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Glossary of terms 
 
Allocational efficiency in public health denotes a situation in which combinations of labour 
(and capital) are most efficiently employed so as to yield the delivery of combinations of 
public health services that most accord with peoples’ preferences. In technical terms, 
allocational efficiency implies a resource allocation such that any (marginal) change to the 
amounts or types of service outputs produced (capable of improving person’s social welfare) 
would actually cause another person to be worse off. 
 
Competency – the possession of required knowledge, skills and abilities adequate for a 
specified task (Hicks, 1987). 
 
Competency standard – The specification of knowledge and skills and the application of 
that knowledge and skill to the standards of performance required in the workplace, expressed 
as a competency standard. Competency standards define the outcomes for training delivery, 
assessment and the issuance of qualifications and Statements of Attainment under the 
Australian Recognition Framework. Competencies are developed nationally as an endorsed 
component of Training Packages or, where no relevant Training Package exist, as the basis 
for defining the learning outcomes of an accredited course. Competency standards can be 
either industry or enterprise-based (www.iitab.com.au/glossary_acronyms.htm).  
 
Core competencies – A group of units of competency within a competency standard that an 
industry has agreed are essential to be achieved if a person is to be accepted as competent at a 
particular level. All units may be core, but in many cases competency at a particular level will 
involve core units plus optional or specialisation units of competency. Core competencies are 
normally those central to work in that industry (www.iitab.com.au/glossary_acronyms.htm). 
 
Health Promotion – The process of enabling people to increase control over the determinants 
of health and thereby improve their health. (WHO, 1986). The strategies used, primarily in 
health promotion, therefore, include education, social mobilisation and advocacy. 
 
Public health – the organised response by society to protect and promote health, and to 
prevent illness, injury and disability. (National Public Health Partnership 2003). 
 
Public health interventions - developing policy, setting priorities for action, developing 
plans, implementing and coordinating services, strategies and interventions aimed at 
prevention, protection and promotion of the health of the community. This ranges from 
strengthening capacity to manage and reduce health risks; through investigation of disease 
and risk factors; through management of contemporary regulatory approaches to ensure a 
healthy and safe environment; through organised population-wide prevention or early 
detection; to informing optimal planning of health services delivery. (National Public Health 
Partnership 2003). 
 
Public health workforce – persons primarily involved in protecting and promoting the health 
of whole or specific populations (as distinct from activities directed to the care of individuals) 
(Rotem, 1995). 
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Executive summary 
Introduction 
 
This is the second phase of a larger project to establish a conceptually sound and feasible 
approach to planning a ‘public health workforce’. It complements a previous Discussion 
Paper that: 
 

(a) described current workforce planning practices relevant to the public health 
workforce; and 

 
(b) proposed a framework for workforce planning based on the categorisation of public 

health workforce competencies, that will assist in determining the demand for labour 
by public health organisations or services (HCA, 2002). 

 
In Sections 1 and 2, key concepts presented previously by HCA (2002) about workforce 
planning are reviewed. 
 
Primarily Sections 1 and 2 propose the concept that planning, including workforce planning, 
is a means to solve resource allocation questions—particularly that of allocational 
efficiency—when markets cannot be relied upon. This is very much the case in public health. 
Because the benefits of public health become freely available to the community at large, it is 
impossible to individually charge for their exclusive use and to therefore use price1 to allocate 
public health labour.   
 
Planning (either service or workforce) has been somewhat hindered in the past because the 
core business of public health in Australia is evolving as the broader sector changes.  Though 
some functions have been well described, the complex nature of the work and in part the lack 
(until recently) of defined or purposeful organisational structures for public health has left the 
core of public health ill-defined. Moreover, although there is now widespread agreement as to 
the essential functions to be carried out by the publicly-funded health sector in the interests of 
the health and wellbeing of society, there has been no standardisation of the minimum or 
optimal levels of the infrastructure necessary to design and deliver services or programs to a 
given population.  Nor has there been standardisation of the minimum or core 
services/programs that form the core components of the work of a given public health 
organisation. 

The context 
 
In Section 3 we describe a planning tool for use in workforce planning to estimate the 
demand for public health labour by specific organisations.  Our planning tool was developed 
with reference to some selected core public health functions within one public health 
organisation (a NSW Division of Population Health) and the type of work that organisation 
was likely to undertake. 

                                                 
1 Few areas of health service demand in Australia are fully determined by market forces. However, in contrast to 
public health services, demand for some health services may be influenced by ‘price signals’, however weak and 
distorted. For instance, demand for pharmacy services may be sensitive to changes in the co-payment 
arrangements inherent in the Pharmaceutical Benefits Scheme; demand for medical services will be influenced 
by any reduction in the rate of bulk billing. These changes in service demand will affect the demand for labour. 
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The selected case study organisation is peculiar to the NSW context, although we would argue 
not without relevance to other public health infrastructure in other jurisdictions. The New 
South Wales health sector is comprised of a central agency (NSW Department of Health) and, 
as at June 2004, 17 Area Health Services (AHSs) which have defined public health functions. 
Unlike other state jurisdictions, New South Wales has legislation mandating AHSs with two 
primary responsibilities, namely to:  
 

1. provide relief to sick and injured persons through the provision of care and treatment; 
and  

2. promote, protect and maintain the health of a community defined explicitly as persons 
resident in AHS boundaries.   

 
Central policy support in public health matters in New South Wales is provided primarily 
through the Chief Health Officer who also holds the position of Deputy Director-General, 
Population Health. In the late 1990s, many of the AHSs amalgamated organisational units that 
had responsibility for the delivery of some public health core functions into Divisions of 
Population Health. The composition of these Divisions varies slightly across Areas but all 
include Public Health Units, Health Promotion Units, and a range of population-specific or 
issue-specific services (e.g. women’s health, sexual health, migrant health) and/or community 
health services.  
 
Recurrent funding for Divisions of Population Health in NSW is partly provided by AHSs 
directly and, partly, by NSW Health as program funding.  Thus, implementation in New 
South Wales is regionally mandated although centrally supported. 
 
The term Population Health was selected as the title for the organisational structures 
incorporating this wider range of functions. The term ‘population health’ therefore, as used in 
this paper, refers to the organisational structure (‘Division of Population Health’) and is not 
used as an alternative definition of ‘public health’.    

The outcome−a planning tool 
 
In Appendix 2, we show how the collaboration with a Division of Population Health in New 
South Wales helped develop and refine the planning tool. Almost immediately, unique 
contextual factors were identified.   
 
Returning to Section 3, from this case study it was determined that workforce planning to 
support public health services can occur at three levels, namely: 
 

• project level; 
 

• program level; and  
 

• organisational level. 
 
For both theoretical and practical reasons, most public health organisations do not require a 
workforce planning tool for use at the project level. On the other hand, workforce planning at 
the organisational level requires high-level executive endorsement of a strategic framework 
and an agreed set of minimum core functions for the minimum and optimal specialist public 
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health structures within the wider health service organisations that are, as a whole, responsible 
for protecting, promoting and maintaining the health of the population.    
 
The review conducted to prepare this paper demonstrated that the service planning process in 
public health organisations appears to be still evolving, particularly in relation to those 
programs designed to reduce health inequalities related to the social determinants of health. 
These expanded program planning processes (linking with clinical services and local 
government, for example) are as yet insufficiently sophisticated (or without sufficient 
consensus) to support organisation level public health workforce planning.  Hence, this report 
presents a planning tool for use at the program2 level that has the capacity to address mostly 
immediate workforce needs.  
 
Assuming programs are fully funded, we proceed by showing how technical labour demand 
may be modelled in a matrix of competency × program (programs being the agent through 
which action is taken to meet the targets of government policy that government has chosen to 
fund). The interactive processes between program functions and the competencies required to 
fulfil them accordingly drive the demand for public health labour. The coefficients of the 
matrix, however, are not estimated, even though notional values in a limited number of 
illustrative programs (for which strategies are simulated) are used to show how the planning 
tool could be developed and used for workforce demand measurement. 
 
The quest for a practical and effective workforce planning approach remains a ‘work in 
progress’. This second phase of that work is focused on achieving the following modest aims:     
 

• to develop a practical tool for collecting and interpreting data that drive the demand 
for public health labour by public health organisations responsible for implementing 
defined programs , in consultation with relevant stakeholders; and 

• to test the feasibility of a prototype model in a ‘live’ public health organisation. 
 
There is still some way to travel on the path to constructing a practical and fully satisfactory 
(conceptual) public health workforce planning methodology−publication of the ongoing 
workings of this research process hopefully will allow more stakeholders to participate and 
contribute.  

Future actions 
 
In Section 4 of this report the focus of possible subsequent phases of research are explored. 
From the researchers’ perspective, five areas of further research present as most compelling: 
 
 Further definition and agreement/consensus on the competencies of public health and their 

weights.  
 
 Design of tools that help organisations audit competencies held within their current labour 

supply (that is current staff / personnel resources). This could be complemented by a 
possibly simpler tool that related supply and demand. 

 
 Design of a tool that facilitates estimating work at the organisation level and translating 

this into demand for critical or ‘core’ competencies. 
 

                                                 
2 Refer to Appendix 2 for explanation of program and project work. 
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 Examination of ways for organising labour according to a continuum of minimum and 
optimal organisational structures and management systems required for competencies  to 
perform priority public health work. 

 
 Research into the match between current public health work and population needs.  

 
We are aware also that there is considerable interest in developing a robust tool that would 
allow aggregation of ‘micro’ pictures of supply and demand into broader workforce plans 
(possibly at the state and national level). This desire needs to be tempered by the challenge of 
first understanding and mastering planning for organisational goals.  
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Section 1: Introduction 
Background 
 
This is the second phase of a long term effort to establish a conceptually sound and feasible 
approach to planning a public health workforce now and in the future. Planning, including 
workforce planning, is a means to solve resource allocation questions—particularly that of 
allocational efficiency—when markets cannot be relied upon. This is very much the case in 
public health. Because the benefits of public health become freely available to the community 
at large, it is impossible to charge for their use and to therefore use price3 to allocate public 
health labour.   
 
Furthermore, core business of public health in Australia is evolving as the broader sector 
changes, such that though some functions have been well described, the complex nature of the 
work and in part the lack (until recently) of defined or purposeful organisational structures for 
public health have left the core of public health ill-defined.  Public health services must 
combine the ability to identify and respond swiftly to threats to public health posed by 
communicable diseases, to monitor and enforce legislation or regulations designed to protect 
the health of the population, and to design, implement and evaluate long-term interventions to 
control, prevent or ameliorate the effects of non-communicable diseases.  
 
The workforce required to carry out these roles is, by definition, multidisciplinary.  Health 
professionals play significant roles but many other professional groups and citizens play 
necessary roles within the public health workforce.  
 
As well, the work itself is, often, not routine and systematised, requiring different ‘mixes’ of 
knowledge and skills to be brought to bear to identify and analyse the causes of public health 
problems, that are necessary to deliver strategies to ‘solve’ the problems, and then, to evaluate 
impact and effectiveness.  
 
Although there is now widespread agreement as to the essential functions to be carried out by 
the publicly-funded health sector in the interests of the health and wellbeing of society, there 
has been no standardisation of the minimum and optimal levels of the infrastructure necessary 
to design and deliver services or programs to a given population.  Nor has there been 
standardisation of the minimum or core services/programs that form the minimum set of core 
functions to be carried out by a given public health organisation. 
 
This second phase follows a preliminary Discussion Paper by Human Capital Alliance (HCA) 
that: 
 
 described current workforce planning practices relevant to the public health workforce;  
 proposed a framework for workforce planning based on the categorisation of public 

health workforce competencies, that will assist in determining the demand for labour by 
public health organisations or services (HCA, 2002). 

                                                 
3 Few areas of health service demand in Australia are fully by market forces. However, in contrast to public 
health services, demand for some health services may be influenced by ‘price signals’, however weak and 
distorted. For instance, demand for pharmacy services may be sensitive to changes in the co-payment 
arrangements inherent in the Pharmaceutical Benefits Scheme; demand for medical services will be influenced 
by any reduction in the rate of bulk billing. These changes in service demand will affect the demand for labour.. 
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HCA proposed that organisations use the following four steps to identify their workforce 
needs, expressed in terms of the competencies which are essential to achieving their 
organisational objectives: 
 

• identify / measure (future) goals and the activities needed to achieve these and to 
assess or measure progress; 

• determine within an organisation 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. 
 
An important feature of the proposed model is that it places social needs and service goals, 
rather than staff as the providers of services, at the heart of workforce planning. The model is 
illustrated simply in Figure 1, which emphasises estimation of service/work needs first and 
foremost, which translates into labour demand, which in turn drives the search for available 
labour supply. Too often in the past it could be argued, workforce planning has been 
controlled by the suppliers of labour and has not been linked to the sustained, comprehensive 
actions needed to achieve public health goals or objectives. 
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Research approach 
 
This second phase of the research process was intended largely to translate the conceptual 
thinking of phase one (see HCA, 2002) into a practical setting. As such, a case study approach 
was considered most appropriate, where the conceptual models could be tested and pragmatic 
tools constructed that would be valid in ‘live’ contexts. Details of the method are provided in 
Appendix 1 and an analysis of public health functions in the case study organisation are 
included in Appendix 4.  

 
Figure 1.1: Overview of public health workforce planning elements 

5. MONITOR/REVIEW 
DEMAND AND SUPPLY  

Monitor and review  

4. ADDRESS SUPPLY 
PROBLEMS 

3. ASSESS ADEQUACY OF 
CURRENT / FUTURE 
SUPPLY 

2. TRANSLATE NEED INTO 
LABOUR DEMAND 

1. DEFINE SERVICE NEEDS 

Link training and education policies

Match actual positions with 
competencies and identify gaps 

Derive both numbers and types of 
staff required to deliver services at 
organisational / program level 

Determine skills and competencies 
needed to design, deliver and 
evaluate these services 

Define services to address the 
public needs 

Define priority public health needs 

Qualification 
Readers of this second phase report should note that the quest for a practical and effective 
workforce planning approach remains a ‘work in progress’. This second phase of that work is 
focused on achieving the following modest aims:     
 

• to develop a practical tool for collecting and interpreting data that drive the demand 
for public health labour at the organisational level, in consultation with relevant 
stakeholders; and 

• to test the feasibility of a prototype model in a ‘live’ public health organisation. 
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This means that steps 3 to 5 in Figure 1.1 above, associated with assessing supply availability 
and addressing any identified deficiencies, are not the focus of this report. Moreover, our 
demand planning tool is conceptualised with reference to some selected core public health 
functions within the organisational structure of a single example of a public health 
organisation4.   
 
