Public Health Association submission on the Public Health Advisory Committee discussion document:
Emerging Issues for Public Health in New Zealand

Summary
The Public Health Association of New Zealand (PHA) welcomes the discussion document as it raises important issues for public health. 

The key issue running through the discussion document is “what is public health?” It would be very useful if the PHAC (with the PHA) was to put forward a framework of public health to help clarify the confusing language that complicates almost all discussions about changes in public health.
One of the characteristics of all aspects of public health is the tensions that exist because of the complexity of achieving the public health mission – the fulfillment of society’s interest in assuring the conditions in which people can be healthy. There are tensions across all sorts of boundaries – geographical, sectoral, philosophical that will exist no matter where the boundaries are place. Move the boundary and you simply move the location of the tension, you do not remove the tension. A considerable amount of concern exists in the public health sector at the moment as boundaries have been shifting. The fundamental challenge for public health practitioners is to manage the tensions, wherever they arise, while carefully considering if there are institutional arrangements that could better achieve the desired public health outcomes.

The PHAC discussion document identifies some changes in the environment. This submission adds further issues that have also had significant impact on the operation of the public health organisational framework. 
The submission responds to many of the questions in the discussion document, and offers recommendations to improve the way that the public health organisational framework in New Zealand can more effectively respond to the challenges of the new environment.

Recommendations

Recommendations are made throughout the submission, and are highlighted in italics. They are repeated here for ease of reference.
Reducing fragmentation 

That consideration of structural change in public health be based on what will be most effective in achieving public health outcomes.

That the Ministry of Health, DHBs, providers, researchers and trainers be encouraged to consciously reduce fragmentation by
· Sharing good information on relevant health status issues

· Ensuring that there are skilled staff who shared training and continuing education opportunities across organisations
· Developing joint projects and shared objectives

That increased collaboration and reduced fragmentation be supported by more practitioners developing skills in relationship management as well as developing inter-agency agreements, memoranda, contracts and partnerships.
Maori public health

Maori public health practitioners are supported to achieve excellent skills and be well trained.

Funders need to support providers to employ skilled people by ensuring that contracts are right-sized to pay for skilled staff. 
That Maori and iwi organisations are supported to be robust in their management and governance.
That The Ministry of Health, DHBs and PHUs support the adoption across the public health sector of the advice of advice Keri and Mihi Ratima in their commissioned paper Maori public health action – a role for all public health professionals.
Workforce issues

That all public health practitioners, irrespective of employer, follow the approach to continuing education illustrated in the Health Practitioner Competency Assurance Act.

That public health organisations employing only small numbers of public health practitioners put in place arrangements for professional support.

Funders need to adopt more rigorous requirements concerning the skills and qualifications of pubic health practitioners, and support providers to employ skilled people by ensuring that contracts are right-sized to pay for skilled staff. 
Funders and providers need to work with education providers to ensure that there is a skilled workforce to meet the public health needs. The Ministry of Health workforce project is a good start and needs to progress rapidly.

When assessing workforce needs, an external framework identifying the essential public health functions should be used.

Supporting agencies with new public health responsibilities

That the Ministry of Health and DHBs support good relationships between DHBs and public health organisations to ensure that:

· information known to public health providers is made available to the DHB planning process 

· planners and CPHAC decision-makers are well informed of what can be realistically achieved and what is actually being achieved by public health techniques, and so able to make good priority setting decisions 

· Public Health providers are able to modify their services and contracts with the Ministry of Health to best meet the needs of the DHB population 

That the Ministry of Health and DHBs ensure that 
· CPHACs have a level of knowledge of public health knowledge

· Public health providers have a regular connection to the CPHAC

· Public health providers have regular joint meetings with DHB planning staff and with MoH locality staff

· DHB funding and planning staff have a level of knowledge of public health practices

That funders ensure that PHOs and other organisations with new public health responsibilities are supported to understand public health issues and approaches by education, and be given contractual incentives to ensure that their public health staff are able to operate effectively.

That there be active exploration of other ways to achieve PHOs being fully oriented towards the outcomes of public health in their ownership, governance and geographical coverage.

Supporting Local Government in their public health role

The proposals of Megan Courtney in her commissioned paper The future interface between public health and local government be encouraged.
Public health leadership
That the PHAC note that it too is in a leadership position for public health, and act accordingly.

That the PHAC (with the PHA) put forward a framework of public health to reduce language confusion.

The Ministry carry out a Health Impact Assessment on central government policies should be supported - health (or social) impact assessment should be as routine as a compliance cost assessment.

The proposal that DHBs should all have a Director of Public Health or similar should be further investigated.

Public Health advocacy

There needs to be substantial Ministry of Health investment in management and governance training of NGO public health providers

There needs to be an end to the Ministry fostering new, tiny organisations.
In the long term, strong NGOs must be developed to be able to carry out the essential public health function of advocacy, irrespective of the government of the day. 

Improving intersectoral public health

That the guidance on overcoming the challenges of intersectoral public health work given by Robin Gauld in his commissioned paper Public Health and Government in New Zealand should form a strong part of the PHAC advice to the Minister of Health.

