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Executive Summary
This report documents the key findings of the ‘Workforce Development: a study of Pacific non-regulated 
(PNR) workers’ research commissioned by the Ministry of Health (MoH) and the Health Research Council 
of New Zealand (HRC) to document evidence on the Pacific non-regulated (PNR) workforce to provide 
insights into a currently not well understood, but significant workforce.  The findings from this report will 
inform MoH and HRC’s strategic planning and developmental approaches.  The research draws attention 
to the critical role of the PNR workforce in the delivery of health care services and in achieving improved 
health outcomes. 

Outline of Sections
•	Section 1 provides the background and contextual information to this study.

•	Section 2 details the review of available and relevant national and international literature on the non-
regulated workforce.

•	Section 3 provides findings from the PNR workforce survey.

•	Sections 4-12 discuss the constitution, exploration and analyses of qualitative interviews with PNR 
workers and managers.  

•	Section 13 presents a discussion of the findings and explores the implications for future research and 
public policy.

Section 1:  Background
This study is a comprehensive documentation of the Pacific non-regulated (PNR) workforce in the Counties 
Manukau District Health Board (CMDHB) region in New Zealand.  The Ministry of Health (MoH) and 
Health Research Council of New Zealand (HRC) specified six objectives.  These objectives are addressed 
through the use of three data sources: a comprehensive literature review; a PNR workforce survey and 
qualitative interviews with PNR workers and managers.  

Section 2:  Literature review
An extensive search of library, other electronic databases and grey literature was conducted.  Professional 
and personal networks were approached to assist with locating pre-publication and unpublished reports. 
Relevant literature and documentation was accessed and reviewed. 

There is a paucity of literature on the non-regulated workforce and very little specific to the PNR workforce.  
Local literature identifies PNR workers as playing an important role in addressing the increasing health 
disparities faced by the Pacific peoples of New Zealand.  

The available international and national literature provides context to the issues facing non-regulated 
workers and ways of addressing many of the problems faced within countries with a non-regulated 
workforce.  These include descriptions of the non-regulated workforce (definitions, types, roles and 
characteristics), effectiveness, early and current development, training frameworks and service models 
and barriers to workforce development.
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Section 3:  Pacific non-regulated workforce survey 
The PNR workforce survey adapted questions developed by Parsons et al (2004b) ensuring relevance to 
the PNR workforce milieu.  The database of health service providers in the CMDHB region was developed 
in collaboration with CMDHB and the principal researcher of the National Disability Survey (Parsons et 
al., 2004b).  One hundred and thirty-three health organisations were identified and a response rate of 
53%, with an eligible response of 44% was achieved.   

The survey provided demographic profiles for 774 PNR workers in the CMDHB region.  Key findings 
identified that PNR workers are situated in various health sectors and organisations such as public 
and mental health services, rest homes and residential care services.  The majority of PNR workers are 
employed in the aged care sector and in respite and day services with many working in caregiver roles.  

The findings indicate that the majority of PNR workers are full-time; female; are of Samoan ethnicity; 
aged 31-50 years and, earn between $11.00 and $35.00 per hour.  The PNR workers employed in rest 
homes, aged care hospitals and, the intellectual disability settings on average earn slightly lower wages 
compared to those working in the addictions and public health sector.  Many are bilingual, with a small 
number of workers who have difficulty with written English.  The survey also identified that, there are fewer 
males employed in PNR roles, and of this group, a high proportion are aged 41-50 years.  The three Pacific 
groups identified in this sample population were Samoan, Tongan and Niuean.

These findings provide baseline measures and information specific to the PNR workforce in New Zealand. 
However, due to the limitations of this survey, the findings need to be read with caution. 

Section 4:  Pacific non-regulated workforce: qualitative interviews
This section provides the background and information relevant to the qualitative interviews with PNR 
workers and managers (see Appendices 7 and 8 for Questionnaires).  Information from the interviews 
enabled an in-depth analysis of the characteristics and composition of the workforce, current and 
potential roles, effectiveness, impacts, developmental pathways, barriers, enablers and future options.  