There is still some way to travel on the path to constructing a practical and fully satisfactory 
(conceptual) public health workforce planning methodology−publication of the ongoing 
workings of this research process hopefully will allow more stakeholders to participate and 
contribute. In a later section of this report the focus of subsequent phases of research are 
explored.  
 

                                                 
4 This is recognised as a limitation of the potential applicability of the findings. HCA (2002) noted the diverse 
functions of public health, and accordingly originally proposed for this phase two to collect data on the activities 
(and consequent labour demand) of a cross-section of public health organisations drawn from: 
 

• Divisions of Population Health (as they have developed in NSW) or public health units (where not part 
of a Divisional structure); 

• specific programs (say, a mental health program or an injury prevention program); 
• local government organisations; 
• Aboriginal health services; 
• non government health promotion programs, e.g. the National Heart Foundation or the Cancer Council; 
• National institutes such as the Australian Institute of Health and Welfare; and  
• State health departments, with the focus on policy development activities. 

 
Budget constraints on the research project limited participation to one organisation.   
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Section 2: Public health work 
Background 
 
In this section, the key concepts on public health work presented by HCA (2002) are 
expanded, prior to attempting to apply them to a specific public health organisation selected 
for a case study.  
 
In a subsequent section we lay the groundwork for development of a tool that may be used in 
the course of effective workforce planning to estimate the demand for public health labour by 
specific organisations.  
 
The Australian health sector, as a whole, is now committed to protecting, promoting and 
maintaining the health of the population. The sector, as a whole, provides a combination of 
health care services (primary, secondary and tertiary), rehabilitation services, and public 
health services to carry out the complex range of functions that are necessary to ensure the 
health of the population.  This has required the adoption of a public health perspective by the 
health sector as a whole – a shift in focus on identifying, treating, and caring for people who 
are ill, to include a focus on preventing illness and injury and on promoting health and 
wellbeing.  
 
Sainsbury (1999) proposed the concept of a ‘population health perspective’ as: 
 

“… a comprehensive approach to the understanding of ‘health’ and the planning and 
delivery of health care services” 

 
The population health perspective is one that: 
 

Attends to the health status and health needs of the whole population ♦ 
♦ 

♦ 
♦ 

♦ 
♦ 

♦ 
♦ 

♦ 

♦ 

Defines health and illness as multifaceted and as a continuum ranging from health to 
imminent death 
Searches for recurring patterns in the occurrence of health and illness 
Recognises that health and illness result from the complex interplay of many personal, 
local and global factors 
Understands the impact that illness and illness care have on individuals’ lives 
Promotes health and prevents illness through strategies involving individuals, 
communities and whole societies 
Provides a comprehensive range of high-quality, integrated health and illness services 
Strives to achieve equity of health status, health resource allocation and health service 
access and utilisation across the population 
Recognises that resources are limited and hence choices must be made about which 
services can be offered to whom 
Encourages decision-making based on evidence and explicit values rather than 
anecdote, custom or prejudice. 

 
Applying this perspective includes a range of activities considered beyond the core functions 
of public health. Within the complex array of policies, services and programs that comprise 
the health sector, there has been a gradual development of greater specificity about the 
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specialist ‘public health’ functions that are necessary to design, deliver and evaluate effective 
interventions, and about the infrastructure necessary to enable and support these.  

Public health infrastructure 
 
In phase one of this research process, HCA (2000) constructed a simple taxonomy of public 
health organisations, based on their primary activities, as follows: 
 

• policy analysis / priority setting / purchasing; 
• policy development (at national and state levels); 
• practice / implementation; 
• research and evaluation; and 
• teaching / supervision. 

 
This classification was a response to the limited discussion in Australia about the 
infrastructure needed to carry out public health work. One notable exception was the work of 
Sainsbury (1999) who attempted to clarify what might constitute the core activities of a 
relatively new public health organisational structure developed and widely adopted  in NSW; 
the Area Health Service-based ‘Division of Population Health’5.  While it is understood that 
the configuration of public health infrastructure is unique to NSW, there are similarities with 
other ‘practice / implementation’ type public health organisations in other jurisdictions.  
 
In a review of Divisions of Population Health in NSW, Sainsbury (1999) identified seven 
main services offered by at least half of the 13 Divisions then in existence. These are listed in 
Table 1.1 below. 
 
Table 1.1: Frequency with which units and services are contained within the thirteen Divisions of 

Population Health in NSW 

Unit or service  Number of Divisions 
with service (n = 13) 

Public health (environmental health, communicable disease control, food monitoring) 13 
Health promotion 13 
Health services planning/development 10 
Public health research 8 
Aboriginal health 8 
Health information 7 
Performance contracts/management 7 
Health improvement 6 
Community health services (child health and/or mental health and/or aged care) 5 
Community consultation 5 
Victims of violence services (e.g. sexual assault, child protection) 4 
Sexual health 4 
Cancer screening (e.g. breast, cervix) 4 
Women's health 4 
HIV/AIDS services 3 

Adapted from Sainsbury (1999) 

                                                 
5 This is the same infrastructure form as the case study chosen for this study. 
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Shifting discussion from the ‘typical’ to the ‘ideal’ organisational design of systems 
responsible for delivering public health services and interventions, in 1996 the National 
Health and Medical Research Council reviewed the infrastructure support for national health 
advancement and for Aboriginal and Torres Strait Islander health advancement. The reviews 
identified major components of a defined public health infrastructure at national, State and 
Area levels (NHMRC, 1996).  

Public health work  
 
Until 2000, the core business of specialist public health organisations in Australia was ill-
defined, in part because of the complex, non-routine nature of the work and in part through 
lack of defined or purposeful structures to carry out the work. The nature of the work means 
that public health services must combine the ability to identify and respond swiftly to threats 
to public health posed by communicable diseases, with the capacity to monitor and enforce 
legislation or regulations designed to protect the health of the population, and to design, 
implement and evaluate long-term interventions to control, prevent or ameliorate the effects 
of non-communicable diseases. Increasingly, the work is expanding to require work with 
other sectors to address social determinants of health and thereby, reduce or eliminate 
inequalities in health. 
 
Although there is now widespread agreement that these are essential functions to be carried 
out by the publicly-funded health sector in the interests of the health and wellbeing of society, 
there has been no standardisation of the minimum levels of service or programs to be 
delivered to a given population. Much public health work is not routine. Demand is 
unpredictable in the case of communicable diseases and, in the case of chronic diseases, the 
development and implementation of interventions requires the application of widely varying 
bodies of public health knowledge and skills at different points in the ‘life’ of an intervention. 
The knowledge and skills needed to define the problem and its ‘causes’ are different from 
those necessary to identify solutions and to implement these effectively. Evaluation, too, 
requires yet another set of knowledge and skills. In addition, the funding for programs for 
chronic disease prevention, behavioural risk factor modification, and to address the needs of 
specific population groups is (or has been) overwhelmingly non-recurrent. This has, in turn, 
meant that organisational development and strategic planning at the organisational and 
program levels have been limited. 
 
In all, government expenditure for public health services has been limited to approximately 2 
- 3% of the total health expenditure in Australia for more than two decades (Deeble, 1999). 
Nor is this funding all recurrent. Even where the funding has been recurrent it has not, on the 
whole, been linked to the implementation of specific work programs, nor to the achievement 
of explicit outcomes6. 
 
A considerable proportion of public health ‘work’ in areas or regions is carried out with 
‘external’ funding that is either allocated to jurisdictions through tied program grants (e.g. 
women’s health or sexual health) or that is ‘won’ through competitive tendering or the 
submission of innovation, research or pilot proposals. The exact work being carried out by 
any single public health service, therefore, can vary significantly from year to year—

                                                 
6 An exception to this is significant funding under the Public Health Outcomes Funding Agreement which is tied 
to program areas. 
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depending on the availability of funding which is, usually, itself tied to the implementation of 
‘projects’ or programs on specific health issues, or for specific population groups.  
 
With the exception of the work of environmental health and disease monitoring and 
surveillance, the ability to develop large-scale programs to address major issues with multiple 
strategies implemented incrementally over time has been very limited. Even on an issue as 
significant as tobacco control, national coordinated action has been difficult to sustain; and at 
State or local levels, there is wide variation in the intensity, reach and duration of 
interventions to reduce the incidence and prevalence of smoking. 
 
The preponderance of ad hoc, project activities has caused high variability in the type of 
public health work undertaken across Australia, and within States and Territories. Although 
the National Public Health Partnership (NPHP) has taken steps to improve the coordination of 
priorities and interventions across the country, it has proven almost impossible to establish 
sustained programs at each level of jurisdiction to address the national priorities. Even where 
programs have been sustained for some time as in, say, women’s health, HIV/AIDS, drugs 
and alcohol or nutrition, the non-recurrent funding has meant that work conducted at the local 
or State / Territory level is highly variable in its intended outcomes, the strategies or activities 
implemented and in the level of resources invested.  
 
This has had major implications for public health workforce planning. Although the generic 
knowledge, skills, and competencies required by a public health workforce have been 
identified, the type, amount and mix required to deliver ‘core’ services and what might be 
termed discretionary services in relation to specific health issues or population groups or 
settings, have proven difficult to quantify in any meaningful way. 
 
In part to try to address this situation, in September 2000 the NPHP acknowledged the 
absence of “a description of public health as a set of commonly recognised functions”. In an 
attempt to remedy this gap and “to assist with public health planning and improvement” the 
NPHP, with the support of the Australian Health Ministers’ Advisory Council (AHMAC), 
conducted a Delphi Study of contemporary public health professionals in Australia with the 
aim of constructing a foundation for systematically advancing the cause of public health 
(NPHP, 2000). Nine core functions were identified as the primary foundations of Australian 
public health practice. These are identified in Box 1.  
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Box 1: Nine core functions of public health in Australia 
 

 

oups 

1. Assess, analyse and communicate population health needs and community expectations 
 

Monitoring and research morbidity and mortality; needs assessment; research 
 
2. Prevent and control communicable and non-communicable diseases and injuries through risk factor 
reduction, education, screening, immunisation and other interventions 
 

Surveillance; investigation, laboratory support; advocacy of healthy practices 
 
3. Promote and support healthy lifestyles and behaviours through action with individuals, families, 
communities and wider society 
 

Health promotion, with sensitivity to language and culture 
 
4. Promote, develop and support healthy public policy, including legislation, regulation and fiscal measures 
 

Development and evaluation of public policy, including use of evidence based initiatives 
 
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
 

Strategic planning; resource allocation; continuing professional development 
 
6. Strengthen communities and build social capital through consultation, participation and empowerment 
 

Develop community capacity; fund community programs 
 
7. Promote, develop, support and initiate actions which ensure safe and healthy environments 
 

Protect, promote and control all types of environmental hazard 
 
8. Promote, develop and support healthy growth and development throughout all life stages 
 

Provide support for families and early childhood 
 
9. Promote, develop and support actions to improve the health status of Aboriginal and Torres Strait 
Islander people and other vulnerable gr
 

Provide services and advocacy for Indigenous peoples, refugees, the homeless and disabled 

 
The NPHP’s interest in defining the core functions of public health arose from the aspirations 
of the public health community for greater political and community recognition of the role 
and importance of public health in developing and ensuring the health and wellbeing 
(including economic wellbeing) of Australia’s population. This concern is shared by other 
nations and the process of developing core functions in Australia was similar to earlier 
initiatives, in the United States and England in particular.   
 
In 1995, a coalition of United States of America’s public health interests, convened by the 
Assistant Secretary for Health, defined a suitable infrastructure for a public health authority 
(such as a State or local public health unit) in terms of 10 essential core public health 
functions (Public Health Functions Steering Committee, 1995).  A very similar list of core 
functions has since been adopted by the Chief Medical Officer in England for the purposes of 
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defining the work of the Public Health Observatories, located in each of the England’s nine 
Public Health Groups (Regions)7. 
 
These 10 core functions represent international perspectives about the functions that public 
health conducts on behalf of society—those functions for which a public health service (not a 
public health care service) is necessary to promote, protect, and maintain the health of the 
population.     
 
The core functions defined in the USA and the UK, and brief descriptions of their content are 
set out in Box 2. 

 
Box 2: Eleven essential public health functions, United States and England 
 

 

1. Monitoring health status to identify community health problems 
 

Data on health and the population enables the public health system to plan for changes such as 
population ageing or variations in the pattern of disease or lifestyle risk factors. 

 
2. Diagnosing and investigating health problems, disease outbreaks and health hazards 
 

This would include investigating epidemics and responding to emergencies and disasters, including
terrorist attacks, chemical contamination, etc—with laboratory support, as appropriate, to assist in 
diagnoses. 
 

3. Informing and educating people about healthy living and disease prevention issues 
 

This would cover public health education and health promotion activities such as tobacco control 
and immunisation programs. 
 

4. Mobilising community partnerships to identify and solve health problems* / Enabling and encouraging 
communities to promote health and reduce inequalities§ 
 

Constituency building and establishing community partnerships* / Enabling communities to 
develop their own health and well being in partnership with local authorities to support a 
reduction in health inequalities§ 

 
5. Developing policies and plans that support individual and community health efforts* /  
Creating and sustaining cross-Government and inter-sectoral partnerships to improve health and reduce 
inequalities§ 

 

Developing public policies to support local public health service governance and delivery* / 
Developing partnerships, networking, shared funding and resources to facilitate removal of 
organisational and administrative barriers as an avenue of collaboration between different levels 
of government to reduce health inequalities§. 
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6. Enforcing laws and regulations that protect health and ensure safety  
 

Surveillance of compliance and provision of advice on compliance with of laws and regulations 
that protect and promote health via several different agencies and bodies—eg occupational health 
and safety, environmental protection, poisons, etc. 