Introduction
This submission from the Public Health Association of New Zealand (PHA) has been written by Dr Gay Keating, the PHA Director.. It does not reflect the views of all PHA members, as the membership of the PHA is very diverse. However it draws on many conversations with PHA members and others in public health on the issues confronting public health

It is heartening to see the Public Health Advisory Committee (PHAC) running this project. One of the great strengths of an independent advisory committee to the Minister is that it can form independent views on the state of health of public health and inform the Minister of those views, with authority.

The background of the discussion paper indicates that the PHAC project is to
· Explore how the new environment is impacting on the way public health is approached in New Zealand

· Explore how new and existing players can take new opportunities to further the goals of public health by their interaction

· Explore how public health capacities and leadership can be enhanced at regional and national levels

· Identify the challenges of the new environment

It is disturbing that the discussion document has not specifically considered Maori public health. At an earlier stage of this project, (when the PHAC was seeking comment on the five opinion pieces commissioned by the PHAC in mid 2004) the PHAC was particularly seeking comments on issues for Maori public health. This strand is not visible in Emerging Issues for Public Health.
This submission from the PHA is in two parts. The first part offers additional material to supplement information in the Background.
1 Different aspects of public health
2 Who works to improve public health?

3 What has changed in the public health environment?

4 Maori public health

The second part of the submission is a response to the individual questions of the discussion document.
5 Players in public health

6 Workforce

7 Public Health Leadership

8 Ways forward
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Different aspects of public health

As the discussion paper notes, there are very many uses of the phrase “public health”. Mostly these are not different views about the same thing, but are using of the same words to mean different things. It would be extremely helpful for PHAC to lay out a framework for looking at public health, to help reduce the confusion around language. 
Setting aside the meaning “tax funded health services” the following offers a framework for looking at the range of meanings of “public health’ that I have found useful and I use in this submission. It has been drawn from a range of sources
.
The mission of public health 

The mission of public health is 

the fulfillment of society's interest in assuring the conditions in which people can be healthy. 
Public Health outcomes

The outcomes of Public Health are commonly expressed as
· Raised health status and quality of life

· Reduced health inequalities

· Increased safeguards for the public’s health

· Reduced acute and chronic disease burden.
The substance of public health 

The substance of public health is 
organised community efforts aimed at the prevention of disease and the promotion of health.
Essential Public Health Functions

The essential public health functions, have been described as 

· Health situation monitoring and analysis;

· Epidemiological surveillance/ disease prevention and control;

· Development of policies and planning in public health;

· Strategic management of health systems and services for population health gain;

· Regulation and enforcement to protect public health;

· Human resource development and planning in public health;

· Health promotion, social participation and empowerment;

· Ensuring the quality of personal and population-based health services;

· Research, development and implementation of innovative public health solutions. 

Public health services

Public health services can be broadly grouped into:

· Population-based public health services

· Personal preventive services

· Personal treatment services of public health significance

Public Health Practices

The practices of public health, have been described as 


advocate, 




analyse, 
assess, 




communicate, 
contribute to the learning of others, 
develop plans, 
ensure compliance with regulations, 
evaluate, 
facilitate, 




implement, 
integrate, 




investigate, 
manage, 




negotiate, 
set priorities, 



use evidence, 
work with Te Tiriti o Waitangi.
Pubic Health organisational framework

The organizational framework of public health 
"encompasses both activities undertaken within the formal structure of government and the associated efforts of private and voluntary organizations and individuals."
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Who works to improve public health?
In any country these are many people involved in achieving the substance of public health (i.e. organized community efforts aimed at the prevention of disease and the promotion of health).  The breadth of the organisational framework for public health leads to confusion when talking about people who work in public health. This results in people often talking past each other.

The 2004 commissioned papers on public health frequently noted the complexity of public health and that many people work to achieve public health outcomes who are in other sectors. Below I have laid out some categories that I find helpful when I consider the wide range of people who work in public health. 
A. The traditional “health based” public health workforce

B. A public health workforce contested between the traditional “health based” workforce and another sector

C. The wider public health workforce - work is primarily directed to the substance of public health (organised community efforts aimed at the prevention of disease and the promotion of health), though not identifying as public health workers

D. the teachers of the public health workforce
E. public health researchers 

F. The wider health sector
G. Others whose work can influence the mission of public health (the fulfillment of society's interest in assuring the conditions in which people can be healthy) although the key goal of that workforce is not healthy people.