Section 5:  Zone one – stock-take
Characteristics of the PNR workforce include cultural and spiritual beliefs and an ability to integrate 
these into service delivery; ability to multi-task; people skills; life experience; influential leadership skills; a 
willingness to learn and, most importantly, passion and drive.

Section 6:  Zone two – developmental pathways
Factors which influence people to choose PNR roles are both personal and opportunistic.  One driving 
motivation identified in this study is passion and commitment to ‘helping’ and working with Pacific peoples 
in need.  A second motivation is a flexible working environment which allows individuals to fulfil additional 
familial and employment responsibilities.  Pathways that lead people into the PNR workforce are varied 
and can be encouraged by current recruitment strategies and personal networks.  

Factors that were identified as being of benefit to retaining PNR workers include job flexibility; 
opportunities to make a positive difference; feeling valued; being a part of a supportive team and, 
opportunities for professional development and learning.  This study found that that retention strategies 
premised on the ‘value’ of PNR workers are required.  Feeling ‘valued’ could be reflected financially and by  
acknowledging and respecting workers through the implementation of appropriate support systems (e.g. 
open communication, transparency, accessible developmental opportunities, a team environment and 
positive affirmations).
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Section 7:  Zone three – impacts: are service users’ needs being met?
There is consensus amongst participants that the PNR workforce plays an important role in providing 
access to health services, and optimising service user lifestyles and wellbeing.  The PNR workforce benefits 
not only service users but also clinical and non-Pacific staff and colleagues.  This workforce represents a 
wide range of competencies and undertakes a plethora of roles.

Section 8:  Zone four - barriers 
A number of organisational and personal barriers were highlighted by PNR workers as affecting workforce 
progression.  These include broad workloads and few resources, limited funding for resources and 
professional development, a lack of recognition and, for some, a lack of managerial and organisational 
support.  It was also indicated that a lack of access to developmental opportunities within organisations 
hinder professional development.  Personal barriers include a lack of confidence and additional familial 
and church-related responsibilities.  Managers identified that barriers include few incentives to encourage 
workers to complete educational training, difficulties in achieving New Zealand registration for those 
with qualifications from the Pacific Island nations, changing political climates, cultural and familial 
commitments and, for those from tertiary institutions, a lack of applied experience and knowledge.  
Barriers to organisations were also noted, due to inadequate funding to pay volunteers, supporting 
qualifications, retention of staff and increasing capacity.

Section 9:  Zone four - enablers
PNR workers identified several enablers which benefited workforce progression.  These are categorised 
as either institutional factors (developmental pathways, one-on-one personal development planning, 
management support and supervision) or individual factors (networking, peer support, familial 
support, self-motivation and confidence).  Managers identified organisational commitment to workforce 
progression as an enabler, as well as managerial support and encouragement.  The Pacific Provider 
Development Fund which provides scholarships and mentoring is another enabler.  These enablers 
encourage PNR workers to develop, learn and up-skill, as well as allow organisations to develop and build 
competence and capacity.  

Section 10:  Zone four – PNR workers’ needs (resources) 
Several resources were identified as enhancing the abilities of PNR workers to effectively accomplish 
respective tasks.  These include finance and funding, broader advertising, equipment to access organisational 
databases and computer systems while ‘on the road,’ and specialised roles with targeted resources.  

Section 11:  Zone four – systems and structures to support PNR 
workforce
Effective operations within any service require appropriate systems and structures that support both 
workers and organisations.  PNR workers identified a need for advocacy services, Pacific forums, improved 
partnerships with clinical staff, and appropriate and accessible supervision.  Systems that enhance 
and recognise ‘value’ were also identified.  The Managers’ discussions focused on the advantages and 
disadvantages associated with regulatory requirements and the standardisation of qualifications for the 
PNR workforce.  There were contrasting and ambivalent views towards this.  