 
7#. Linking people to needed personal health services and assuring the provision of health care when 
otherwise unavailable  
 

Identifying populations where there are barriers to health care access and coordinating service 
linkages  

8. Assuring a competent public health and personal health care workforce* / Developing and maintaining a 
well-educated and trained, multi-disciplinary public health workforce§ 

Workforce assessment, upholding public health workforce standards, continuing education of 
public health professionals, public health leadership development 

 
9. Evaluating the effectiveness, accessibility, and quality of personal and population-based health services* /
Ensuring the effective performance of (UK) NHS services to meet goals in improving health, preventing 
disease and reducing inequalities§ 
 

Service evaluation* / Provision of effective service guidelines and setting of national targets and 
performance indicators, which provide goals and benchmarks§ 

 
10. Research for new insights and innovative solutions to health problems 
 

Fostering innovation, establishing linkages with institutions of higher learning, initiating and /or 
participating in economic, epidemiologic and health research* / Researching evidence-based 
health policies, new initiatives and interventions§ 

 
11¶ Quality assuring the public health function 
 

Provision of evidence as to the effectiveness of interventions, service evaluation, setting service 
standards and their audit and support of capacity planning through service modelling and 
planning—hence facilitating continuous improvement in service provision 
 

otes: 
 Denotes a description specific to the United States 
 Denotes a description specific to England 
 Denotes a function specific to the United States 
 Denotes a function specific to England 

ublic health workforce demand 

onsideration of the core functions guides discussion of the composition of the public health 
orkforce, the competencies required by the workforce, and the organisational structures best 

uited to design, deliver and evaluate public health action at national, State and local levels of 
urisdiction.  

he diverse roles and functions of public health in contemporary society have generated an 
qually diverse workforce – one that comprises both specialist and non-specialist workers, 
nd who often share little in terms of professional background or daily workload.  
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For governments and organisations wanting to improve the quality of public health practice, 
and to increase the ‘return on investment’, the workforce has been the focus of considerable 
attention over the last two decades. The Kerr White report (Kerr White, 1986) led to the 
genesis of the Public Health Research and Education Program (PHERP) and an expansion of 
opportunities for professional education in public health. PHERP has played a significant role 
in expanding the range and, increasingly, the quality of public health professional preparation 
– mainly, but not exclusively, through the development of Master of Public Health programs 
across the country. PHERP has proven to be an important vehicle through which universities 
and government have sought to ensure that public health preparation in Australia is 
contemporary in its approach and congruent with the best in the world.  
 
The Public Health Association of Australia conducted a study of the public health workforce 
in 1990 (PHA, 1990), and the National Health Strategy paper on health promotion included a 
chapter on the workforce development needs of the health promotion workforce (National 
Health Strategy, 1993). In 1995, the Commonwealth Department of Human Services and 
Health commissioned a Public Health Workforce Education and Training Study (Rotem, 
1995). 
 
In addition, New South Wales, Victoria, and recently Western Australia, have each 
established Public Health Officer Training Programs, offering a limited number of Master of 
Public Health graduates structured, supervised opportunities to develop the applied skills that 
are required of skilled public health professionals. As well, there is a continuous round of 
professional development activities and continuing education offered to the public health 
workforce through professional bodies such as the Public Health Association of Australia, the 
Australian Health Promotion Association, the Australasian Faculty of Public Health Medicine 
(Royal Australasian College of Physicians) and other professional colleges. 
 
There has been a considerable effort in Australia for many years to build a stronger public 
health workforce that has the knowledge and skills necessary to ensure high quality public 
health research and practice. There has also been an effort to develop the organisational 
infrastructure necessary to enable the workforce to carry out its work effectively and 
efficiently. As yet, however, there has been only limited attention applied to workforce 
planning – the development of a systematic approach for use by organisations to define their 
current and future public health workforce needs.  
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Section 3: A proposed workforce planning tool 
Overview 
 
A detailed description of the public health case study organisation that volunteered for this 
study is provided in Appendix 2. From this case study it was determined that workforce 
planning to support public health services can occur at three levels, namely8: 
 

• project level; 
 

• program level; and  
 

• organisational level. 
 
For both theoretical and practical reasons, most public health organisations do not require a 
planning tool for use at the project level.  This is partly because a project-based approach is 
unlikely to achieve the impact necessary to achieve broad public health goals and partly 
because workforce planning at project level is largely conditional on decisions outside 
managerial control. Most managers and workers involved in consultations at the case study 
organisation were confident that they could estimate relatively well the workforce 
requirements of projects that do not exceed $30,000, especially where a budget and 
implementation timeframe were prescribed.  
 
However, given that there are population groups and health issues requiring multi-strategic 
interventions delivered over a considerable time period, a program-level approach is needed – 
beginning with an explicit program plan setting out long-term goals, objectives, and the range 
of strategies needed to achieve these. Moreover, if appropriate program planning (both service 
and workforce) were conducted, then the benefits should cascade down to the project level. 
 
Specialist public health organisations (see footnote 4) within the health sector, however, are 
not solely responsible for organisational level planning. Organisational planning needs to 
consider national health priority goals and objectives and engage the whole of the health 
sector at a given level of jurisdiction. It also requires high-level executive endorsement of a 
strategic framework and agreed functions for each of the contributing agencies, including the 
specialist public health organisation.  Only then can such an ‘ideal’ service be offered by an 
organisation responsible for providing core public health services to a defined population.  
Such planning is likely to be based upon epidemiological and social evidence of population 
need, priority gaps in equity and access, evidence-informed strategies, available resources and 
timelines is it then possible to describe a responsive workforce.  Organisational planning to 
achieve public health goals within jurisdictions appears to be still evolving, and the way some 
public health organisations are structured, currently, diminishes the potential for holistic 

                                                 
8 In the introduction to this report we made the point that this phase of the research process is limited by having 
only one case study. Clearly work may be organised in other public health organisational forms, even other 
incarnations of the division of population health, which lends itself to different workforce planning approaches 
(particularly a stronger focus on ‘organisational’ rather than ‘program’ level planning). 
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planning9 - particularly given the need to work with acute care services and, increasingly, 
local government in such planning as well.   
 
Hence, this report presents a planning tool for use at the program level. No tool is offered for 
organisational level workforce planning, although we believe ultimately this is the ideal and 
that this tool has the potential to be used at the organisational level as well. Workforce 
planning at the organisational level of public health is probably best suited to estimating 
future demand scenarios. As such, it may have most immediate use in helping define the 
direction for building ‘core’ competencies in the workforce through training and education. 

A tool for planning at the program level 
 
The starting point for planning at a program level is to delineate the work involved in 
achieving stated program aims. Taking a Tobacco Control Program as an example, in a 
situation where (unexceptionally) a program is underpinned by a plan and the work is readily 
identifiable in terms of ‘strategies’10 and activities 
 
For example: 
 

“Review smoking cessation interventions and assess for adherence to evidence-based 
practice.” 
 
“Develop and maintain a database of smoking cessation interventions.” 
 
“Disseminate information on smoking cessation interventions to the community.” 

 
Having defined the work, the next step is to delineate the nature and scope of the work. This 
is accomplished in most cases by setting three parameters: 
 

• the performance indicators or standard/s to which the work will be performed; 
• the time interval allowed for completion of the work (the shorter the interval, the more 

intensive the necessary resource support); 
• the size of the target population (which could range from a whole Area population, to 

a discrete sub-set such as an ethnic minority group, or the persons located at a 
particular postcode). Some work is independent of the size of the target population, 
requiring the same resources whether the program is targeted at a small group or a 
million (e.g. a literature review). 

 

                                                 
9 Ideally, these claims should be based on a review of the work of a number of public health organisations, not 
just the case study organisation. However from the analysis of Divisions by Sainsbury (1999), the situation 
prevailing at the case study organisation is not unique. 
10 Where a plan for a priority issue or population group or setting is absent, a prerequisite will be to specify: 

• intended goals / targets, quantifying the expected outcomes (not, necessarily, health outcomes) to be 
achieved in each ‘target population’; 

• the actions to be implemented to achieve these, and by whom and by when. 
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The combined effect of these three parameters can be illustrated in the following illustrative 
example: 
 

Work 
 
Disseminate information on effective smoking cessation interventions to the 
target community. 
 
Scope of work 
 
1. information  on effective cessation interventions distributed to all health 

service facilities,  and relevant community organisations within three 
months;  

2. dissemination using evidence-based methods to  reach and engage the 
attention of the whole Area population. 

 
The nature of the work demands certain competencies of labour for completion to the 
nominated standard within the timeframe specified. The above work, for example, in addition 
to generic qualities (such as organisational understanding, team work, ethics, equity) requires 
some of the following competencies: 

 
• critically appraise the literature on smoking cessation; 
• apply evidence to local context; 
• application of communication theory; 
• application of theory or ‘best practice’ to design of public communication initiatives; 
• cultural competence; 
• process evaluation; 
• understand the role and use of targeted and mass media; 
• link with stakeholders; 
• print/a/v media design and production; 
• written / oral communication; and 
• budget preparation and contract management. 

 
Some examples of units of competency from which suitable competencies to allocate to 
specified work requirements may be selected are provided in Appendix 3.1, which reproduces 
work by the Council on Linkages between Academia and Public Health Practice (2004) and 
Review of Competencies for Australian Health Promotion (2003).  Other examples of 
competencies consulted but not reproduced here are found in work by Public Health 
Functions Steering Committee (1995), NSW Public Health Officer Training Program (NSW 
Department of Health, 2000) and the Community Services & Health Industry Skills Council 
‘Population Health Competency Standards’ (2004). 
 
Clearly, an agreed list of competencies would need to be established if the tools were to be 
employed more widely, around which there could be a reasonable consensus. This would not 
preclude organisations nominating additional competence requirements, but it would facilitate 
comparisons between organisations as well as aggregation of the competency demands of a 
number of organisations (for instance, at the regional, State / Territory or even national level).  
 
The competencies in Table 3.2 draw from the above sources and of course are indicative only, 
intended for use in this study simply for the purpose of demonstrating how the tools designed 
might look.  
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The actual quantity of competence is estimated, based on an assessment of how long each 
competency is required within the limits of the total timeframe. For instance, based again on 
the above example, the competence of “critically appraise the literature” is estimated to be 
only required in the first two weeks of a three-month timeframe.  
 
At the present level of development of our workforce planning framework, it is proposed that 
competence should be estimated in units of time (days) only. This is a comparatively 
unrefined way of estimating labour demand, but one which can relatively easily be 
comprehended by public health organisation managers and staff. As experience in the use of 
the tool accumulates, the level of guess work in estimation can be accordingly reduced and 
the following sophistications added: 
 
 a template of FTE labour ‘threshold’ requirements to deliver components of a Division’s 

Programs and Projects can be created—ie allocate xx FTE days of competent labour 
required to deliver activity ‘a’ or ‘b’, etc. 

 
 a weighting can be allocated to competencies to allow for different levels of expertise at 

which a competency might be performed. At a basic level, a competent entry-level worker 
may be able to critically analyse literature, for instance, but not at the same speed or with 
the level of ‘critical insight’ as a more experienced or ‘proficient’ public health worker 
with literature content knowledge. Some thoughts on ordinal weighting of competence (for 
discussion purposes only at this stage) are presented in Appendix 3.2. 

 
In Appendices 4.1 – 4.3 a series of partly-worked examples of program level workforce 
planning is provided which illustrates how the processes described above might conflate into 
a single program plan. The program examples are: 
 

• tobacco control 
• women’s health / cervical cancer 
• locational disadvantage 

 
These illustrative examples identify the work that might be associated with hypothetical 
strategies, timeframes and performance indicators. From this would follow a notional demand 
for competencies. The examples do not pretend to be accurate or definitive, and so the merit 
of particular timeframe or labour demand estimates need not be debated.  
 
Our calculations, at the time of writing, remain abstract and provisional, but they serve to 
demonstrate how, after appropriate stakeholder negotiation, standard infrastructures related to 
nationally-accepted criteria might be employed to develop a demand for public health labour. 
 
Interestingly though, discussions around each of the examples with relevant managers and 
staff in the SWSAHS Division, where this method was trialled, revealed a high level of 
intuitive positive response to the broad elements of the tool. There was agreement that it could 
add significant value to both operational and strategic efforts of their Division.  

Organisation total demand 
 
A total organisation picture (or at least that part of it devoted to program effort) can be 
assembled by gathering like competencies together and mapping demand for labour according 
to the matrix on pages 27 – 8 in Planning framework for the Public Health workforce, (HCA, 
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2002). Here the demand for labour can be thought of as a row vector of competencies or 
column vector of programs.  
 
In this matrix, the sum of the series of competencies would be arrayed across all programs and 
would in turn drive the demand for labour over a defined planning period—perhaps say, a 
triennium for which there was confirmed funding. It would thus be possible to think of the 
demand for labour in terms of the requirement for like units of competency, distributed across 
different programs (sum of columns). Individual competencies in isolation may not 
necessarily be considered intrinsic to a public health organisation (some could just as easily 
apply to say, a ‘media unit’). They nevertheless represent an assembly of skills with a 
capacity to deliver unique public health solutions within the context of an evidence-led and 
organisationally sound configuration of services.    
 
The focus on generic competencies in planning a workforce capable of designing, delivering 
and evaluating different public health solutions may belie the need for these to be 
underpinned by core public health knowledge and skills such as those identified by ANAPHI 
(2002) National Public Health Education Framework Project.  
 
It is the case that many of the competencies identified in the table below may be obtained or 
applied by other disciplines or professions, but experience has demonstrated that it is 
necessary to ensure that all public health action is based on the explicit body of knowledge 
that has now evolved in the field of public health. (For example, journalism and knowledge of 
uses of the mass media might be considered sufficient prerequisites for public health 
marketing campaigns, however, unless specific public health/health promotion theory and 
knowledge are used, such campaigns may be apt to ‘blame the victim’, encourage the 
‘worried well’ to act inappropriately and miss those members of a population who most need 
to change their health knowledge or behaviour.)   
 
Using data assembled in Appendices 4.1 – 4.3 (and remaining mindful of the notional and 
provisional nature of these data noted above) an illustrative matrix of the unweighted demand 
for public health labour over a planning triennium in a Division of Population Health, such as 
that in SWSAHS, is constructed in Table 3.2.  
 