H. All people whose actions can influence the health of themselves or others 

The traditional “health-based” public health workforce
The “health based” public health workforce is a subset of those who are engaged in the essential public health functions
, and are predominantly funded through Vote:Health.
Some members of the “health based” public health workforce have a wide range of public health tasks and use a wide range of public health practices. Others work in highly specialised areas.
The “health based”  public health workforce is employed in most of the organisations listed in  the discussion document as players in the public health field – the Ministry of Health, District Health Boards, Public Health Units, PHOs, public-health Non-governmental organisations, some Maori and iwi providers.  ESR is also an important government organisation in traditional “health based” public health.
Most of the “health based” public health workforce identifies predominantly with the health sector, either because of funding, or because of focus on particular physical disease entities or risk factors. In the last decade there has been conscious extension of the “health based” public health workforce to both injury control and to mental health. Part of the traditional public health workforce is employed by local government and ACC.
A key issue for nearly all public health workers is that a single-purpose public health organisation is rare. Most of the organisations that employ public health practitioners are wider than public health - only part of their staff are public health workers. Continuing education is essential for all practitioners. In addition, formal support outside of their workplace is also a need for those practitioners who work in small or isolated situations.
Contested public health workforces
There are several groups of public health practitioners who are contested. 

The most common example happens when a section of the public health work is contested between agencies that are historically health and disease-related (the “health based” public health workforce) and agencies that are historically injury-related (the wider public health workforce). This is seen in particular in the workplace setting where people are exposed to risks of both disease and injury. The Accident Compensation Corporation and Occupational Safety and Health Service are the two most obvious locations where this contest is seen.
Public Health workers in personal health organisations – for example, primary care, are another group where there is contest over who should be the employer. Public Health practitioners who work in Food Safety are another group.
At root the contest is between two different approaches to fulfilling the mission of public health - the fulfillment of society's interest in assuring the conditions in which people can be healthy. The two approaches are the “empowerment/self-regulation” approach and the “health agency” approach.
The empowerment/ self-regulation approach

This approach claims that the non-public-health sector is in a better position to control the public health risks and opportunities in their own environment. Outsiders (such as public health practitioners) can only advise, cajole, or resort to punitive powers. 
This view is aligned with an empowerment philosophy and/or the philosophy of self -regulation. Locating public health responsibility with those who have the greatest ability to control risk and promote health is more successful, as it makes the other sector/agency own the problems (and opportunities). Effective risk control cannot be managed by outsiders, but only by those who know the details of the risks.
As we have seen in many other situations, self regulation can result in weak protection for the public if the sector/agency is totally unfettered. For the empowerment/ self-regulation approach to be effective three essential public health functions must be strong. The must be external monitoring, based on epidemiological surveillance, there must be good health situation monitoring and analysis and human resource development and planning is needed to ensure that the necessary skills are located in the non-health sector.
The health agency approach
The alternative approach states that the most effective way to control risks and to promote health is to have a strong cadre of public health practitioners based in a single purpose public health organisation. These practitioners have only one focus– the public health objectives- and so are better placed to work with other organisations and sectors. There is no risk of practitioners being distracted by other priorities.
Resolving the contest

Such contests are inevitable as the mission of public health is broad and involves many sectors. No matter where the boundary is placed for the employment of public health practitioners there will be public health practitioners on the other side of that boundary.

The key issue that should guide these contests is to identify what will be most effective in achieving public health outcomes. This may change from time to time as other circumstances change. Irrespective of the placement of some public health practitioners the essential public health functions of Health situation monitoring and analysis; Epidemiological surveillance/ disease prevention and control; and Development of policies and planning in public health remain a core responsibility of the traditional “health-based” public health workforce.

The wider public health workforce

The wider public health workforce is employed in many sectors. Their work is primarily directed to the substance of public health (organised community efforts aimed at the prevention of disease and the promotion of health), though not identifying as public health workers. The “health based” public health workforce does not in general view them as part of the public health workforce, either. In many cases their work is identified as contributing to supportive environments and exists as a result of a healthy public policy.

While in some areas there is increasing liaison between the traditional “health-based” workforce and the wider public health workforce there continues to be mutual lack of recognition. This does not detract from the fact that these people carry out essential public health work, seeking to achieve public health outcomes, and contributing to the public health mission.

These include traffic police (whose dominant objective is the prevention of road crash injuries), fire fighters (whose dominant objective is the prevention of injury by burns), and illicit drug control agency staff (directed towards preventing the mental ill health associated with the use of illicit drugs).

There are three factors that these workforces have in common. The first is that the work is not focused on physical illness.

The second factor that these workers have in common is that they mostly carry out regulation and enforcement to protect public health. This is similar to many in the “health based” public health workforce.

Thirdly, each workforce is highly specialised, focused on a small range of risk factors or health outcomes (egg only burns), or carry out only one essential public health function (egg regulatory enforcement)
. 

The traditional “health-based” public health workforce is engaged here primarily through three essential public health functions – health situation monitoring and analysis, epidemiological surveillance, and development of policies.

Teachers of the public health workforce

Most, but not all teachers of public health are based in tertiary educational organisations. 

Public health researchers

Like most public health practitioners, public health researchers rarely work in organisations that are exclusively public health focused.
The wider health sector

A particular subset of the public health workforce is other people in the health sector.
 Most workers in the health sector are involved in aspects of the prevention of disease, and thus are part of the wider public health workforce. Their work is mostly secondary and tertiary prevention
.
Health is not their work, but they affect public health outcomes
Sectors such as education and justice, manufacturing and transport, defense and conservation do not work towards public health outcomes such as raised health status and quality of life. However the way that these sectors behave can dramatically influence public health outcomes.
This is the area of true intersectoral work in public health.
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What has changed in the public health environment?

