, at some time, to re establish their competence/registration for ongoing membership.

Decision by government that a health promotion occupation be created – Five features have been identified for a profession to be recognised (by United Kingdom company JM Consulting cited by Royal Institute of Public Health, www.riphh.org.uk/volreg.html in Health Promotion Forum, 2004) as the occupational group should: i. cover a discrete area of activity, displaying some homogeneity;  ii. apply a defined body of knowledge and practice based on evidence of efficiency;  iii. have an established professional group that accounts for a significant proportion of the occupational group;  iv. operate a voluntary register with defined routes of entry and entry qualifications which are independently assessed, and v. operate within a defined code of practice, with ethical standards and disciplinary procedures.  The Health Promotion Forum (2004) notes that at present health promotion does not meet all of these criteria to identify as a profession and that it is unlikely that health promotion could make a successful case to be included under the Health Practitioners Competence Act 2003.
Voluntary compliance – A voluntary registration scheme (governmental or through the establishment of a professional body) could provide some safeguards to the public. In the UK this system has recently been instigated and is a quality assurance system for comparable standards of practice across the whole of public health specialist practice.

Quality assurance and contracting mechanisms – Requirements imposed by funders is another possible option to influence standards, e.g. organisations might be required to prove they have adequately trained and competent staff to carry out the work before contracts are granted.  The Health Promotion Forum (2004) notes that the Public Health Standards embedded in the Acute Care Standards for District Health Boards include requirements under this and the Health Promotion Forum’s impression is that non-governmental organisations (NGOs) are not included in this regime. 

Organisational Capacity Building – One way of building the workforce and its ability to undertake health promotion is by focussing on organisational competence and capacity building.  The Health Promotion forum (2004) notes that this option has advantages through strengthening organisations and their health promotion competence as a key part of service or programme delivery, but that organisational and individual practitioner competencies need to be considered in tandem.

5.3  Public health training

Overseas literature describes an overall public health workforce characterised by a small number of qualified or specialised public health professionals in leadership roles while there is a broad base of largely undifferentiated workers (for example including those working within local council settings, primary care organisations) providing a range of public health services.
Given the diversity of the public health workforce it is no wonder that there is also a diversity of public health training opportunities.  For example, Health Protection can be studied as a major within the Bachelor of Applied Science run at AUT (a three year fulltime or equivalent part-time course), but as noted in the previous section, the Health Protection workforce comes from a range of disciplines and there are no specific prerequisite qualifications to obtain a job as a health protection officer.

The Health Workforce Advisory Committee (2001) note that educating and training the workforce is about improving the quality of the services delivered and includes pre-entry, entry and post-entry education and training, and continuing professional development.  Further, current models for educating the workforce are undergoing change such as providing the recognition of prior learning and the change of many health education programmes moving from being diploma-based to degree-based over the last 10 years.

The internationally-recognised factors affecting public health workforce development and approaches to workforce development as previously mentioned are important to take into account when considering the historical lack of workforce development specifically for public health in New Zealand.

Once the core or essential functions of public health are determined, organisations or individuals can then identify which functions they perform in relation to promoting, protecting and/or maintaining public health (National Public Health Partnership, 2002;  Canadian Institutes of Health Research, 2003).  Performance of each function may require competence in specific skills and knowledge, therefore each section of the workforce needs to be competent in those areas required to provide the functions it delivers.
In New Zealand, as with overseas, it is likely that a general education programme of all public health workers in the principles and practice (including cultural competencies)  of public health will enable public health organisations to function more effectively.  It is important that such public health knowledge-based competencies are nationally consistent.  In other countries this knowledge/education is known as a ‘core public health curriculum’, ‘competency areas for public health’, or similar.  Such knowledge/education is applicable to all those individuals with a public health component to their work, however the depth of this knowledge required may vary.  

Depending upon the domain in which the organisation functions, for example communicable diseases, tobacco control, mental health promotion, those public health workers within the organisation will require a unique skill set to technically carry our their work.  For some personnel, this may be acquired during the course of their basic or undergraduate training, for others it may require on-the-job training or further study. 
Many of these points are well summed up by the Health Workforce Advisory Committee (2003) in their Future Directions report, stating that:

A national framework is needed to identify issues and responsibilities in relation to health and disability workforce education.  Competencies, scopes of practice, collaborative research and accessible education programmes are key issues (p. 12).

5.4  Organisational and training implications for New Zealand

The Health Workforce Advisory Committee (2003) note that two prerequisites to health workforce development are health sector commitment to workforce development, and the health and education sectors working together.  There are promising signs for both of these prerequisites, but further work will be required to raise commitment to workforce development and develop greater health and education collaboration.

The literature highlights that further development of generic public health training is limited by the absence of an agreed set of core public health functions and generic core public health competencies.  This has implications for organisations and training providers.