Table 3.2: A notional triennial demand for labour associated with workforce planning to meet identified 
program needs 

 
Division Programs / Units of 

competency (=1 day of FTE labour)  
 

Competencies 
A B C D E F 

Total  Program 
demand for labour 
by competency  

ANALYTICAL / ASSESSMENT SKILLS        
Defining problem   100   … 20  xx FTE  
Determine appropriate use of quantitative and 
qualitative data 

10  5 5 8 … 5  xx FTE 

Defines variables relevant to public health problems   10 5 … 5 xx FTE 
Research plan design 6   50  30  … 10  xx FTE 
Data collection        
 Literature search 15 15  15 10    xx FTE 
 Qualitative data        
 Quantitative data        
Xxx        
PROGRAM PLANNING & MANAGEMENT        
Program planning (inc. notion of using and 
evidence-based approach) 

20 15 15 20    

Securing funding        
Preparing a budget        
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Division Programs / Units of 
competency (=1 day of FTE labour)  

 
Competencies 

A B C D E F 

Total  Program 
demand for labour 
by competency  

Xxx        
COMMUNICATION SKILLS        
Communicate effectively in writing and verbally        
Xxx        
CULTURAL COMPETENCIES        
Utilise appropriate methods for interacting 
sensitively with persons from diverse cultures 

       

Understand dynamic forces contributing to cultural 
diversity 

       

Xxx        
STRATEGIES        
Using media 30 25 10  40     
Presentation skills        
Writing skills        
Advocating for groups        
Networking 50  20 200  140    
Xxx        
OTHERS        
Lead teams of (public health) workers        
Analyse and develop health policy        
… … … … … … … … 
Nn 40 20 100     
Total demand for labour by Program, 
distributed across competencies 

Xx 
FTE 

Xx 
FTE 

Xx 
FTE 

Xx 
FTE 

Xx 
FTE 

… Grand total labour 
demand 

Program legend 
A =  Tobacco control  
B =  Cervical cancer  
C =  Locational disadvantage  
D =  Families First 
E =  etc  

 
Of course this tool is no more than an abstraction because it does not pretend to rely on a  
complete statement of competencies and programs; neither have programs identified been 
properly and rigorously estimated either for competency content or for the impact of ordinal 
weighting of competency to allow for above or below entry-level performance (see Appendix 
3.2). A similar production function type of planning model has been proposed by Segal and 
Robertson (2003) for calculating the demand for allied health labour within the public hospital 
and community health systems. 
 
To identify and solve public health problems requires the application of multiple 
‘competencies’ over sufficient time and with sufficient scope and intensity. Different public 
health problems require different competencies applied in different combinations at different 
times in the ‘life’ of an intervention. Most public health successes in Australia have been 
achieved over a period of approximately 20 years (National Health and Medical Research 
Council, 1997), an experience confirmed by work in Finland (Vartiainen et al 1994).   

Summary of workforce planning steps 
 
The foregoing description of the tool for estimating demand for competent public health 
labour is captured in a diagrammatic summary of the workforce planning process outlined in 
Figure 3.1 below. 
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Figure 3.1: Summary of workforce planning steps 
 

 

Step 1: Define priority public health 
needs & program initiatives 

Step 2: Define the work of the 
program 

Step 3: Determine the scope of the 
work as set by the timeframe, the 

standards and the population reach

Step 4: Identify the competencies 
required to perform the work to the 

accepted standard 

Step 5: Estimate labour demand by 
relating the scope of the work and 

the competencies required 

Step 6: Match labour demand to 
available supply 

Step 7: Assess options for 
addressing supply gaps 

 
The assumptions on which the tool presented above is based are that: 
 

1. the principal users of the tool will be public health service managers and program 
managers with adequate funding to implement desired programs; 

 
2. it is intended to assist managers to identify the demand for labour necessary to realise 

intended priority program goals and objectives;  
 

3. it is intended to assist managers to achieve greater allocational efficiency in the use of 
their human and financial assets; and to 

 
4. assist managers to establish an efficient organisational structure that ensures that the 

‘core’ workforce has the competencies and the mix of competencies that are needed to 
achieve the organisation’s goals and objectives, and that there is access to a ‘flexible’ 
workforce with the complementary competencies that are needed for specific 
programs or at specific points in program implementation; and 
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5. the ‘jurisdiction’ has established its priorities through a strategic planning process that 
has identified, in relation to the population and context: 

 
• problems 
• causes/determinants 
• evidence-based solutions (or the closest approximation available) 
• evidence-based solutions that are suited to the specific context/population – 

including the extent of community concern or demand, and the extent of political 
commitment and leadership 

• goals and objectives (including intended outcomes) 
• available financial resources – current & potential 
• time frame – that includes incremental stages of implementation 
• delivery systems  
• evaluation  

Human Capital Alliance Page 27



Calculating demand for an effective public health workforce  

Section 4: The next step 
Other considerations 
 
The last step in the workforce planning process outlined in Figure 3.1 is not simple. It 
presents a number of interesting alternatives to orthodox thinking, and challenges many of the 
ways in which public health organisations are structured and their work is currently organised.  
 
In preparing this demand-driven tool for public health workforce planning it has been 
assumed that there is a body of workers who have core public health knowledge and skills – 
such as those identified by the Public Health Education and Research Program (PHERP 
1999), the Institute of Medicine (IOM), and the Council on Linkages between Academia and 
Public Health Practice (2004). Beyond these core competencies, individual practitioners,  
researchers, and managers may have specialised knowledge and skills – depending, in part on 
their roles, the core business of the organisation they work within, and their length of 
‘service’.  
 
Some of the questions are: 
 

• Where does one look for the competencies demanded by the nature and scope of the 
work? Are there particular categories of public health worker in whom certain types of 
competence are thought most likely to reside (e.g. communicable disease control, health 
promotion workers, environmental health workers, etc.)? Or is it best to measure 
competence only within individuals?  

 
• Should Divisions of Population Health (and other public health organisations) 

restructure so that labour is organised in more flexible ways to meet work demands? For 
instance, rather than organise along ‘occupational’ (e.g. health promotion), ‘functional’ 
(e.g. communicable disease control’) or ‘program’ (e.g. ‘women’s health’) lines, 
organise instead around core competencies? Labour requirements would then be 
satisfied from these ‘pools’ of competencies. 

 
• What if the supply of labour from within an organisation cannot supply the necessary type 

or amount of competence? Does this imply working ‘backwards’ to readjust the service 
offering, or the criteria by which the scope of the requirement is established (for instance 
by allowing a longer timeframe)? Or does it invoke a training response? Or a networking 
response to ‘buy-in’ competence through another public health organisation or from the 
‘indirect’ workforce? 

 
These are just some of the possibilities allowed by a focus on competence as opposed to 
occupational categories. 

Human Capital Alliance Page 28



Calculating demand for an effective public health workforce  

Further phases of research 
 
In 2002, Phase 1 of the consultancy with National Public Health Partnership concluded that 
the next step was to contextualise a range of workforce planning principles and concepts in a 
‘real world’ setting in order to create a tool with potential as an aid to workforce planning.  In 
this phase a tool to aid public health organisations plan the labour requirements of their 
‘programs’ has been developed and presented. The operational managers of the case study 
organisation when presented with the tool in a specific focus group discussion, believed the 
tool had high face validity, and could immediately see its potential use. Indeed, it is likely that 
future effort to continually improve service and structure in the case study organisation will 
employ the tool. 
 
This does not imply that the research work has been completed. Of immediate concern is the 
need to consolidate learning to this point by attempting to validate the findings (and products) 
for other types of public health organisations. Some work in this direction is already planned, 
as the Director of the case study organisation has organised for the tools and general model to 
be discussed and assessed (and where necessary modified) in several forums, including a 
forum for fellow Directors of Divisions of Population Health. 
 
From the researchers’ perspective, five areas of further research present as most compelling: 
 
 Further definition and agreement/consensus on the competencies of public health. The list 

provided in Appendix 3 should be considered a starting point only. While the aim of 
further research should not be to significantly expand the list (and thereby making it 
unwieldy), more precise definition of the competencies and a differentiation if possible of 
those that are critical to public health work would be valuable.  

 
 Design of tools that help organisations audit competencies held within their current labour 

supply (that is current staff / personnel resources). This would be complemented by a 
possibly simpler tool that related supply and demand. 

 
 Design of a tool that facilitates estimating work at the organisation level and translating 

this into demand for critical or ‘core’ competencies. 
 
 Examination of ways for organising labour according to a continuum of minimal to 

optimal organisational structures and management systems required for competencies to 
perform priority public health work. This will then inform discussion at the organisational 
level about where the organisation currently is, where it needs to be and what transition 
process is needed to get there. 

 
 Research into the match between current public health work and population needs. 
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Appendix 1: Method details 
Overview of methodology for case study organisation (SWSAHS 
Division of Population Health)  
 
Initial discussions were held with the Area Director, SWSAHS Division of Population Health 
and a number of Service Directors within the Division in March 2003. HCA presented 
findings from earlier phases of the workforce project and indicated that SWSAHS had been 
chosen as a case study for application of the workforce planning framework. This opened 
dialogue with Division’s management group. The ensuing discussion sought to: 
 

• reach agreement on an appropriate approach; and  
• gain an appreciation of the range of functions currently performed, including those 

viewed as priorities for the Division.   
 
This was the first of a number of ‘cascading’ consultations undertaken that were intended to 
develop a tool/s for workforce planning, but were at the same time modelling the process of 
data collection that would make the tool/s valuable. The overall process is summarised in 
Figure A below. 

Method details 
 
At the initial meeting, the Division’s longstanding strategic directions (describing overall 
objectives, resources and outcomes) were discussed. As these were under review, priorities 
were identified pragmatically for the immediate purpose of the case study as follows: 
 

• immunisation; 
• child health; 
• Aboriginal health; 
• cervical screening; 
• tobacco control; 
• disadvantaged communities; and 
• hepatitis B and C.  
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Figure A: Overview of the consultancy process 
 

 

Support to managers / staff to 
complete tool/s 

Presentation of workforce 
planning tool/s to managers 

with exemplar completed tool 
and findings 

Validation with Division 
Director that  

‘on the right track’ 

Development of workforce 
planning tool/s 

Consultations with operational 
staff + desk analysis on 
specific areas of work 

Consultations with managers on 
selected public health issues 

Consultations with executive 
structure − strategic direction of 

Division 

 
Between March and June 2003 HCA held more than 10 smaller group meetings with relevant 
Unit Managers11 and staff to fully explore each of the above public health areas and to better 
understand what work was associated with pursuit of outcomes required in these areas. As 
well as consultation, data collection included: 
 

• document review: obtaining relevant documents, such as strategic plans for selected 
areas, program / implementation plans, policy documents, statistical and evaluation 
reports; and 

 
• literature review: identifying the evidence base available to guide planning and 

implementation of interventions in the selected public health areas. 
 
The consultations and desk analysis revealed a clear distinction between what work the 
Division was actually doing and what Division managers and staff believed they should be 
doing (based on available evidence and intuition informed by many years of practice).  
Impediments to optimal practice included the sectoral organisational structure of services in 
SWSAHS.  For example, 10 designated health promotion staff are managed within the Area 
Health Promotion Unit directed by a recognised expert in health promotion while 22 
designated health promotion staff are managed in five separate sectors through Directors of 
Community & Allied Health. 
   
In consultations with the Division of Population Health, three possible layers of work 
emerged: 
 

• actual work being performed (see next section for an exact full description); 
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• work that the Division could be performing through feasible realignment of resources 
and reorganisation of work; and  

 
• an ideal concept of work, were a ‘best practice’ approach to public health to be 

implemented—a normative approach based on a whole of organisation effort and ‘first 
principles’ analysis of the epidemiological data on the Area’s population. 

 
These three layers posed challenges for designing workforce planning tool/s and processes 
and the level at which to pitch planning considerations. 
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Appendix 2: Case study details 
The context−Area Health Services in NSW 
 
In 2003 when this study was undertaken there were seventeen Area Health Services (AHS’s) 
in New South Wales.  Unlike other state jurisdictions, New South Wales has legislation 
mandating AHSs with two primary responsibilities as follows: 
 

• to provide relief to sick and injured persons through the provision of care and 
treatment; and 

 
• to promote, protect and maintain the health of the community.  

 
AHS populations are specified geographically, typically but not consistently defined by Local 
Government Area borders.  Hence, protecting, promoting and maintaining the health of the 
population is an explicitly mandated responsibility of AHSs in New South Wales and Area 
Boards are required to fulfil these responsibilities. 
 
Central policy support in public health matters in New South Wales is provided primarily 
through the Chief Health Officer who also holds the position of Deputy Director-General, 
Population Health. Recurrent funding for Divisions of Population Health in NSW is partly 
provided by AHSs directly and, partly, by NSW Health as program funding, tied to specific 
areas of activity—e.g. health promotion, women’s health, drugs and alcohol.  

The specific division of population health 
 
South West Sydney Area Health Service (SWSAHS) is one of the most populous urban AHSs 
in NSW. In brief, the population of SWSAHS numbers some 769,595 (2001 Census) residing 
in a geographic region of some 6,000 square kilometres. SWSAHS has the largest number of 
indigenous residents of any urban AHS (nearly 10,000).  SWSAHS provides services to 
residents of seven Local Government Areas, namely Bankstown, Liverpool, Fairfield, 
Campbelltown, Camden, Wollondilly and Wingecarribee. Settlement varies from dense 
suburban residential development in Bankstown to scattered rural townships in Wingecarribee 
and Wollondilly. Parts of SWSAHS are geographically isolated compared with urban 
standards, particularly in Camden, Wingecarribee and Wollondilly. 
 