The discussion paper indicates the following changes that have happened in the public health environment:

· Structural change – DHBs, PHOs,

· The ‘new public health’ – intersectoral collaboration

· People with public health training working in management, research and leadership in the health sector

· Contracting and the policy-funder-provider split

· Development of Maori health providers

· Review of the centre - Managing for outcomes

· OSH formation

· Food Safety authority formation 

The time-period for the discussion document to consider “emerging issues”, a “new environment”, and the “new public health” is vague, with “recent” ranging from a few years to a few decades. Either time frame offers important perspectives. Whichever timeframe is chosen the description of changes needs to be more comprehensive. For example the changes in the last few years include the development of an entire new aspect of public health practice – healthy minds; changes in the last 10 years include a massive expansion of the health promotion workforce; changes in the last 20 years include the devolution of most of the traditional “health based” public health workforce from a single employer and the development of many Maori and iwi providers.
It is useful to take the emergence of “the new public health” in the 1970s as the timeframe to consider changes in the public health environment. The changes listed above can be grouped into a few categories, and other significant changes in the environment in the same period can be added. 
There have been lots of changes

Changes in international public health

· The ‘new public health’ -1970s - awareness of the importance of chronic disease burden vis-à-vis infectious disease as a focus for public health, and the importance of empowerment
· intersectoral collaboration adopted  by WHO in 1981 as a cornerstone of Health for all by the year 2000
· Re-emergence of infectious disease as a significant public health issue

· Terrorism recognised as a public health risk

· rapid international spread of  infectious disease epidemics

· Recognition of violence as a public health risk

Changes in wider New Zealand affecting public health
· Increase in Maori rangatiratanga, and associated pakeha understanding of New Zealand history and taha Maori.
· Increasing government focus on accountability of tax funding and transfers, initially with government focus on outputs (State Sector Act and Public Finance Act) then with outcomes (Government’s review of the centre, Public Finance Act (State Sector) Act, Charities Bill). Issues raised by Ministry of Health contracting for advocacy is part of this focus on accountability.  

· Increased government focus on industry self regulation, within a legislative framework that defines boundaries  - OSH formation, Food Safety Authority formation, Consumer Guarantees Act, Fair Trading Act, Local Government Act 2002.
· Contracting and the policy-funder-provider split
Changes in the wider New Zealand health system affecting public health
· Repeated structural change in the health sector - Area Health Boards, Regional Health Authorities, the Public Health Commission, the Health Funding Authority, District Health Boards
· Recurrent changes to ACC 

· The New Zealand Health Strategy 
· The Primary Care Strategy 

· Impact of an evidence-based-culture in medicine 
· Development of Maori health providers

Changes in New Zealand public health 

· Dramatic increase in the health promotion workforce

· Development of the public health medicine training programme through first the College of Community Medicine and now the Australasian Faculty of Public Health Medicine.
· Emergence of mental health as an area for health promotion

· Major success in tobacco control and traffic related injury control
· Some success in increasing awareness of the need to reorient health services towards public health outcomes, not just treatment outcomes, in part as a result of  people with public health training working in management, research and leadership in the health sector

· Hepatitis, Meningitis, subcutaneous abscess and cellulitis emerge as distinctive New Zealand infectious disease epidemics.

Intersectoral public health in New Zealand

History of intersectoral public health

Intersectoral work in public health is not new. Long before the WHO identified “intersectoral collaboration” as a cornerstone of Health for all by the year 2000 New Zealand was ensuring that the health risks of other sectors were being managed – just not calling it “intersectoral collaboration”. Intersectoral action, changing cultural patterns, lifestyle changes, re-orienting health services, challenging existing power structures, confronting economic and trade practices that compromise health have at least a century of tradition in New Zealand public health.

One of the most consistent factors of public health substance in New Zealand has been the progressive way in which other sectors have been forced to take responsibility for the public health consequences of their sector. For example, the original Public Health Act in New Zealand was very clearly about ensuring that a non-health sector (i.e. local government) carried out its work in a way that took account of the health implications of local government decisions, and that it worked with the public health authorities. 
The current Health Act (1956) affected the farming sector, the transport and the housing sector as well as the local government sector. Regulations made under the Act posed obligations on the hospitality, manufacturing and retail sectors. There have been health obligations in the Education Act for decades. The regulations under the Health Act began to require safe products. This has been extended to all products by the Consumer Guarantees Act and the Fair Trading Act.
The contests that are currently seen, for example around occupational health and safety, are a reflection of the extension of intersectoral public health to the workplace.