Overall, in the event that standardised qualifications/levels are introduced, Managers recommended 
that these should begin from the foundation/base level.  It was also stated that PNR workers should 
be recognised for the skill sets that they bring to their roles and that this should be integrated into a 
foundation/base level qualification.  Theoretical learning is thought to be enhanced by practical and 
experiential skills and vice versa.  

7Workforce Development - Technical Report

PH Tech Rep_40.indd   7 14/05/2009   2:23:07 p.m.



In the event that regulatory requirements are recommended, it was stated that these are appropriately 
enforced.  Appropriately enforced regulatory requirements must acknowledge the potential compliance 
pressures that could eventuate for both individuals and organisations.  

Standards and regulations should not inhibit growth, development and appropriate service delivery but 
should support the needs of the PNR workforce. 

Section 12:  Zone five – workforce model
PNR workers’ and Managers’ views on workforce model(s) were influenced (and limited) by the 
organisational structure within which they worked.  No specific generic workforce development model was 
identified.  PNR workers discussed models specific to service delivery and care, whilst Managers discussed 
various components of what could be considered a wider workforce model.  Further research is required 
to develop a workforce model that incorporates and integrates all the systems, approaches and gaps 
identified. 

Section 13:  Discussion and Implications 
The findings of this study resonate with much of what has been addressed in the non-regulated health 
workforce reviewed literature.  An important distinction in this study is the additional information specific 
to the Pacific non-regulated (PNR) workforce within New Zealand.  The discussion section has been broadly 
divided into two parts.  Part One provides context of the characteristics, impacts, barriers, enablers 
and needs of the PNR workforce.  Part Two refers to key implications from issues pertinent to the PNR 
workforce highlighted in the study.
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Background
1

In October 2006, senior officials who were 
tasked with responsibilities pertaining to 
Pacific health and the Pacific workforce from 
the Ministry of Health (MoH) (Pacific Branch), 
Health Research Council of New Zealand (HRC). 
The University of Auckland (School of Population 
Health) and the Auckland region District health 
Boards (DHBs) (Auckland, Counties Manukau 
and Waitemata) met to discuss priority areas to 
be attended to by The University of Auckland.   
Emerging from this discussion was the idea of 
undertaking research that would explore the 
characteristics of the PNR health workforce and 
provide insights into this currently not well-
understood, but significant workforce.

The project brief for this study was signed off 
by MoH and HRC on 1 February 2007.  It was 
agreed that the research would be undertaken 
within the CMDHB region.  Extensive 
consultation occurred with key stakeholders 
including specialist personnel, staff within 
CMDHB, Pacific and mainstream health 
providers and members of the community.  
Throughout the course of this study, the 
research team communicated regularly with 
MoH and HRC (via teleconferencing and regular 
written reports) to ensure timely progress.   

In 2007, the MoH and HRC contracted with 
UniServices and The University of Auckland 
(UoA) to conduct research into the Pacific 
Non-regulated workforce in New Zealand.  The 
research team (Pacific Health Section, School 
of Population Health) were commissioned to 
undertake this study and to work in conjunction 
with the planning group comprising the MoH, 
HRC, and UoA.1  The research findings and 
recommendations will inform the MoH and 
HRC’s direction in the strategic planning and 
development of this workforce.

1.1.  Objectives 
The six objectives were to:

1. Undertake a literature review to define and 
describe key aspects related to the non-
regulated health workforce.  

2. Undertake a survey of the non-regulated 
health workforce working within the 
Counties Manukau District Health 
Board (CMDHB) region to identify 
the composition, characteristics and 
constitution of this workforce. 

3. Explore the current and potential paths of 
development for PNR health workers and 
examine the aspirations of this workforce.

4. Analyse the impacts that the PNR 
workforce have on Pacific communities, 
particularly in terms of the needs of service 
users and whether the work undertaken 
by these workers contributes to Pacific 
population health outcomes.