To assist considerations about the generalisability of the SWSAHS case study pursued in this 
report, Tables A to C below summarise key health indicators of the population.  
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Table A: Key population health indicators for SWSAHS population,                                                  
Persons aged 16 years and over, 1996-2000 

Indicator Rate /100,000 95% CI 
All-cause mortality   
Male 744.1 758.9-789.6 
Female 490.4 480.3-500.6 
Cardiovascular mortality   
Male 298.3 288.6-308.2 
Female 209.3 202.8-216.0 
Lung cancer mortality   
Male 57.3 58.7-61.8 
Female 19.6 17.6-21.8 
Lung cancer incidence   
Male 67.1 62.8-71.5 
Female 24.7 22.5-27.1 
Cervical cancer mortality   
Female 3.1 2.3-4.0 
Cervical cancer incidence    
Female 9.1 7.8-10.6 
Prostate cancer mortality   
Male 28.1 25.1-31.3 
Prostate cancer incidence   
Male 112.0 106.4-117.7 

Source: HOIST, Centre for Epidemiology and Research , NSW Health Department 
 

Table B: Major causes of Potential Years of Life Lost for SWSAHS by sex, 1996–2000  

Major causes of PYLL Men Women 
 PYLL* % PYLL* % 
Cardiovascular 7644 30 6364 33 
Ischaemic heart  5035 20 3572 18 
Stroke 1344 5 1717 9 
All Cancers 7079 28 6260 32 
Lung 1788 7 999 5 
Colorectal 830 3 726 4 
Breast 0 0 1206 6 
Prostate 677 3 0 0 
Injuries  4053 16 1079 6 
Chronic respiratory disease 1349 5 1216 6 
Neonatal conditions 822 3 474 2 
Congenital anomalies 359 1 606 3 
Diabetes mellitus 486 2 490 3 
All causes 25386 100 19552 100 

Source: ABS mortality data (HOIST), Centre for Epidemiology and Research , NSW Health Department 
*PYLL in years 
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Table C: Behavioural risk factors and other characteristics of the SWSAHS population 

Risk factors Rate (%) 95% CI where available 
Smoking   
Male 31.0 28.2-33.8 
Female 21.5 19.0-24.0 
   
Physical activity   
Male 58.8 45.5-63.1 
Female 53.4 49.1-57.7 

Cervical screening   
Female 54.7 54.6-54.9 

Self-rated Health, ‘very good’ 
or ‘excellent’  

  

Male 49.1 46.0-52.2 
Female 50.5 47.5-53.5 
   
Euro Qol 5-dimension 
Self care problem 

  

Male 2.9 1.2–4.6 
Female 2.6 1.3–4.0 

Mobility problem   
Male 20.7 16.4–24.9 
Female 13.2 10.4–16.1 

Usual activity problem   
Male 15.9 12.1–19.7 
Female 
 

14.0 11.1 – 16.8 

Pain/ discomfort   
Male 38.6 33.6–43.7 
Female 
 

39.0 34.6–43.4 

Anxiety / depression   
Male 27.9 32.3–32.6 
Female 28.5 24.5–32.4 

Source: NSW Health Survey (HOIST), Centre for Epidemiology and Research , NSW Department of Health 
 
For comparative purposes, Tables D and E compare the SWSAHS population with NSW as a 
whole.  SWSAHS is characterised by relatively low socio economic and occupational status 
(Table E), high levels of unemployment, dependency on public housing for example (Table 
D). 
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Table D: Selected SWSAHS demographic and socio-economic descriptors compared with NSW, 
2001 Census 

Characteristics SWSAHS NSW 

Total population 769595 6371745 

Overseas born  37.0 % 24.9% 

Unemployment (aged ≥15 years) 8.6% 7.0 % 

Completed schooling up to year 10 only 48.4% 45% 

Low income (Individual income < $400/week) 53.4% 51.2% 

Live in public housing 8.8% 4.9% 

Proportion of population aged <15 years  24% 20.7% 

Proportion of dwelling fully owned or being purchased 69.0% 64.4% 

Source: ABS Census of Population and Housing for NSW 2001 
 
 

Table E: Socio-economic status by Area Health Services 

AHS Index of Relative Socio-
economic Disadvantage 

Index of Education/ 
Occupation 

SWSAHS 959 955 
Central Sydney 1,000 1,050 
Western Sydney 1,004 1,005 
South Eastern Sydney  1,055 1,077 
Northern Sydney 1,121 1,142 

Overall NSW score = 1,000 for both indicators 
Source: 1999-2000 – 2000/01 Performance agreement 
 

Organisational structure of population health in SWSAHS  
 
In terms of an integrated organisational structure, the SWSAHS Division of Population 
Health was one of the earliest to be established in New South Wales. The Division of 
Population Health at SWSAHS is currently structured into 13 separate sections, each 
representing a particular aspect of population health work. According to Sainsbury’s 
taxonomy (1999), SWSAHS Division incorporates most of the ‘traditional’ population health 
sectors of work interest, as well as some local area-specific work (e.g. migrant / refugee 
health). This is illustrated in Table F below. 
 

Table F: Comparison of units or services of the Division of Population Health in SWSAHS with other 
Divisions of Population Health in NSW 

 
Unit or service  Identified by 

Sainsbury 
Presence in SWSAHS 

Division 

Public health (environmental health, 
communicable disease control, food monitoring) All Divisions Yes 
Health promotion All Divisions Yes 

Health services planning/development Very common NA 
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Unit or service  Identified by 
Sainsbury 

Presence in SWSAHS 
Division 

Public health research Common Yes 

Aboriginal health Common Yes 

Health information Common NA 

Performance contracts/management Common NA 

Health improvement Less prevalent NA 

Community health services (child health and/or 
mental health and/or aged care) Less prevalent NA 

Community consultation Less prevalent NA 

Victims of violence services (e.g. sexual assault, 
child protection) Less prevalent 

Child protection− 
incorporated in 

Community Paediatrics

Sexual health Less prevalent NA 

Cancer screening (e.g. breast, cervix) Less prevalent Incorporated in 
Women’s Health 

Women's health Less prevalent Yes 

HIV/AIDS services Uncommon Incorporated in Public 
Health 

Multicultural health NA Yes 

Refugee Health NA Yes 

Oral Health Service NA Yes 

Drug Health Service NA Yes 

GP Academic Unit NA Yes 

NA: Not applicable 
Adapted from Sainsbury (1999) 

 
Despite the comparatively large size and scope of the SWSAHS Division, a significant 
number of what might be viewed as population health resources available in the AHS were at 
the time of this project outside of the administrative mandate of the Division due to the 
organisational structure of the AHS. Of course, a Division’s resources will always represent 
only the ‘tip of the iceberg’ in terms of total resources12 deployed for population health 
interventions given the large contribution by ‘indirect’ workers (that is persons not specialised 
in population health; see Cook et. al., 2001). However some resources in SWSAHS—for 
example health promotion officers currently located in community health services—would be 
more effective and efficient under the direct management control of the Division, but at the 
time of writing they were not. This has implications, as we will see, for the way work is 
crafted and allocated. 

                                                 
12 While most of these resources would not be under the ‘control’ of the Division, hopefully they would be 
influenced through partnership and networking arrangements to perform functions consistent with a broad plan. 
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Work allocation 
 
There are several ways in which population health work is generated and allocated within 
SWSAHS. They can be categorised as follows: 
 

Legislative requirement: The NSW Public Health Act provides the legislative 
framework that requires specific action on the part of the Division. Much of this falls 
within the umbrella of ‘health protection’ – environmental health and communicable 
disease control, for example. The Act was being revised at the time of writing, and the 
new Act will require the Divisions of Population Health to collaborate more formally 
with local government to plan and develop services.  
 
In addition to the ‘health protection’ legislation, however, some of the work of the 
Divisions is also mandated by the NSW Health Department—requiring Areas to 
monitor and enforce legislation that might be characterised as ‘health promotion’. An 
example is the goal of eliminating sale of tobacco products to minors. Through the 
Chief Health Officers’ Performance Agreements, Areas are required to audit local 
restriction of retail tobacco sales. 
 
Policy requirement: While not underpinned by the force of legislation, the need for 
large-scale, evidence-based, consistent, sustained intervention on major population 
health issues has led, in the last decade, to the development both of national and state 
public health priority areas.  
 
In turn, NSW Health policy is expected to guide strategic and operational planning in 
all the Area Divisions of Population Health.  These policy priorities derive, in the 
main, from a combination of epidemiological data highlighting the size / scale and 
severity (or potential severity) of a public health problem, and of the economic and 
social costs associated with it. These programs are essentially focused on specific 
diseases or behavioural risk factors (e.g. cardiovascular disease, smoking, asthma, 
injury, nutrition, physical activity) or on population groups – women, Aboriginal 
people and Torres Strait Islanders, for example.  
 
As well, specific groups within the Division generate program work. These groups 
have usually emerged as a result of ‘tied program funding’ provided directly either 
through the Australian Government Department of Health and Ageing or through the 
NSW Department of Health. Some of these programs now have recurrent funding for 
specialist staff and for specific programs or activities such as cervical screening or 
needle / syringe exchange. 
 
However, in many respects, these ‘programs’ are such in name only. The lack of 
recurrent funds has meant that Areas have implemented actions through specific 
projects that may, or may not be, incremental progressions based on previous work. 
There is limited opportunity to build substantial, multi-strategic programs with 
limited, short-term funds. Furthermore, tied funding limits the extent to which it is 
possible to cross-subsidise work on one issue with that on another – including the use 
of staff to work on more than one priority. 
 
Although priority program funds sometimes specify explicit ‘strategies’ to be 
implemented at Area level, Areas exercise considerable discretion in deciding on the 
specific target groups and activities to address the problem.  
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A different example of a state policy initiative that has ‘driven’ the work of the 
Division of Population Health, specifically the Department of Community Paediatrics, 
is the Families First Program – a program being planned and implemented jointly by  
government human services agencies–health, education, community services, police, 
housing and local government. This is an example of an external initiative focusing on 
a population group (babies and young children) that brings additional funding to 
enable the development of a new program of work. The Division of Population Health 
is the Area’s ‘lead agency’ in the collaboration, bringing a combination of technical 
expertise (e.g. evaluation) and strategic expertise in collaboration (within the health 
sector and with other sectors). 
 
Program work: Some work that is generated at either State or Area levels is more 
‘experimental’, although based on defined needs or on evidence of effective 
intervention in other communities. An example of this could be a diabetes education 
program for Spanish-speaking patients; another, the ‘Locational disadvantage’ 
program, which was developed in response to external national funding sources 
inviting ‘innovative’ program proposals.  
 
Most such programs must generate external funding – this is almost always of limited 
duration which, in turn, restricts the employment of staff and the intensity and 
duration of intervention. 
 
The same is true of the research generated by the Division – sometimes funding 
sources invite proposals from the Areas; sometimes the Areas generate proposals and 
seek external funding.  
 
Project based work: Much of the work currently undertaken in services in the 
Division is based on projects that are restricted, of short duration (e.g. 3-6 months) and 
highly specific in focus (e.g. an awareness campaign aimed at tobacco usage by the 
Arabic speaking population). Such projects are based on a combination of 
understanding of local Area needs and the availability of resources – in particular, 
funding. Even if the projects have arisen from a wider ‘program’ area (e.g. in Tobacco 
Control) it is not always clear how they relate to other parallel or sequential projects in 
the same area; nor is it clear what is intended to follow when the particular project is 
complete.  
 
But there are also projects that arise unexpectedly from the changing, evolving 
demands of local communities directly, or services (including health services) and 
organisations with which the Population Health Division works collaboratively. An 
example might be improving the health literacy of a newly-arrived refugee population. 
 
In addition, there seems to be significant generation of work by individual officers, 
both within and outside of the Divisional structure. Sainsbury (1999) refers to this 
process and the way a heterogenous collection of population health services results, as 
“… determined not simply by local needs but also by, for instance, the interests of 
local staff, their level of annual operating resources and their success at attracting 
research and project grants.” (p 124) 

 
The primary distinguishing feature of ‘project’ work is that it is not always strategic, and that 
it can lack ‘connection’ to other interventions that would ensure (or increase the potential) for 
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it to have a positive impact on public health. Without auditing the work allocation of at least a 
representative sample of Division staff, it is not possible to place an objectively assessed 
estimate on the distribution of total work between ‘project’ work and other forms of work. 
However, it is estimated that as much as 70% of the Division’s effort would fit into the 
‘project’ category—although HCA has been told that this may be on the high side for other 
services, especially in Queensland jurisdictions.13.  
 
Workforce planning is almost impossible in relation to real project-based work. The restricted 
funding available for such projects limits the scope for employing skilled staff, and the short 
duration of the projects, in turn, reduces the outcomes that might be expected of them. There 
is only very little scope to cross-subsidise projects – either financially or in terms of the skills 
of the workforce available to them. Unless the projects are linked strategically to a larger 
program of work, it is impossible to plan the necessary workforce. 
 
The prevalence of discrete, short term project work in many Population Health Divisions and 
the importance of securing smooth worker transition between projects at their termination 
demands a highly skilled ‘floating’ workforce that is willing to forgo the security of any long 
term commitment from their employer. Public health labour markets are not usually capable 
of delivering this kind of seamless adjustment—although the comparatively recent evolution 
of an amenable, part time female workforce has probably been helpful. 
 
Moving towards a situation in which priority ‘programs’ define the majority of work is hence 
clearly desirable. Programs enable the work to be better planned and more comprehensive. 
Programs tend to be characterised by the existence of a documented strategic plan (e.g. the 
Tobacco Control Strategic Plan) or at least a well developed case for the nature and scope of 
intervention (e.g. Discussion Paper – Child and Youth Health). One might argue that 
programs are simply a collection of projects, but this would understate the potential value of 
the framework that links the various (possibly independent) intervention actions and 
safeguards crucial (interdependent) interventions from being overlooked. It also allows for 
more rational workforce planning. 
 
As in other AHS, there are practical internal and external structural barriers to planning work 
at the organisational level, some of which are discussed below. The Division seems keen to 
move beyond these barriers.  
 
Figure A below summarises the above discussion—which although developed with the 
experience of the Division of Population Health of SWSAHS in mind, is not to represent it as 
a framework unique to the SWSAHS Division. One might accordingly expect a generic 
demand for labour to derive from a Division of Population Health, based on the various work 
it undertakes, subject to local strategic vision—and ideally properly distributed between State 
program initiatives, externally-funded experimental programs or shorter term, project work. 

                                                 
13 Advice from Queensland Health. 
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Figure A: A practical approach to mapping work for a public health workforce in a Division of 

Population Health 
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Barriers to workforce planning and quality assurance 
 
A major obstacle to current workforce planning (already highlighted in the discussion above) 
is that service planning itself is not yet sufficiently mature. Overall, the work conducted by 
the SWSAHS Division of Population Health (and, probably, by many others) is defined not 
only by rational, evidence-based planning, but by a combination of rational planning, 
historical funding decisions, current funding sources and opportunities, unpredictable 
demands (e.g. SARS) and politics. It is also defined by the personal skills and interests of the 
workforce, particularly but not only in relation to their expertise and knowledge of the 
evidence base. This results in a disproportionate emphasis on ad hoc project work. Much of 
this is performed in the absence of a broader planning context or with insufficient links to 
appropriate systemic infrastructure. The capacity, and even the relevance, of workforce 
planning in support of this level of service planning are questionable. 
 