Inadequacies in NZ intersectoral public health

Although New Zealand has this long tradition of intersectoral work in public health the major factors lacking in the past have been the essential public health functions of health situation monitoring and analysis; and Epidemiological surveillance. The relevant sector has been given responsibility to manage particular health risks but the public health sector as a whole has given away the responsibility of monitoring and review.
At times the leadership for public health in other sectors has not come from the traditional “health based” public health workforce. For example, the consumer movement has been the most active concerning hazards from consumer products. This is in part because of the failure of the essential public health functions of health situation monitoring and analysis; and Epidemiological surveillance. The public health issues have been noted and acted upon by others while the public health community has been silent.

Best practice in intersectoral public health

I strongly support the guidance on overcoming the challenges of intersectoral public health work given by Robin Gauld in his commissioned paper Public Health and Government in New Zealand. His advice should form a strong part of the PHAC advice to the Minister of Health
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Maori public health
There is a series of very important issues for Maori public health.
The public health outcomes to raise Maori health status and quality of life and reduce health inequalities remain as important now as it has for the past century. What we now have is some more information of how society can either achieve this or make Maori public health worse
.

Mihi and Keri Ratima, in their commissioned paper Maori Public Health Action – a role for all public health professionals point out the importance of Maori self-determination, and the ways that all public health practitioners can work to improve public health. I endorse their advice.

One of the major issues for Maori that is now emerging with the development of Primary Care Organisations is the risk of reducing Maori self determination as previously-independent Maori and iwi providers become part of wider PHOs.  This development needs to be watched carefully. 
One way to reduce that risk is to ensure that Maori public health practitioners and Maori and iwi organisations are well trained and robust in their management and governance.

I strongly support the recommendations concerning workforce development, and those concerning management and governance training and support.

Response to the discussion document
5
Players in public health

These responses relate to the questions in the discussion document. 
The discussion document has focused predominantly on a subset of the traditional “health-based” public health workforce. This may be appropriate if the Public Health Advisory Committee wishes to restrict itself to consideration of services that are the currently responsibility of the Minister of Health. However, if the Public Health Advisory Committee wishes to advise on the breadth of public health then a wider range of players must be considered.

Ministry of Health
The most important public health functions carried out by the Ministry of Health are
· Health situation monitoring and analysis;

· Epidemiological surveillance/ disease prevention and control;

· Development of policies and planning in public health;

· Strategic management of health systems and services for population health gain;

· Regulation and enforcement to protect public health.
Currently the Ministry of Health also holds funding for public health services funded through Vote:Health.

There are many areas in which the Ministry of Health could improve its performance for public health, but it is important to note where the Ministry is performing well.

The Ministry of Health has greatly improved in recent years doing (or contracting for) health situation monitoring and analysis and epidemiological surveillance. The strategic management of health systems for health gain has been significantly improved over the past five years with the New Zealand Health Strategy and the Primary Care Strategy.
One area which is crucially important for the mission of public health is the advocacy that the Ministry carries out to other departments to achieve public health outcomes. Unfortunately it is very difficult for outsiders to assess how effective the Ministry is in this matter. Phil Shoemack’s proposal that the Ministry carry out a Health Impact Assessment on central government policies should be supported - health (or social) impact assessment should be as routine as a compliance cost assessment.
The Health and Disability Sector NGO-MoH forum has recently run a survey of NGOs seeking responses from the NGO sector on relationships with the Ministry of Health and other government departments. That survey may give more information on issues associated with the Ministry of Health.
Ministry of Health, DHBs and PHUs – tensions in the development of policies and planning in public health  
I reinforce the statement about the relationship between the Ministry of Health, DHBs and PHUs that there is enormous variation across the country. The tensions described here are a source of immense frustration for many public health practitioners in districts with poor relationships and are a major source of lost opportunities in those districts.

Many of the issues raised in the discussion document relating to the Ministry of Health, DHBs and PHUs come from tensions in the essential public health function of development of policies and planning in public health. These tensions will always exist in some form – there is no hope of eliminating the tensions – the key is to manage them well.
The first major tension that needs to be managed is how to achieve national standards and co-ordination along with regional-local responsiveness in public health services funded through Vote: Health.
The second major tension is between priorities for public health services and priority personal health services that contribute to health gain. Clearly, in the interest of the public health mission and objectives it is useful to build synergies between public health and personal health services.
Prior to the development of DHBs the planning and funding of personal health services was separated from the planning and funding of public health services 
 during the time of the Public Health Commission, and only loosely linked during the time of the Health Funding Authority. During this period there were some improvements made in national standards and co-ordination and there was improved regional co-ordination.
The current arrangement has funding for “health based” public health services being driven from the Ministry of Health (for national standards and co-ordination) and influenced by the priorities for health gain that the DHBs have identified for their populations. 

To date, most of the discussion is on the (understandable) frustrations felt in some areas where the structure is working poorly. These frustrations seem to stem from public health providers (in PHUs and other providers) not having shared ownership of the health gain priorities of the DHBs.  This results in public health providers having conflict between their priorities and the priorities of the DHB (or multiple DHBs where the providers cover an area served by more than one DHB). 
As noted, the understanding of public health of DHBs is highly variable. Some DHBs have excellent knowledge and skills, with their Chief Executive and /or senior staff in the Funding and Planning division being well qualified public health practitioners. Similarly some Board members have excellent understanding of the knowledge of the mission, objectives and essential functions of public health. Other DHBs have not.
The level of public health understanding of DHBs seems to bear little relationship with the location of the public health units, be they direct reports to the Chief Executive, in the funder arm, in the provider arm or located in another DHB.