The Health Workforce Advisory Committee (2003) highlights the importance of the workplace in contributing to positive and negative performance spiral.  In summary, if an organisation responds to performance problems by reducing training and other workforce development activities, this leads to issues with individuals such as less productivity, more staff turnover, etc, while the opposite is  true with better organisational practices, service is improved along with better staff satisfaction, motivation, etc.

Currently in New Zealand there are limited mechanisms for organisations to ensure their overall competence in delivering public health services through determining organisational competencies and individual practitioner or worker competencies.  This is compounded by scattered training opportunities for the public health workforce.

A structured public health workforce development framework or plan is required to facilitate the establishment of organisational competencies and a more coherent programme of training opportunities.

6.  Conclusions

Greater commitment to public health workforce development is required by both the health sector and tertiary education sector.  Both of these sectors acknowledge generic workforce development at a strategic level, but specific public health workforce development is lacking.  Recent developments in the health sector and the tertiary education sector indicate that workforce development is seen as a means of ensuring innovation and competence.

Health workforce development in New Zealand is complex and has suffered from an inadequate information base, an over-focus on narrow professional groupings, a lack of coordination, and a general lack of investment in infrastructure.  It is likely that public health workforce development is even worse off.
Public health workforce development within New Zealand is embarking on a similar process that most other countries commenced some years previously.  Acknowledgement by the health sector and the tertiary education sector of the need to work more closely together, especially in terms of fostering a community-centred approach provides a positive context for public health workforce development into the future.
Many other countries have defined core or essential functions of public health or their public health systems and it is generally accepted in the international literature that there is a need to explicitly identify the functions of the public health system as a means to improve the effectiveness of those functions.

New Zealand has only recently begun the process of discussing the role of establishing a set of essential or core public health functions in New Zealand.  It will be important for the public health sector in New Zealand to draw on the internationally available descriptions of public health core functions and establish an agreed set of core functions as they apply to New Zealand.

Internationally, much work has been done on the development of generic core competencies for national or regional public health workforces.  This work is most often linked to established core public health functions and is applied to organisations and individual practitioners through a range of workforce development initiatives.

In New Zealand, the development of public health competencies has been ad hoc and few mechanisms in place to ensure individuals meet required standards.  It is critical that New Zealand establish a set of generic public health core competencies.

The development of generic public health core competencies should be established in tandem with an agreed set of overall core public health functions.  Without both of these, it will be difficult for New Zealand to develop a multi-disciplinary public health workforce.  A parallel process for Maori may also be required, and at the very least, Maori, Pacific and possibly other cultural competencies will need to be developed.  Further progress in the development of discipline-specific and settings-specific public health competencies is also required.

Further, without an agreed set of core public health functions and core competencies, development of generic public health training is unlikely to be as focused or efficient as it could be in guiding public health workforce development.  There are also limited mechanisms for organisations to ensure their overall competence in delivering public health services through determining organisational competencies and individual practitioner or worker competencies.  This is compounded by scattered training opportunities for the public health workforce.

A systems approach (see Figure 3 below), that starts with core public health functions, which lead on to organisational competencies and then individual competencies, provides a useful framework for discussing workforce development.

Figure 3.  The relationship between core public health functions and competencies (adapted from Sullivan and Michel, 2004)


Core Public Health Functions or Services



System or Organisational Competencies



Individual Competencies

· Core

· Functional

· Discipline Specific

· Programme specific

· Technical /skill based.

In conclusion, definition of essential public health services (as opposed to specific public health professions) for the country and possibly at an organisational level is important.  A flexible and multi-disciplinary public health workforce is required for a rapidly changing environment, including a changing health sector.  Life-long training is a critical component of any workforce development programme.  Further encouragement and support is required to ensure a workforce that includes key cultural groups and cultural competence.  The establishment of an overall public health workforce development strategy that is coordinated and funded will be fundamental to ensuring a competent public health workforce by facilitating the establishment of organisational competencies and a more coherent programme of training opportunities.
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Internet references and further sources of information:

Australia:
http://www.health.gov.au/pubhlth/index.htm
Public health pages of the Australian Government Department of Health and Aging.  Includes access to information on the National Public Health Partnership (NPHP) (http://hna.ffh.vic.gov.au/nphp/), which is responsible for identifying and developing strategic and integrated responses to public health priorities in Australia.  It was established in 1996 as an ongoing mechanism between the Commonwealth and State and Territory Governments to coordinate and collaborate through clearly articulated roles and responsibilities which are outlined in the NPHP Memorandum of Understanding.
http://www.healthworkforce.health.nsw.gov.au/amwac/index.html
Provides information to health workforce planning in Australia and the activities of the various national health workforce advisory committees that report to the Australian Health Ministers' Advisory Council (AHMAC) and Australian Health Ministers. 