5. Identify the barriers and enablers that 
exist for current PNR workers that impact 
target workforce progression and ascertain 
necessary structures to assist.

6. Investigate the perceptions of workers and 
PNR staff regarding the current workforce 
model and assess the effectiveness of this 
model.

 1 The Biographical details for this research team are 
located on page 174 of this document.
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1.2. Method
This study comprises two phases.   

Phase one was a scoping project intended 
to provide an expanded census or stock-take 
of the PNR workforce with the purpose of 
identifying and commenting on the implication 
of these workers on healthcare.  It also provided 
an assessment of the potential role of these 
workers.  This scoping project utilised a four-tier 
methodology for data collection and analyses.  
It incorporated an exhaustive national and 
international literature review, a quantitative 
survey and qualitative interviews with PNR 
workers and managers.  The methods utilised 
in each of these is detailed in the introduction 
of each section.  These tangible methods are 
intended to provide information on the numbers 
and types of PNR workers, employer types, 
roles, rewards and PNR workers’ views and 
aspirations regarding their work and careers.

Analysis of the data collected via the methods 
utilised in the literature review, quantitative 
survey and qualitative interviews included 
an assessment of, and recommendations for, 
effective workforce development amongst this 
group as a means to deliver appropriate and 
effective services to achieve positive health 
outcomes for Pacific people.

The study population are PNR staff working 
within the CMDHB region (see Appendix 1).  
This is geographically convenient to the research 
team (located at the School of Population 
Health at the Tamaki Campus of the University 
of Auckland).  The School has a strategic 
relationship with CMDHB and service providers 
(through research and other collaborations).  
More importantly, the population of South 
Auckland (specifically the non-regulated 
workforce) is deemed appropriate for the 
purpose of this study, due to the comparatively 
high numbers of Pacific peoples dwelling in the 
area.  

Phase Two is premised on research questions 
and projects that arise from the findings of 
the Phase One study.  The Ministry of Health 
will advise as to which follow-on projects best 
address and respond to current health priorities.
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2. Literature Review
2

2.1 Introduction
This section discusses the review of available literature on the characteristics, development, delivery, 
effectiveness and pathways for the non-regulated workforce.  This component of the Phase One study 
contributes to the MoH and HRC’s strategic plan for the recognition and development of the non-
regulated health workforce in New Zealand.

2.1.1 Review aims 
Consistent with the overall aims of the Phase One study, the aims of this literature review were to:

•	Identify the composition and main characteristics of the (Pacific and non-Pacific) non–regulated 
workforce 

•	Identify how the (Pacific and non-Pacific) non-regulated workforce contributes to (Pacific) health 
outcomes

•	Explore developmental pathways accessible to the (Pacific and non-Pacific) non-regulated workforce

•	Examine areas of effectiveness of the (Pacific and non-Pacific) non-regulated workforce in meeting the 
health needs of the (Pacific and non-Pacific) population in New Zealand.  

11Workforce Development - Literature Review

PH Tech Rep_40.indd   11 14/05/2009   2:23:08 p.m.



2.2.1 Study selection
A comprehensive review of available literature 
relevant to the non-regulated workforce and 
the Pacific population was undertaken.  The 
literature search was conducted by accessing 
The University of Auckland databases: Medline, 
Cochrane Library, Expanded Academic, ABI/
Inform, Social Science Citation Index and 
Anthropology Plus and supplementing these 
with the more publicly accessible on-line 
databases, such as SearchNZ and others 
offered by Google Scholar.  Electronic searches 
were supplemented by searched paper indexes, 
using references listed in bibliographies and 
snowballing from cited references.  Journal 
articles (including electronic databases), 
technical reports, policy manuals and 
unpublished reports were also accessed.  
Searches were limited only to the English 
language. 