It is likely (based on many conversations with public health people in extremely different districts) that the most important ingredient of success in achieving progress on public health objectives is good relationships.
Effective district relationships essential

Effective relationships between DHB Funding and Planning staff, the Community and Public Health Committee of the DHB and with the public health providers (PHUs and others) and Ministry locality staff are essential. 
Effective relationships can help resolve the tensions between national-regional –local services and public –personal health service priorities by achieving three important things:
· information known to public health providers is made available to the planning process 
· planners and CPHAC decision-makers are well informed of what can be realistically achieved and what is actually being achieved by public health techniques, and so able to make good priority setting decisions 

· Public Health providers are able to modify their services and contracts with the Ministry of Health to best meet the needs of the DHB population 
To achieve “effective relationships” regular, respectful interaction is needed.  All parties need to appreciate the legitimacy, skills and knowledge of all others. This means

· CPHACs need a level of knowledge of public health knowledge

· Public health providers need a regular connection to the CPHAC

· Public health providers need regular joint meetings with DHB planning staff and with MoH locality staff

· DHB funding and planning staff need a level of knowledge of public health practices
For some public health providers (PHUs and others) this means that they need effective relationships with several DHB Funding and Planning groups, and with several CPHACs.
Phil Shoemack’s suggestion in his commissioned paper Public health leadership – a personal viewpoint that DHBs should all have a Director of Public Health or similar should be further investigated.

Clearly different structural options will make effective relationships easier or more difficult. However the most important things is to ensure that irrespective of the structure that there is effective resolution of the national-regional-local tension and the public-personal health services tension. The focus needs to be on achieving the public health outcome rather than on structures.
NGOs
In addition to the important issues raised in the discussion paper, there are three important other issues concerning public health provider NGOs. They apply to Maori and iwi providers (that are of course, non government organisations) as well. 
Division in the public health provider arena
A major legacy of the competitive contracting environment is that there remains substantial segregation of the public health providers.  Some areas are more collaborative than others, but in most there is limited interaction between PHUs and NGOs. There is need for active work by the Ministry of Health, the Public Health Units and other providers to consciously develop greater collaboration.
Risks in small NGO health promotion providers 

In the last decade there has been a huge increase in the number and variety of NGO public health providers. All public health provider NGOs work in health promotion – there are, to my knowledge, no regulatory services provided by NGOs.   

The Ministry of Health (and its fore-runners in public health planning and funding) has sought to develop providers to deliver services. This has often resulted in the funder facilitating the formation of new, single-issue NGOs. In some cases this has been a success. In other ways this has created substantial instability in the sector.

The greatest risks in the NGO public health provider sector are poor governance and limited managerial skill. “Provider development” has often resulted in a new NGO, with a Board of volunteers, with only one small MoH contract, and a very small staff.

These NGOs are not an expression of civil society, they do not have a history of an organisation that has an independent existence and will continue irrespective of Ministry contracts. Some of these NGOs seek to develop an independent existence, but find themselves in the position that “we can’t do that, it’s not in the Ministry contract – and we don’t have any other resources!”

This increase in NGO health promotion providers in the past decade has resulted in a huge number of people serving on Boards, many of whom are over-committed, only a few of whom have experience or training in governance. It resulted in a lot of small offices, all with duplication of overheads, with few able to develop good management skill. It is very hard to be a skilled Human resource manager, financial manager and strategic leader in an organisation with a small handful of staff, funded at voluntary sector rates. This is replicated many times over in different organisations
.
Unfortunately we have seen the disastrous consequences of limited training and experience in governance and management several times in recent years. This has been to the detriment of the individual people involved (many of whom are very skilled in health promotion) and there has been significant loss of momentum on important health promotion work.
There needs to be substantial Ministry of Health investment in management and governance training and an end to the Ministry fostering new, tiny organisations.

Workforce development

As public health NGOs (including Maori and iwi providers) offer health promotion services, the overall need for workforce development for health promoters significantly affects NGOs.  This is another problem for small NGOs which can rarely afford to make the investment in training. Conversely they can infrequently afford to pay the (reasonable) salary expectations of a well trained health promoter. 
The excellent work of the Health Promotion Forum in developing and promulgating competencies for Health Promoters has been valuable in larger public health organisations. However for small organisations there is little incentive to use this guide, especially when their contracts limit the ability of the organisation to recognise competence by salary.
The mental health sector is a good example of the way that a dramatic increase in skilled practitioners can be achieved. Funders need to adopt more rigorous requirements concerning the skills and qualifications of pubic health practitioners, and support providers to employ skilled people by ensuring that contracts are right-sized to pay for skilled staff. Funders and providers need to work with education providers to ensure that there is a skilled workforce to meet the public health needs. The Ministry of Health workforce project is a good start and needs to progress rapidly.
Maori and iwi providers

The issues identified specific to Maori and iwi providers are important, and add to the difficulties some of these providers face as NGOs, identified above.
Primary Health Organisations

The issues for public health in PHOs are a combination of the issues in DHBs and in NGOs.