Developing a more cohesive work program within a framework that defines the minimum 
core services to be provided by all Divisions of Population Health (or their equivalent), and 
builds around legislative responsibilities and priority programs, would clearly enable more 
effective interventions and research, and more rational workforce planning. Few Divisional 
and Program Managers would dispute this. 
 
However, achieving such cohesion will require substantial reform of national, state and area 
priority setting and resource allocation processes, and a substantial increase in both recurrent 
funding and new funding to meet the demands of emerging issues (e.g. obesity). It will also 
require considerable negotiation among competing interest groups at national and state levels, 
in addition to those at Area level. 
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Compounding service planning difficulties is that the evidence base on which planning might 
begin to draw and to develop for purposes of best practice pathways remains embryonic. Even 
those domains of public health that have been comparatively well researched (for example 
tobacco control) contain areas of practise around which there is significant controversy 
regarding the efficacy of certain interventions. Consultations with managers and staff at the 
SWSAHS Division revealed that, in virtually all of the program areas discussed, the evidence 
for public health service action was in their view incomplete.  
 
Variation in the composition, roles and service content of parts of Divisions of Population 
Health can thwart both uniform and systematic workforce planning and functional 
consistency. It may also become difficult to compare Divisions and to benchmark them for 
performance, standards and quality assurance. Claims as to the inappropriateness of making 
comparisons between service providers in the health system are legion—an experience that 
Divisions of Population Health may seek to emulate. It is noteworthy that in the list of nine 
core functions tabled by the NPHP (2000) in the interests of practice improvement, there is no 
reference to standards or quality assurance (though these are heavily embedded in the health 
service culture of which the functions are a part). On the other hand, as described in Box 2, 
the essential public health functions identified by the United States and England clearly 
identify functions associated with service evaluation, standards and quality assurance14. 
 
Finally, SWSAHS Division does not have full control over either its budget or the human 
resources it would like (and could reasonably expect) to deploy. This is especially the case if 
the work requires drawing on resources outside the Division. Our approach to this barrier to 
workforce planning has been to plan only for that work and those resources, over which the 
Division has control. As will be seen, this has significant implications for the demand for 
labour, especially in terms of the types of competence demanded. 

A stronger focus on organisation level workforce planning 
 
We have indicated that work is generated and defined in the SWSAHS Division of Population 
Health in the form of projects, programs, and to a much lesser extent, at the organisational 
level. As we will seek to demonstrate, project level workforce planning is comparatively 
simplistic, and program level workforce planning is not conceptually all that difficult. Ideally, 
therefore, we should explore here how workforce planning could be more organisationally 
driven.  
 
The role of the Division’s epidemiological support function is difficult to assess. In an ideal 
world one might expect epidemiology, including behavioural and social epidemiology, to 
provide the apex of public health service planning as noted in Box 1, viz: 
 

“Monitor health status to identify community health problems” 
 
This could provide the information necessary to decide on the focus of the work to be 
performed by the Division. Around this focus other imperatives (legislation, policy, tied 
grants, resources) and ‘bottom up’ influences that reflect the requirements of community 

                                                 
14 HCA has been told, however, that the network of public health units in NSW (which are usually part of 
Divisional structures) do self-administer quality initiatives. At the time of writing they were considering a pilot 
quality assurance initiative on variations in reporting of, and reasons for food borne disease. These initiatives do 
not, however, constitute a part of a more systemic approach to quality assurance by the public health profession. 
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concern and the innovative / experimental ideas of staff can be assimilated into the functions 
associated with the service offering. This is illustrated in Figure B. 
 

Figure B: A framework for mapping the creation of the Division’s work 
 

 
 

Service offering 
 Promote healthy lifestyles 
 Promote safe and healthy 

environments 
 Provide support for families 

and early childhood 

‘Bottom up’ thinking reflecting  
(1) need to generate evidence-based practice  
(2) equity concerns and  
(3) community values 
 Strengthen communities and build social capital 

Policy directives 
 Prevent & control 

communicable 
diseases 

Legislative imperatives 
 Promote, develop and 

support public policy 

Establish population priority concerns that 
should govern service offering 
 Plan, fund, manage & evaluate health 

i

Monitor health status and investigate the 
causes/determinants of health problems 

In Figure B, most of the nine core public health functions outlined in detail in Box 1 (see 
Section 1) have been inserted so as to establish the link between the description of work 
offered through the ‘functions’ prism and the real world generation of work in a Division of 
Population Health. In this scenario functions could be capable of providing an ‘envelope’ to 
broadly accommodate the microcosmic program and project activities of individual Divisions.  
 
The task would then be one of fitting the infrastructure workforce requirements of a Division, 
such as the SWSAHS, to enable it to deliver its core functions according to evidence based, 
best practice principles. Ideally, to facilitate performance comparison between Divisions, it 
would be appropriate to draw the core functions off a standard template, constructed 
according to nationally accepted criteria15. This would embody the vital elements essential to 
the effective and high quality operation of a Division (Boxes 1 and 2). It would also define 
something of the scale of a Division’s operations in the sense that some functions will require 
a critical minimum assembly of skills and competencies.  

                                                 
15 Uniformity in the definition of core functions would not necessarily conflict with the right of Divisions to 
develop their own personalities, shaped in terms of differentiated programs, investigations, research, etc to meet 
local imperatives.  
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A pragmatic approach to workforce planning in SWSAHS 
 
Traditional modelling of the demand for labour follows a ‘top down’ approach, with the 
determination and definition of fixed staff establishments according to occupation and 
position within units and departments. Job design for each position then follows with a duty 
statement and the competencies required to fulfil a role. We have identified the difficulties 
associated with this approach in Section 1 and elsewhere (HCA, 2002). In a Division of 
Population Health there is clearly a risk that the rigid staff establishment approach can create 
a duplication and overlap of competencies across departments. For example, health promotion 
type competencies are likely to be required in each of Families First and Tobacco Control 
programs. A top down, job design approach where common competencies are tied to different 
functions (feeding, as required, across programs) may clearly lead to inefficiencies and sub 
optimal staffing ratios. 
 
In a ‘bottom up’ approach, on the other hand—not currently followed in Australia—
competencies required to deliver public health outcomes could be identified on the basis of 
the type and volume of work required to be undertaken. The work in turn is defined by 
projects, programs and core functions to support required organisational infrastructure. A 
pragmatic ‘bottom up’ approach that would be valuable to any Division of Population Health 
comparable to the SWSAHS Division is outlined in Figure C. 
 
Figure C emphasises, through shading, the starting point and primary direction for a bottom 
up planning process being the work involved in planning, implementing and evaluating 
programs. The several reasons for this have been discussed in previous sections but two are 
worth summarising here: 
 

• Program level planning promotes a focus on community needs and service goals. 
Funds can be targeted towards specific population groups in a strategic way which can 
connect several different interventions, agencies and funding sources.  

 
• Project level planning can be superficial, unless it is part of a program framework. 

 
This does not imply organisational level work definition and workforce planning is not 
important. However, the degree of sophistication implied in this approach requires still more 
developmental thinking around ‘functions’ before they can be employed at the organisational 
level—for the SWSAHS Division of Population Health, organisational level planning is not 
yet practical. On the other hand, the NPHP core functions have been used for several years to 
guide broad competency development initiatives (through higher education and other training 
efforts) and an operational organisational level workforce planning model might well be 
employed as a benchmark to cross check against the array of competency requirements 
emerging from an analysis of program work only. 
 
The sum of the series of competencies arrayed across all programs would in turn drive the 
demand for labour. It is thus possible to think of the demand for labour in terms of the 
required units of particular types of competency for all work. Flexibilities associated with this 
approach would allow for the disposition of labour across different departments rather than 
within them. ‘Units of competency’ would be measured in terms of Full Time Equivalent 
units of labour. A draft list of different types of competency is set out in Appendix 3. 
 
Integration of the labour market on the basis of competencies rather than a rigid demarcation 
attributable to prior learning is likely to expand the scope for economies of transactions costs  
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Figure C: Mapping demand for a public health workforce  
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in matching labour to positions. More efficient matching could occur as a result of 
flexibilities in skill recognition and a reduction in search and match costs. It would 
also enable training intakes to be more closely aligned with infrastructure needs. 
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Appendix 3.1: Examples of competencies 
 
Following are two examples of recent public health competencies. The first set has 
been developed to inform practice in the field of health promotion and the second set 
has been developed within the USA for public health professionals.   

Competencies for Australian Health Promotion (Shilton et al, 2003) 
 
NEEDS ASSESSMENT 
(Carry out appropriate needs assessment)     
     
Identify and source data on the health needs of  individuals/ communities/ populations  
Identify behavioural, environmental and organisational factors  that promote or 
compromise health     
Review and interpret needs assessment data     
Assist and involve communities in identifying their needs and in setting priorities for 
health promotion      
Identify processes that are effective in setting priorities for health promotion.  
Determine priorities for health promotion from available evidence using regional, 
state and national data     
 
     
PLANNING 
(Plan appropriate health promotion interventions)     
     
Critically analyse relevant literature     
Involve community members and stakeholders in program planning and evaluation 
Establish appropriate partnerships and facilitate collaborative action    
Develop logical, sequenced and sustainable health programs based on theory and 
evidence     
Formulate appropriate and measurable objectives     
Select and account for the implementation of appropriate (proven/best practice) 
strategies     
Develop funding proposals for large and small-scale health promotion programs   
Develop, review or critique policies that promote health within and outside the health 
sector     
Advise health sector organisations on changes needed in health policy   
Collaborate effectively with communities, organisations and other sectors to identify 
key components of effective policy to promote health     
   
     
IMPLEMENTATION  
(Implement appropriate health promotion interventions)     
     
Establish and facilitate community partnerships within and outside the health sector 
Coordinate production of appropriate program support materials (pamphlets, posters 
and other audio-visual materials)     
Coordinate or carry out pre-testing procedures     
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Assist, support and build capacity in service providers and clinical workers to adopt 
health promotion methods and programs     
Apply community development processes     
Coordinate health-related screening and health risk appraisal    
Apply mass media strategies     
Apply group strategies     
Apply health policy strategies     
Apply structural,/environmental strategies     
Apply health sponsorship strategies     
Devolve programs to community     
  
     
COMMUNICATION 
(Communicate effectively with other professionals and clients)   
  
Apply a range of approaches to health education     
Write for professional audiences     
Write submissions, grants or applications for funding     
Participate in the policy process     
Write reports      
Write for lay audiences     
Write for newspapers     
Apply interviewee skills on radio     
Apply interviewee skills on TV     
Communicate verbally and listen reflective     
Present to a range of audiences and tailor communications to consider cultural and 
other differences (culture, gender, age, ethnicity).  
Debate health-related issues using evidence based arguments    
Apply political advocacy skills      
Facilitate/provide various styles of professional development (eg. workshops, 
conferences)      
Be able to articulate health promotion jargon into salient language   
  
     
KNOWLEDGE  
(Demonstrate appropriate knowledge necessary for conducting health promotion)  
     
Examine & apply knowledge of societal values in planning and implementing HP 
Programs     
Consider and apply theory to health promotion planning, implementation and research 
Apply knowledge of the structure and function of the human body to health issues & 
diseases     
Examine & synthesise information on different health issues/ topics, diseases and 
prevention      
Apply knowledge of epidemiology to health issues     
Analyse the behavioural, social, political and environmental  determinants on the  
health of individuals and populations with due consideration to equity and social 
justice.     
Demonstrate knowledge of the health system and broader systems that impact on 
health     
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Be aware of national and state priorities and determine how these impact on local 
plans     
Demonstrate knowledge of organisational development and change    
Demonstrate and apply knowledge of capacity building in health and other sectors  
Stay abreast of national and international developments in the health promotion field 
Contribute to the development of knowledge of health promotion practice of others
     
     
ORGANISATION AND MANAGEMENT 
(Organise and manage health promotion interventions)     
     
Manage projects effectively including resource management, achieving and reporting 
progress within budget and on time      
Apply interpersonal skills (negotiation, team work, motivation, conflict resolution, 
decision making, and problem solving skills     
Demonstrate leadership skills     
Demonstrate personal qualities (creativity, sensitivity, initiative, flexibility, co-
operation and professional integrity) 
Facilitate meetings     
Co-ordinate volunteers     
Liaise and collaborate with other professionals and organisations     
Demonstrate business skills such as budget planning and reporting, and contract 
management.     
Work as part of a team     
     
     
EVALUATION AND RESEARCH 
(Evaluate health promotion)     
     
Identify appropriate evaluation designs     
Select evaluation instruments     
Develop evaluation instruments     
Monitor programs and adjust objectives     
Apply and interpret statistical methods/analyses     
Interpret evaluation findings      
Communicate evaluation findings     
Identify research methods applicable to health promotion     
Prepare research/evaluation proposals for funding..     
Prepare ethics approvals     
Coordinate validation of instruments     
 
     
USE OF TECHNOLOGY 
(Demonstrate the application of appropriate technology)     
     
Operate a PC, word processing and email systems etc     
Create written/graphic presentation materials via PC     
Manage data-base and spreadsheet applications     
Use basic computer based statistical programs      
Use the internet as a work tool     
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Use technology based systems to identify and review the literature    
Demonstrate use of computerised health information/resources    
Operate audiovisual/multimedia equipment.     
 