2.2.2 Electronic     
   bibliographic indexes
1) Medline is produced by the U.S. National 

Library of Medicine.  Medline is widely 
recognised as the premier bibliographic 
database covering the fields of medicine, 
nursing, dentistry, veterinary medicine, 
the healthcare system and the pre-clinical 
sciences.  Medline contains bibliographic 
citations and author abstracts from more 
than 5,000 biomedical journals published 
in the United States and 80 other countries.  
The database contains over 15 million 
citations dating back to the 1950s.  Coverage 
is worldwide, but most records are from 
English-language sources or have English 
abstracts.  This version of Medline uses Ovid 
software.

2.2 Review Methodology
2) The Cochrane Library is coordinated by the 

Cochrane Collaboration (an international 
network committed to preparing, 
maintaining and disseminating systematic 
reviews on the effects of healthcare) and 
by the UK’s National Health Service (NHS) 
Centre for Reviews and Dissemination 
at the University of York.  It is a resource 
for information on the effectiveness of 
healthcare interventions, with the following 
sections: 

a)  Cochrane Database of Systematic 
Reviews (CDSR): each systematic review 
is a regularly updated full text article 
reviewing the effects of a healthcare 
intervention.  Also included are Protocols 
(reviews not yet completed).

b)  Database of Abstracts of Reviews of 
Effectiveness (DARE): abstract only, 
giving critical assessments of systematic 
reviews done by groups outside the 
Cochrane collaboration. 

c)  Cochrane Central Register of Controlled 
Trials (CENTRAL/CCTR): a bibliography 
of all controlled trials so far identified by 
Cochrane review groups.

d) NHS Economic Evaluation Database 
(NHS EED): abstracts only; each 
summarises in detail a published 
economic evaluation of a healthcare 
intervention and provides a qualitative 
assessment of the results. 

e)  Health Technology Assessment Database 
(HTA): abstracts only; detailing published 
assessments of healthcare technologies. 

f)  The Cochrane Methodology Register 
(CMR): bibliography of articles and books 
on the methodology of the systematic 
review process.

g)  About Cochrane: information about the 
Cochrane centres and review groups.
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3) Expanded Academic produced by The Gale 
Group, has indexed and full text academic 
journals, magazines and newspapers. 
From arts and the humanities to social 
sciences, science and technology, this 
database meets research needs across 
all academic disciplines. It incorporates 
many interdisciplinary journals, national 
news magazines and The New York Times. 
Expanded Academic has over 3,000 indexed 
titles, with over 2,000 publications available 
in full text.  It also includes book reviews.

4) ABI/Inform Global is a comprehensive 
business database that includes in-depth 
coverage for over 2,700 publications, with 
more than 2,000 available in full text.  ABI/
Inform Global offers the latest business and 
financial information for researchers at all 
levels.  Subjects covered include business 
conditions, management techniques, business 
trends, management practice and theory, 
corporate strategy and tactics and the 
competitive landscape.  ABI/Inform Global 
also contains coverage of EIU ViewsWire, 
Going Global Career Guides, ProQuest 
Business Dissertations and Business Cases. 
ABI/Inform Archive is included in ABI/
Inform Global.  The ABI/Inform Archive 
provides cover-to-cover, full images complete 
with illustrations and advertisements. 
The archive contains complete runs of key 
business and management journals.  Topics 
include corporate strategies, management 
techniques, marketing, product development 
and industry conditions worldwide.

5) Social Science Citation Index (SSCI) is a multi-
disciplinary index, with searchable author 
abstracts to the worldwide literature of the 
social sciences.  Subject areas cover all social 
sciences, including anthropology, business, 
criminology, economics, environmental 
studies, family studies, geography, health 
policy, history, law, management, marketing, 
nursing, philosophy, political science, 
psychiatry, psychology, public health, social 
work, sociology, urban studies and women’s 
studies.  SSCI provides references and 
abstracts to articles in more than 1,725 
journals in the social sciences, plus items 
relevant to the social sciences from an 
additional 3,300 science journals.