Public health in PHOs shares the risks seen in DHBs where the management is not knowledgeable and culture is not respectful of public health. Similar to small NGOs there is a huge problem of relatively unskilled people working in isolation. There is little sign that PHOs are using the Health Promotion competencies to guide their staff selection. Similarly there is little sign that most PHOs are ensuring adequate professional support and development for isolated practitioners. 
As noted under NGO workforce issues, pressure should be exerted by funders to ensure that public health practitioners are well trained and supported.
Peter Crampton offers suggestions in his commissioned paper The exceptional potential of every Primary Health Organisation: a public health view, on ways for PHOs to be fully oriented towards the outcomes of public health in their ownership, governance and geographical coverage.

Local Government
The issues raised in the discussion document are important. Implementation of the many suggestions for actions in the commissioned paper by Megan Courtney The future interface between public health and local government would greatly assist.
There are very different issues for Regional Councils than for Local Councils.

6
Workforce

The issues raised are very important. This is probably the most significant challenge facing public health – to have sufficient, adequately skilled practitioners.

In assessing workforce needs it is valuable to consider all the essential public health functions. For example, until relatively recently there has been very limited health situation monitoring and analysis and even less human resource development and planning.
7
Public Health Leadership

The issues raised are important. This reflects the view in Advancing Health for all People that leadership is a task for all in public health. Lack of leadership reflects, in part, the lack of trained practitioners.
It also reflects the number of public health practitioners who work in organisations that are either government owned or very highly government funded.  As noted in the section on NGOs above, to achieve the public health mission it is important to have robust public health organisations that are NOT dependant on the government of the day (via a Ministry of Health contract) for their existence.
As noted above, to achieve the public health mission there needs to be substantial investment in management and governance training for NGOs and an end to the Ministry fostering new, tiny organisations.

The PHAC has a key leadership role. It has the statutory obligation to perform several of the tasks identified in the discussion document as leadership roles, and it has the obligation to give independent advice.

8
Ways forward

Reducing fragmentation

Increasing cohesion across the traditional health-based public health workforce is very important, and must precede attempts to reduce fragmentation between the traditional health-based workforce and other aspects of the public health workforce. Keri and Mihi Ratima, Robin Gauld, and Megan Courtney, in various ways make recommendations to reduce fragmentation. 

In particular the things that will reduce fragmentation the most are

· Good information on relevant health status issues, shared
· Skilled staff with shared training and continuing education opportunities

· Joint projects and shared objectives

Funders, providers, researchers and trainers should be encouraged to develop joint work programmes to reduce fragmentation.
A public health agency

How would a single agency help?

It may be highly desirable to have a leading public health agency that carries out several of the essential public health functions, and employs the “health-based” public health workforce. It would be important to clarify which of the essential public health functions are the most important to locate in a public health agency.

Structural solutions can provide the opportunity to have shared continuing education, projects and objectives and offer the hope of consistency and clarity. 

Could we have a single public health agency?

To achieve the public health mission it is not possible to have a single “public health agency”. Such an agency could not and should not carry out all the essential public health functions, and is not able alone to achieve the public health outcomes and mission.

One of the reasons for the great increase in NGO public health providers was that the existing providers were viewed as having limited ability to work with other sectors and communities. Developing Public Health providers within communities – such as Maori and Pacific communities – was seen as a more effective way to strengthen community action, create supportive community environments and develop personal skills. It is unlikely to be feasible or desirable to close down these NGO and Maori public health providers and place these services into a single public health agency.

It would be possible to amalgamate parts of the Pubic Health Directorate, parts of ESR and most of the PHUs into one agency. Others could be added, such as the Food Safety Authority, OSH and parts of ACC. 

Would this agency have to be a department?

Any agency will have limited ability to influence other government departments unless the public health agency is part of the machinery of central government and is responsible to a Minister. Once that agency is part of central government, with the ability to significantly influence other government departments, it becomes subject to processes and restrictions of the government of the day.

The exercise of coercive powers of health protection also determines how close to the government of the day the agency would be. No government is likely to authorise individuals to have the extensive powers held by Medical Officers of Health, Health Protection Officers and other designated officers without a short chain of authority between a Minister and the officer.
 

If the proposed agency is not part of central government then it would be extremely unlikely to have regulatory designated officers, and would have the same ability to influence government departments that the Public Health Advisory Committee has now.  

Some suggestions for a public health agency locate it under the Prime Minister, reflecting the importance of joined-up sectors to achieve improved health outcomes. The Prime Minister can facilitate other departments to focus on public health outcomes. This is clearly beneficial for public health when the Prime Minister of the day has high interest in public health outcomes. It may be a grave liability should the Prime Minister of the day have other concerns that outweigh public health.
What happened when we tried this before?