Core competencies for public health professionals (Council on 
Linkages between Academia and Public Health Practice, 2004)  
 
ANALYTIC/ASSESSMENT SKILLS  
  
Defines a problem  
Determines appropriate uses and limitations of both quantitative and qualitative data 
Selects and defines variables relevant to defined public health problems  
Identifies relevant and appropriate data and information sources  
Evaluates the integrity and comparability of data and identifies gaps in data sources  
Applies ethical principles to the collection, maintenance, use, and dissemination of 
data and information  
Partners with communities to attach meaning to collected quantitative and qualitative 
data  
Makes relevant inferences from quantitative and qualitative data  
Obtains and interprets information regarding risks and benefits to the community  
Applies data collection processes, information technology applications, and computer 
systems storage/retrieval strategies  
Recognizes how the data illuminates ethical, political, scientific, economic, and 
overall public health issues 
 
POLICY DEVELOPMENT/PROGRAM PLANNING SKILLS  
  
Collects, summarizes, and interprets information relevant to an issue  
States policy options and writes clear and concise policy statements  
Identifies, interprets, and implements public health laws, regulations, and policies 
related to specific programs  
Articulates the health, fiscal, administrative, legal, social, and political implications of 
each policy option  
States the feasibility and expected outcomes of each policy option  
Utilizes current techniques in decision analysis and health planning  
Decides on the appropriate course of action  
Develops a plan to implement policy, including goals, outcome and process 
objectives, and implementation steps  
Translates policy into organisational plans, structures, and programs  
Prepares and implements emergency response plans  
Develops mechanisms to monitor and evaluate programs for their effectiveness and 
quality 
 
COMMUNICATION SKILLS  
  
Communicates effectively both in writing and orally, or in other ways  
Solicits input from individuals and organisations  
Advocates for public health programs and resources  
Leads and participates in groups to address specific issues  

Human Capital Alliance Page 53



Calculating demand for an effective public health workforce  

Uses the media, advanced technologies, and community networks to communicate 
information  
Effectively presents accurate demographic, statistical, programmatic, and scientific 
information for professional and lay audiences  
Attitudes  
Listens to others in an unbiased manner, respects points of view of others, and 
promotes the expression of diverse opinions and perspectives  
 
CULTURAL COMPETENCY SKILLS  
  
Utilizes appropriate methods for interacting sensitively, effectively, and 
professionally with persons from diverse cultural, socioeconomic, educational, racial, 
ethnic and professional backgrounds, and persons of all ages and lifestyle preferences  
Identifies the role of cultural, social, and behavioural factors in determining the 
delivery of public health services  
Develops and adapts approaches to problems that take into account cultural 
differences 
Attitudes  
Understands the dynamic forces contributing to cultural diversity  
Understands the importance of a diverse public health workforce  
 
COMMUNITY DIMENSIONS OF PRACTICE SKILLS  
  
Establishes and maintains linkages with key stakeholders  
Utilizes leadership, team building, negotiation, and conflict resolution skills to build 
community partnerships  
Collaborates with community partners to promote the health of the population  
Identifies how public and private organisations operate within a community  
Accomplishes effective community engagements  
Identifies community assets and available resources  
Develops, implements, and evaluates a community public health assessment  
Describes the role of government in the delivery of community health services  
 
BASIC PUBLIC HEALTH SCIENCES SKILLS  
  
Identifies the individual's and organisation's responsibilities within the context of the 
Essential Public Health Services and core functions  
Defines, assesses, and understands the health status of populations, determinants of 
health and illness, factors contributing to health promotion and disease prevention, 
and factors influencing the use of health services  
Understands the historical development, structure, and interaction of public health and 
health care systems  
Identifies and applies basic research methods used in public health  
Applies the basic public health sciences including behavioural and social sciences, 
biostatistics, epidemiology, environmental public health, and prevention of chronic 
and infectious diseases and injuries  
Identifies and retrieves current relevant scientific evidence  
Identifies the limitations of research and the importance of observations and 
interrelationships 
Attitudes  
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Develops a lifelong commitment to rigorous critical thinking  
 
FINANCIAL PLANNING AND MANAGEMENT SKILLS  
 
Develops and presents a budget  
Manages programs within budget constraints  
Applies budget processes  
Develops strategies for determining budget priorities  
Monitors program performance  
Prepares proposals for funding from external sources  
Applies basic human relations skills to the management of organisations, motivation 
of personnel, and resolution of conflicts  
Manages information systems for collection, retrieval, and use of data for decision-
making  
Negotiates and develops contracts and other documents for the provision of 
population-based services  
Conducts cost-effectiveness, cost-benefit, and cost-utility analyses  
 
LEADERSHIP AND SYSTEMS THINKING SKILLS  
  
Creates a culture of ethical standards within organisations and communities  
Helps create key values and shared vision and uses these principles to guide action  
Identifies internal and external issues that may impact delivery of essential public 
health services (i.e., strategic planning)  
Facilitates collaboration with internal and external groups to ensure participation of 
key stakeholders  
Promotes team and organisational learning  
Contributes to development, implementation, and monitoring of organisational 
performance standards  
Uses the legal and political system to effect change  
Applies theory of organisational structures to professional practice 
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Appendix 3.2: Measurement of competency 
requirements 
 
Competency is the specification of knowledge and skill, and the application of that 
knowledge and skill to a standard of performance required in the workplace. Units of 
competence cover a range of functions which are relative to the workplace and are 
appropriate to an enterprise, industry or cross-industry application.  
 
As with knowledge, a competency cannot be fully described. When comparing 
competencies, one has to know that this comparison just gives a rough idea of the 
degree of competency a person has.  
 
Nevertheless, much of the competency based literature focuses on competence 
mastery, and as such assesses ‘attainment’ or ‘non attainment’. Some observers 
though argue that there is a need to classify competency into finer grades, say:  
 

"none,"  
"developing,"  
"proficiency,"  
"strong" and  
"expert,"  

 
Another set of grades or weightings proposed in the MIT I/T Competency Model 
[MIT I/T] s:  
 

"novice",  
"advanced beginner",  
"competent",  
"proficient" and  
"specialist",  

 
According to Hubert and Stuart Dreyfus [Devlin 1999 pg. 187], one should be 
conscious of the fact that something is being reduced to information (as long as those 
terms are understood). There is a clear intuitive ordering of those degrees, from none 
or weak to high competency.  
 
Associating a "weight" to each one, as 0 to 4 in the MIT case, and 0 to 5 in the 
Dreyfuses (here, 0 should e interpreted as "none"), there has been a quantification of 
something that is non-quantifiable in its essence. Therefore, one should be aware of 
the fact that when calculating someone's "total competency" over various fields a 
metric is being introduced which reduces some subjective human characteristic to an 
objective shadow of what it really is, and this may lead to many errors. The situation 
is worsened with behavioral skills, like "leadership," "ability to interact with others," 
etc. 
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Appendix 4.1: Example of tobacco control program 
 
Focus area 1:  Smoking cessation 
 

Strategies Performance indicators Time frame Competencies required Scale of 
requirement 
(discrete task / 
population) 

Estimated 
units of 
labour 

1.1 Review SWSAHS 
smoking cessation 
interventions and assess 
for adherence to 
evidence-based practice 

All programs assessed. 
 

2 months • Systematic literature searching  
• Critically appraise the literature  
• Equity appraisal 
• Draw relevant inferences re the 

evidence  
• Research plan design 
• Data collection and analysis 
• Data interpretation 

Task 
 

20 days 

1.2 Develop and maintain 
a database of smoking 
cessation interventions in 
SWS. 

Database of cessation programs 
established and maintained. 

3 months, then on-
going half day per week 
 

• Select/define variables to be 
included in the data base 

• Establish routine data collection 
system 

• Link with stakeholders 
• Data entry 
• Database management 
• Information management 

Task   40 days

1.3 Disseminate 
information on smoking 
cessation interventions to 
the SWS community. 
 

Information promoting cessation 
programs distributed to all health 
service facilities and promoted in 
local media. 
 

2 X 3 months • Critically appraise the literature 
• Apply evidence to local context 
• Communication theory 
• Cultural competency 
• Process evaluation 
• Use mass media 
• Link with stakeholders 

Population – 
depends on the 
extent of 
community 
coverage 

30 days 
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Strategies Performance indicators Time frame Competencies required Scale of 
requirement 
(discrete task / 
population) 

Estimated 
units of 
labour 

• Print/a/v media design and 
production 

• Written/oral communication 
• Budget preparation and contract 

management 
1.4 Implement reporting 
mechanisms for all 
SWSAHS smoking 
cessation interventions to 
evaluate quit rates 
routinely, and in a 
standardised fashion.  

Results of all programs recorded 
in database 
 

2 months then on-going 
1 day per month 

• Link with stakeholders 
• Data collection, analysis, 

interpretation 
• Networking 
• Leadership 
• Manage information 

Task   20 days

1.5 Consult with 
Aboriginal and Torres 
Strait Islander people to 
determine their needs in 
relation to smoking 
cessation and to develop 
effective interventions 
with them 

Consultation conducted and one 
cessation program trialled and 
evaluated. Results of evaluation 
reported. Outcomes of 
interventions disseminated. 
 

1 month 
3 months 
1 month 
2 weeks 

• Cultural competence 
• Relate with Aboriginal & Torres 

Strait Islander community 
members/organisations 

• Communication skills 
• Consultancy plan design 
• Research plan design 
• Data collection (qualitative) 
• Program evaluation 
• Presentation/dissemination of 

research data 

Task   60 days

1.6 Consult with Arabic 
and Vietnamese-speaking 
people to determine their 
needs in relation to 
smoking cessation and 
develop effective 
interventions with them. 
 

Programs developed, 
implemented and evaluated in 
two languages. 
Results of evaluation reported. 
Outcomes of interventions 
disseminated. 
 

1 month 
3 months 
1 month 
2 weeks 

• Cultural skills 
• Research plan design 
• Data collection (qualitative) 
• Program evaluation 
• Presentation/dissemination of 

research data 

Task   35 days

Human Capital Alliance Page 58



Calculating demand for an effective public health workforce  

Strategies Performance indicators Time frame Competencies required Scale of 
requirement 
(discrete task / 
population) 

Estimated 
units of 
labour 

1.10 Ensure mechanisms 
exist for early 
identification of tobacco 
use among 
patients/clients using 
SWSAHS services. 
 

Mechanisms to identify tobacco 
use reviewed. 
Patient smoking status assessed 
and recorded. 

2 months • Develop/review policies and 
procedures 

Task (although 
scale could 
depend on 
number of 
institutions etc. 
included) 

 

1.11 Develop/identify and 
provide information and 
training in evidence-
based brief interventions 
for health and welfare 
professionals (such as 
GPs, nurses and 
pharmacists). 
 

Training package developed.  
Training conducted. 
Increase in number of health 
professionals conducting 
evidence-based brief 
interventions. 
Interventions evaluated and 
results disseminated. 
 

6 months, then on-
going one month every 
6 months 

• Training design/delivery 
• Translate research findings into 

practice approach 
• Clinical skills 
• Program evaluation 
• Presentation/dissemination of 

research data 

Task (scale 
depends on 
scope of 
workers 
included in 
program) 

80 days 

1.12 Routinely provide 
smokers with brief 
interventions (including 
advice regarding NRT) 
and refer to counselling 
where appropriate. 
 

People identified as smokers 
receive brief intervention for 
smoking cessation.  
Increase in number of referrals to 
specialist cessation services 

On-going • Clinical skills Population  

1.13 Investigate the 
feasibility and 
effectiveness of NRT 
provision to 
patients/clients. 
 

Feasibility investigated.  
Trial of NRT provision to 
patients/clients conducted in one 
Sector. 
Results reported and 
disseminated 

2 months • Literature review 
• Critically analyse literature 
• Data interpretation 
• Translate research findings into 

practice approach 

Task   20 days

1.14 Develop and 
implement policies for the 

NRT routinely offered to 
patients/clients who smoke.   

2 months, then on-
going 

• Develop policies and procedures 
• Clinical skills 

Task / 
population 

20 days 
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Strategies Performance indicators Time frame Competencies required Scale of 
requirement 
(discrete task / 
population) 

Estimated 
units of 
labour 

provision of NRT to 
patients/clients with 
nicotine dependency. 
 

(depending on 
number of 
patients with 
nicotine 
dependence 

1.15 Develop policy for 
the provision of 
subsidised NRT for staff 
who want to quit 
smoking. 
 
 

Subsidised NRT offered to all 
SWSAHS staff who smoke. 
 
 

1 month, then on-going • Develop policies and procedures 
• Clinical skills 

Task / 
population, 
depending on 
staff demand 

10 days 

1.16 Develop/identify and 
provide resources to 
support GPs and other 
health professionals 
conducting brief 
interventions with 
patients/clients. 

Resources developed/ identified 
and provided. 
GPs and health professionals 
receive support and resources. 
Population Health Library 
disseminates resources. 
 

2 months • Writing skills 
• Training design/delivery 
• Leadership 
• Networking 

Task   20 days
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Focus area 2:  Exposure to environmental tobacco smoke      
 

Strategies Performance indicators Time frame Competencies required Scale of 
requirement 

(discrete task / 
population) 

Estimated 
units of 
labour 

2.1 Establish Sector 
implementation committees for 
all SWSAHS campuses and 
facilities to implement the 
NSW Health Smoke Free 
Workplace Policy. 
 

Sector implementation committees 
established. 
 

2 months • Program planning 
• Develop policies & 

procedures 
• Forming partnerships 
• Leadership 

Task 
 

 

2.2 Develop a strategy for 
policy implementation 
including: 
• promotion to staff, 

patients, clients and 
visitors; 

• assistance to 
patients/clients in 
managing nicotine 
dependence in health 
service settings; 

• provision of brief 
interventions to encourage 
patients/clients to quit;  

• access to smoking 
interventions for 
SWSAHS staff; 

• policy enforcement. 
 

Implementation strategy developed 
and implemented. 
 
 

3 months • Develop procedures 
• Program monitoring and 

review 
• Clinical skills 

Task  

2.7 Work with communities 
(particularly Arabic and 
Vietnamese-speaking people, 

All groups receive messages via 
media articles/radio sessions. 
 

2 months 
development  

• Program planning 
• Communication 
• Leadership 

Population  
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Strategies Performance indicators Time frame Competencies required Scale of 
requirement 

(discrete task / 
population) 

Estimated 
units of 
labour 

and ATSI people) to develop 
and implement culturally and 
linguistically specific public 
education programs, to 
increase awareness of the risks 
associated with passive 
smoking, particularly to 
children. 
 

 • Using media 
• Presentation skills 
• Forming partnerships 

2.8 Identify health 
professionals working with 
priority populations to provide 
and disseminate information 
about the risks of passive 
smoking 

All identified services provide 
information on passive smoking 

2 months • Program planning 
• Data collection 
• Information management 
• Forming partnerships 

Task  

2.9 Provide information and 
support to people who care for 
children in their own homes, to 
encourage them to make their 
homes and cars smoke-free 
when used for child care. 
 

All family day care providers sent 
information on smoke-free places. 
Resources available for other child 
carers. 

2 months • Program planning 
• Data collection 
• Information management 
• Forming partnerships 

Task  

 
 

Human Capital Alliance Page 62



Calculating demand for an effective public health workforce  

 Focus area 3:  Marketing and promotion of tobacco products       
 
Strategies Performance indicators Time frame Competencies required Scale of 

requirement 
(discrete task / 
population) 

Estimated units of 
labour 

3.1 Monitor advertising compliance in 
tobacco retail outlets. 
 

Compliance monitoring 
conducted on 10% of tobacco 
retailers in SWS. 
 