Canada:
http://www.cihr-irsc.gc.ca/e/institutes/ipph/13787.shtml
The CIHR Institute of Population and Public Health supports research into the complex interactions (biological, social, cultural, environmental) which determine the health of individuals, communities, and global populations; and into the application of that knowledge to improve the health of both populations and individuals.

http://www.opha.on.ca
The Ontario Public Health Association (OPHA) is a voluntary, charitable, non-profit association with members from various sectors and disciplines that have an interest in improving the health of the people of Ontario.  Useful information about competencies.

England/United Kingdom

http://www.ohn.gov.uk
Our Healthier Nation web site is a major gateway to information on all aspects of Saving lives: Our Healthier Nation, the government-wide health strategy for England, published in July 1999. The web site provides links to the wide range of related work across government. It aims to help professionals who are working to improve health and reduce health inequalities, to access online information, research, networks and projects.
http://www.hda.nhs.uk
The Health Development Agency –– is the English national authority and information resource on what works to improve people’s health and reduce health inequalities. It gathers evidence and produces advice for policy makers, professionals and practitioners working alongside them to get evidence into practice.

New Zealand:

http://www.afphm.org.nz
Australasian Faculty of Public Health Medicine website which states it aim is to promote excellence in the education and practice of public health medicine.
http://moh.govt.nz
Ministry of Health website with access to numerous health reports.

http://www.hpforum.org.nz/
Health Promotion Forum is a national umbrella organisation for health promotion in Aotearoa-New Zealand working for a healthier society. They provide national leadership and support for good health promotion practice consistent with the principles of Te Tiriti o Waitangi and the Ottawa Charter.

United States of America:
http://www.cdc.gov/
The Centers for Disease Control and Prevention (CDC) is the lead federal agency for protecting the health and safety of people.  It provides information to enhance health decisions, and promoting health through strong partnerships.  CDC serves as the national focus for developing and applying disease prevention and control, environmental health, and health promotion and education activities designed to improve the health of the people of the United States.  CDC, located in Atlanta, Georgia, USA, is an agency of the Department of Health and Human Services.

http://web.health.gov
A portal to the web sites of a number of multi-agency health initiatives and activities of the U.S. Department of Health and Human Services and other Federal departments and agencies.
World Health Organisation:

World Health Organisation (2001), Human Resources For Health: A Toolkit For Planning, Training And Management, Geneva, at http://hrhtoolkit.forumone.com/ 
� 	Chiropractic Board, Dental Council, Dietitians Board, Medical Radiation Technologists Board, Medical Council of New Zealand, Medical Laboratory Science Board, Midwifery Council, Nursing Council, Occupational Therapy Board, Optometrists and Dispensing Opticians Board, Osteopathic Council, Pharmacy Council, Physiotherapy Board, Podiatrists Board, and Psychologists Board.


� 	See � HYPERLINK "http://www.healthworkforce.health.nsw.gov.au/amwac/nhwc.html" ��http://www.healthworkforce.health.nsw.gov.au/amwac/nhwc.html� for more information.


� 	See � HYPERLINK "http://hna.ffh.vic.gov.au/nphp/" ��http://hna.ffh.vic.gov.au/nphp/� for more information.


� 	Local Government Association briefing paper on Saving Lives: Our Healthier Nation (see � HYPERLINK "http://www.lga.gov.uk/lga/socialaffairs/healthier.pdf" ��http://www.lga.gov.uk/lga/socialaffairs/healthier.pdf�).


� 	The conclusion of the second round of the Delphi study was that individual patient care should be considered a public health function only when the care provides benefits to a larger population.


� 	Source: � HYPERLINK "http://www.trainingfinder.org/competencies/background.htm#prologue" ��http://www.trainingfinder.org/competencies/background.htm#prologue� accessed July 2004.


� 	Personal communication Helen Potaka, June 2004.


� 	See � HYPERLINK "http://www.afphm.org.nz/main.html?trainprog.html~body" ��http://www.afphm.org.nz/main.html?trainprog.html~body� accessed June 2004, and personal communication William Rainger, June 2004.


� 	See � HYPERLINK "http://www.afphm.org.nz/main.html?trainprog.html~body" ��http://www.afphm.org.nz/main.html?trainprog.html~body� 


� 	Personal communication, William Rainger, June 2004.


� 	From � HYPERLINK "http://www.natpact.nhs.uk/newcf/index.php?show=y&d=6" ��http://www.natpact.nhs.uk/newcf/index.php?show=y&d=6� accessed June 2004.


� 	From � HYPERLINK "http://www.natpact.nhs.uk/newcf/index.php?show=y&d=6&sd=&c=1&s=5" ��http://www.natpact.nhs.uk/newcf/index.php?show=y&d=6&sd=&c=1&s=5� accessed June 2004.
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