The Public Health Commission was established as a purchaser and policy advisor. It carried out some of the essential public health functions of Health situation monitoring and analysis, Epidemiological surveillance (but not disease prevention and control), Development of (some) policies and planning in public health and some of the development and implementation of innovative public health solutions. 

As it was at arms-length from government it did not have responsibility for regulatory public health. As it was a public health agency there was considerable friction between the PHC and the purchasers of personal health services.
Having a stand-alone public health agency at arms-length from the government of the day solved some problems, but created others.
The situation of the previous district offices of the Department of Heath should be a salutary lesson on the extent to which there can be extreme diversity within a single organisation. While all the district offices were parts of the same organisation they had different skill mix, quality of staff, procedures and priorities not able to be explained by the different health needs of their communities.  We currently have much greater consistency of quality and use of best practice now than we had then.

Learning from the experience

The key thing to learn from the results of previous organisational forms for public health is that there is no ideal organisational structure for public health. The scope of the public health mission means that there will always be boundaries between different parts of the public health workforce, and there will always be need to manage difficult relationships across those organisational boundaries. The key requirement is to have public health practitioners skilled in relationship management and joint work. This draws on the public health practices to communicate, develop plans, facilitate, integrate, manage, negotiate, use evidence and work with Te Tiriti o Waitangi.
Workforce issues

These recommendations are good. In addition, comments above on the skill needs of DHB planners and funders, CPHAC and others should be incorporated.
Public health leadership at a national level

Leadership is a difficult concept, particularly as there are many different styles of leadership. It is often easier to focus on particular functions, tasks or practices.

These recommendations are good.
Public Health advocacy and Ministry contracts
Advocacy in New Zealand seems, unfortunately, to be mainly driven by organisations with Ministry contracts. The Ministry is part of government. Viable public health advocacy must come from flourishing organisations that are not beholden to the government of the day.
This will require many strong NGOs and individuals who value public health outcomes to work and fund activities beyond their own paid employment.

There is scope for greater collaboration between organisations, and contract revision is one way to assist in this. It is the least important. The more important is for organisations to see value in collaboration because of shared objectives
.
 If the funder seeks more collaboration, then creation of opportunities for organisations to work on shared objectives would be of great value. Subsequent modification of contracts to reflect the shared objectives would assist.
Ministry involvement in public health projects at a district level
The difficulties noted in the discussion document are likely to have arisen because of the tensions described earlier in the section on public health planning and policy development. 

Development of Memoranda of Understanding may well assist the situation. However as public health is complex and long-term it is unlikely that highly specific role definitions will assist with the situation. 
What are needed in the long term are collaborative, respectful relationships, based on common objectives that will allow progressive negotiation and renegotiation of roles as situations change. 






















� � HYPERLINK "http://www.nap.edu/books/0309038308/html/index.html" �The Future of Public Health�, Institute of Medicine. National Academy Press, 1988, Health promotion competencies for Aotearoa-New Zealand (Health Promotion Forum of New Zealand) and the Western Pacific Region of the WHO. Similar lists have been used in Australia, Pan American Health Organisation and the wider WHO - see Essential Public Health Functions - Carpe Diem Time for New Zealand?  Helen McCracken 2004 paper prepared for the Ministry of Health


� Personal preventive services include screening programmes and immunisation programmes which are currently, in this country, co-ordinated by the traditional health based public health workforce and delivered through personal health providers. Other personal preventive services, such as screening for diabetes, and regular screening of people with diabetes for early signs of complications are currently in this country both co-ordinated and delivered through personal health providers.


� The extent of this as a public health service varies from country to country, and from time to time. Currently the treatment of refugees for communicable diseases is seen as a public health service.


� Essential Public Health functions, as discussed in the Western Pacific Region of the WHO 


� Many workers who see themselves as part of the “health based” public health workforce are also highly specialised. 


� Peter Crampton paints a picture of the opportunities in primary care in his commissioned paper The exceptional potential in each Primary Health Organisation: a public health perspective.


� The Ottawa Charter Health promotion action to re-orient health services is captured by two of the essential public health functions - Strategic management of health systems and services for population health gain and Ensuring the quality of personal and population-based health services


� As noted by Phil Shoemack in his commissioned paper Public Health Leadership – a personal view. 


� It is unfortunate that the history of public health is not better known. Public Health is an area where the timeframe to bring about change is often long. It is important to apply an understanding of the reasons for success or failure of previous attempts before developing new programmes. 


� See Tony Blakely’s work on  Decades of Disparity.


� There was a brief period when Area Health Boards had responsibility for both public health services and treatment services.


� There is a move very recently for some public health NGOs to co-locate so that they can make more efficient use of facilities and administration services.





� Currently, although there are a range of other contracts and organisations involved, the Minister is only one person (the Director-General of Health) away from each and every designated officer. 


� The advice in Robin Gauld’s paper applies equally to provider collaboration as to intersectoral collaboration. In theory it should be easier to get provider collaboration based on shared objectives.
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