1 month every 6 
months 

• Investigating 
compliance with 
legislation 

Task (although 
scale depends on 
number of 
retailers) 

 

3.2 Pursue prosecution of non-complying 
retailers. 
 
 

Breaches detected and 
prosecutions in progress. 
 
 

2 months annually • Preparing & 
supporting 
prosecution 

• Preparing witnesses 
to give evidence 

Task  

3.3 Publicise information about 
compliance monitoring and prosecution to 
the SWS community. 
 
 

At least two media releases 
written and published per 
year. 
 
 

1 month per year • Using media Task  

3.4 Identify/develop multilingual resources 
to advise tobacco retailers of the 
advertising provisions of the Public Health 
Act. 
 

Multilingual information 
packs available in four 
languages. 
 

3 months • Program planning 
• ‘literature’ search 
• Writing skills 
• Presentation skills 

Task  

3.5 Disseminate multilingual resources 
during compliance monitoring. 
 

Number of information packs 
distributed during compliance 
monitoring and recorded on 
tobacco retailer database. 

1 month • Presentation/dissemin
ation of research data 
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Appendix 4.2: Example of women’s health program 
 
Introduction 
 
The Women’s Health Program is comprised of four major programs, each of which is, in turn, made up of several projects. In addition, the 
Women’s Health Program conducts discrete projects.   
 
The Cervical Screening Program is one of the major programs. 
 
In South West Sydney (SWS), there are 117,551 women aged 20 – 49 years of whom 69.9% had been screened at least once as at 2001. There 
were 27,909 women aged 50 – 69 years of whom 61.4% had been screened at least once in 2001. 
 
There are large numbers of women from culturally and linguistically diverse backgrounds, and a large Aboriginal and Torres Strait Islander 
population.  Women in these populations are not being reached, adequately, by current screening recruitment initiatives. 
 
There are approximately 900 GPs practising in SWSAHS of whom 50 have, to date, participated in the specialist cervical screening training 
provided regularly by Family Planning NSW. 
 
Overall, the goals of the Cervical Screening Program in SWS are to increase the screening rate among the groups within SWS currently whose 
rates are lower than that for the whole of the SWS population; and to increase the screening rate for the whole population of SWS to equal (or 
better) that of the Area(s) with the highest rates in NSW.  [It is recognised that the fast-growing population in SWS and the consequent changes 
in denominators means it is difficult to establish accurate ‘rates’. 
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Strategies Performance Indicators 

 
Time frame Competencies required Scale of 

requirement 
(discrete task / 
population) 

Estimated 
units of 
labour 

 
Motivate and assist GPs to 
undertake high quality, routine, 
systematic cervical screening of all 
patients. 
 
• women’s health checklist 

for all women patients to guide 
discussion with GP; 

 
• assist GPs to refer 

appropriately to other providers 
if needed (e.g. women doctor); 

 
• encourage practices to audit 

medical records to identify 
screening rates; 

 
• encourage GPs to 

participate in training re best 
practice in cervical screening. 

 
 
 
 
 
 

 
An additional 2,500 women 
screened, of whom 1,000 will be 
women aged 50 – 69 years. 
 
Increased number of GPs who 
routinely screen all eligible 
patients. 
 
Increased number of women who 
receive cervical screening at 
recommended intervals. 
 
Increased number of GPs or 
Divisions of GP that have 
implemented an integrated cervical 
screening and follow up program 
that meets NHMRC guidelines. 
 
Increased number of GPs who 
have attended training in last 2 
years. 
 
 

 
2003/4 financial 
year 

 
Advanced knowledge of: 
• cervical cancer – clinical 

and epidemiological 
• quality standards for pap 

test 
• reading & reporting on 

pathology 
• practice management 
• follow up on screen-

detected abnormalities 
• referral agencies & 

alternative providers;  
• evidence of best practice 
• current research  
• understanding of descriptive 

population data re SWS; 
epidemiology; social 
science 

• analytic/assessment skills – 
identify problems/barriers to 
change; 

• knowledge of health care 
system and specific cervical 
cancer services; 

 
• cultural competency to 

understand  cultures at 
community level and 
understanding the 

 
Task 
 

 
200 days  
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Strategies Performance Indicators 
 

Time frame Competencies required Scale of 
requirement 
(discrete task / 
population) 

Estimated 
units of 
labour 

organisational culture of 
general practice; 

• cultural competency – to 
work effectively across 
cultures; 

• policy 
development/program 
planning at Area and local 
levels; 

• communication skills – 
interpersonal, public 
presentation; 
written and oral; 
mass media. 

• networking with key 
stakeholders, including local 
community organisations; 

• project management skills, 
including financial 
management; 

• advocacy – for local action 
and for national action (e.g. 
for free screening for all 
women); 

 
• quantitative and qualitative 

research design and 
implementation 

 
Bi-lingual educator training and 
program support 

 
At least four educators in each of 
the ten most significant 

  
• cultural competency – to 

work effectively across 

 
Task 

 
60 days 
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Strategies Performance Indicators 
 

Time frame Competencies required Scale of 
requirement 
(discrete task / 
population) 

Estimated 
units of 
labour 

 language/cultural groups in SWS 
will have completed training  
 
 

cultures 
• education/training 
• networking with key 

stakeholders, including local 
community organisations 

• project management skills, 
including financial 
management 

Assist improvement in currency of 
and maintenance of the NSW Pap 
Test Register in relation to residents 
of SWS 
 

     • understanding of descriptive 
population data re SWS; 
epidemiology; social 
science 

• networking with key 
stakeholders, including local 
community organisations 

Task 60 days

 
Women’s health nurses providing 
screening to defined sub-
populations of women 
 

 
Number and proportion of women 
in specific population groups 
screened 

   Advanced knowledge of:
• cervical cancer – clinical 

and epidemiological 
• quality standards for pap 

test 
• reading & reporting on 

pathology 
• practice management 
• follow up on screen-

detected abnormalities 
• referral agencies & 

alternative providers;  
• evidence of best practice 
• current research  
• skills in doing cervical 

screening 

 
Task 
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Strategies Performance Indicators 
 

Time frame Competencies required Scale of 
requirement 
(discrete task / 
population) 

Estimated 
units of 
labour 

Monitor reporting of results of pap 
tests to women. 
 
 
 
Monitor the follow up and 
management of women with screen-
detected abnormalities to assess 
adherence to NHMRC guidelines. 
 
 

All Divisions have instituted a 
regular review of process of 
reporting the results of pap tests to 
women. 
 
All Divisions have instituted a 
regular process to review the 
follow-up and management of 
women with screen-detected 
abnormalities. 
 
 
 

On-going • knowledge of medical records 
• knowledge of NHMRC 

guidelines 
• knowledge of recommended 

best practice re reporting of 
pap test results to women 

• instrument design (criteria for 
assessing the reporting 
system) 

• data collection 
• data analysis 
• reporting  
• communication skills 
 

Task   80 days
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Appendix 4.3: Locational disadvantage  
 
Introduction 
 
There is no clearly defined locational disadvantage program per se being implemented by SWSAHS Division of Population Health. Rather the 
term describes a specific approach to intervention in several designated communities in South Western Sydney, including Miller, Claymore, 
Rosemeadow, Villawood, Ambervale and Airds.   
 
For this reason, it can be expected that a number of Division of Population Health programs are being or could be implemented in these 
communities, including Aboriginal Health, Health Promotion, Tobacco Control, Women’s Health, Drug and Alcohol Services, Multicultural 
Health and Refugee Health. It has been suggested to the Consultant that each of these program areas could take a locational disadvantage 
approach to its intervention, once the program becomes involved in a designated area. In this context, the role for the Division of Population 
Health could include: 
 

• Individual program implementation, in conjunction with the designated public health coordinator in each community; 
• Monitoring and evaluation; 
• Liaison with related policy and program areas (e.g. Liaison between the Drug and Alcohol Service and law enforcement agencies in 

relation to policing) 
• Provision of epidemiological data (e.g. provision of epidemiological profiles of the communities to other SWSAHS Divisions, such as 

Community and Allied Health, to assist them with their planned interventions). 
 
Specific divisional resources, such as multicultural health and refugee health, could be employed in implementing the above programs in 
locational disadvantage areas as required.     
 
Thus an implementation plan for the Division of Population Health could be as follows in Example 4.1. 
 

Human Capital Alliance Page 69



Calculating demand for an effective public health workforce  

1:  Program Implementation 
 

Strategies Performance indicators Time frame Competencies required Scale of 
requirement 
(discrete task 
/ population) 

Estimated 
units of 
labour 

1.1 Develop a broad strategy for 
implementing a locational 
disadvantage approach in SWS 
for the Division’s programs, 
including Aboriginal Health, 
Health Promotion, Tobacco 
Control, Women’s Health, Drug 
and Alcohol Services, 
Multicultural Health and 
Refugee Health 

Implementation strategy 
developed 

3 months • Understanding of the structural 
factors leading to disadvantage 

• Understanding of locational 
disadvantage philosophy and 
principles 

• Policy development/program 
planning at Area and local levels 

• Develop approaches to reduce 
health inequalities and social 
determinants of health  

 

Task 40 days  

1.2 Contribute to the overall 
needs analysis and the 
development of a single 
comprehensive plan across each 
designated community 

Plan developed which 
encompasses Divisional 
objectives 

6 months • Define variables relevant to 
population health problems 

• Needs analysis 
• Develop approaches to include 

cultural and human diversity 
• Develop approaches to reduce 

health inequalities and social 
determinants of health  

• Research plan design 

Task   80 days

1.3 Liaise with the local 
community and designated 
public health coordinator to 
determine their needs and to 
develop a suitable and culturally 
appropriate intervention strategy.   

Consultations completed 
and interventions planned, 
as part of a wider and 
integrated planning process. 

Ongoing • Cultural competency – to work 
effectively across cultures 

• Communication skills 
• Facilitation 
• Coordination 
• Networking with key stakeholders, 

including local community 
organisations 

Task   60 days
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Strategies Performance indicators Time frame Competencies required Scale of 
requirement 
(discrete task 
/ population) 

Estimated 
units of 
labour 

•  Liaison 
• Negotiation 
• Use of divisional resources, 

including multicultural health, 
refugee health and aboriginal health 

 
1.4 Include strategies to 
undertake locational 
disadvantage interventions in 
each program area’s strategic 
plan. 
 

Intervention strategies 
included in all relevant 
program area plans  

3 months • Strategic leadership for health and 
well-being 

• Critically appraise literature 
• Develop policies and procedures 
• Program planning  
• Research plan design 
Project management skills, including 
financial management 

Task   30 days

1.5 Draw on local community 
resources and existing 
community programs to 
implement specific Divisional 
programs  

New programs integrated 
with existing programs and 
use local resources, where 
possible 

Ongoing • Capacity building of other 
organisations 

• Building Population Health 
competencies in other people 

• Forming partnerships 
• Program planning 
• Clinical skills 
 

Task   100 days
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2:  Monitoring and evaluation 
 
 

Strategies Performance indicators Time frame Competencies required Scale of 
requirement 
(discrete task 
/ population) 

Estimated 
units of 
labour 

2.1 Establish effective 
monitoring and evaluation 
mechanisms for designated 
communities. 
 

Identification by CHETRE 
of evaluation options for 
different populations and 
establishment of reporting, 
monitoring and evaluation 
mechanism for broader 
strategies. 
 

Ongoing • Linkages with stakeholders 
• Forming partnerships 
• Communication skills 
• Networking 
• Contributing and participating in 

policy development 
• Program planning and management 
• Development and policies and 

procedures 
• Program evaluation 
 

Task  

2.2 Implement, monitor and 
evaluate progress of Divisional 
interventions in designated 
communities. 

All programs have instituted 
a monitoring and evaluation 
plan for program-specific 
interventions.  

Ongoing • Communication skills 
• Data collection and analysis 
• Program monitoring and review 
• Program evaluation 
• Presentation/dissemination of 

research data 
 

Task  
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3.  Liaison with related policy and program areas 
 
 

Strategies Performance indicators Time frame Competencies required Scale of 
requirement 
(discrete task 
/ population) 

Estimated 
units of 
labour 

Work with other government 
and non-government agencies 
to achieve health outcomes, 
including NSW Police, 
Attorney-General’s 
Department, Departments of: 
Juvenile Justice, Community 
Services, Housing, Education 
and Training, Sport and 
Recreation, Mission Australia, 
Anglicare, local schools etc 
and relevant working parties. 
 

Implementation of appropriate 
and integrated local programs 

Ongoing • Intersectoral working 
• Knowledge of health care system 

and related services 
• Advocate for population health 
• Linkages with stakeholders 
• Networking 
• Communication skills 
• Contributing and participating in 

policy development 
• Cultural competency 
 

Task  

Provide support to SWSAHS 
programs and other health 
services operating in 
designated communities. 
 

Implementation of appropriate 
local programs 

 • Leadership 
• Knowledge of health care system 

and related services 
• Advocate for population health  
• Linkages with stakeholders 
• Forming partnerships 
• Communication skills 
• Contributing and participating in 

policy development 
• Clinical skills 
• Cultural competency 
 

Task  
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4:  Provision of epidemiological & qualitative research  
 

Strategies Performance indicators Time frame Competencies required Scale of 
requirement 
(discrete task / 
population) 

Estimated 
units of labour 

4.1 Collection and analysis of 
epidemiological data for 
locationally disadvantaged 
communities in SW Sydney. 
 

Relevant data collected and 
analysed in each community 

Ongoing • Understanding of descriptive 
population data re SWS; 
epidemiology; social science 

• Collecting data 
• Evaluate integrity of data 

sources 
• Applying and interpreting 

data 
 

Task  

4.2 Provision of 
epidemiological profiles of the 
communities to other 
SWSAHS Divisions, such as 
Community and Allied Health, 
to assist them with their 
planned interventions. 
 

Specific data provided as 
requested.  

Ongoing • Forming partnerships 
• Recognise how data 

illuminates ethical, political, 
scientific, economic issues 

• Building population health 
competencies in other 
people 

• Organising and presenting 
epidemiological data to 
various audiences 

 
 

Task  

4.3 Qualitative research   •    
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