6) Anthropology Plus covers journal articles, 
chapters in edited books and essays in 
anthropology and archaeology.  It indexes 
articles two or more pages long in works 
published in English and other European 
languages from the 19th century to the 
present.  Anthropology Plus holds more than 
800,000 records including all records from 
the Harvard University Anthropological 
Literature database and the Royal 
Anthropological Institute Anthropological 
Index Online database.

2.2.3 Specialist libraries
Various governmental departments have 
websites that include searchable databases 
and/or libraries that detail publications 
and reports that were relevant to informing 
this literature review.  The databases or 
libraries were accessed for a wide-range of 
information, for example, policies that affect 
the non-regulated workforce; Pacific population 
demographics and health status and so on.  
The following websites were accessed for these 
reasons: 

•	MoH (http://www.moh.govt.nz) 

•	New Zealand Institute of Economic Research 
(http://www.nzier.org.nz)

•	CMDHB (http://www.sah.co.nz)

•	Statistics New Zealand 
      (http://www.stats.govt.nz)

2.2.4 Grey literature
Grey literature refers to reports not widely 
available to the public.  Professional and 
informal networks were utilised to access these 
reports that were either newly published or 
not accessible through library or electronic 
databases.  
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2.2.5 Key search terms used
Terms and phrases used in the search included:

•	Pacific 

•	Pacific health

•	Pacific health workers

•	Occupations health workers 

•	Health promotion

•	Non-registered

•	Community health worker(s)

•	Multicultural

•	Community based health worker

•	Minority groups

•	Indigenous health workers

•	Cultural health workers

•	Culture and health 

•	Workforce/labour/labour market/workers/
health workers

•	At risk populations

•	Hispanics

•	Barriers

•	Multiracial

Under these search terms or phrases, the search 
found varying numbers of relevant articles.  
There were also varying degrees of overlap 
between the databases.  A full list of titles and/
or abstracts was obtained from each search and 
those articles deemed relevant were accessed 
electronically and viewed. 

2.2.6 Review structure
The review structure is organised to highlight 
the historical, social and political context of 
the non-regulated workforce in New Zealand 
including the emergence of the PNR; the 
development of PNR as part of government 
strategies; recent and current areas of 
developmental work undertaken and pathways 
to the future.   The methods, its strengths 
and limitations are discussed in detail in the 
Review methodology section (Section 2.2).    A 
demographic overview of Pacific peoples in 
New Zealand by location, Socio Economic 
Status (SES), education, employment and 
health status (Section 2.3) provides context to 
the issues surrounding the development and 
maintenance of a PNR.  Section 2.4 highlights 
key characteristics of the PNR workforce which 
includes definitions, a brief history, and a 
background to development, recruitment and 
selection, payment and workforce locations.  
Workforce development and approaches 
that have directly or indirectly affected the 
development of PNR workers are explored in 
Section 2.5 with an emphasis on government 
strategies.  Further, the review explores the 
current service delivery models that are utilised 
by this workforce (Section 2.6).  It also provides 
a section detailing the effectiveness of this 
workforce (Section 2.7).  This is followed by a 
description of the developmental pathways 
available to current and potential PNR workers 
(Section 2.8) and concludes with a brief 
discussion of present and potential challenges 
for the PNR (Section 2.9).   
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2.3 A Profile of Pacific Peoples in New Zealand

Pacific peoples represent 6.9% (i.e. 265,974 
people) of the total New Zealand population.  
Samoan people comprise the largest ethnic 
group (131,103) and make up 49% of the Pacific 
population.  The next largest group are  Cook 
Island Maori  (58,011) followed by the Tongan 
population (50,478), Niue (22,406), Fiji (9,864), 
Tokelau (6,822) and Tuvalu (2,625) (Statistics 
New Zealand, 2007).  The Pacific population is 
one of the fastest growing ethnicities in New 
Zealand and is projected to grow from 301,600 
people in 2006 to 482,300 in 2026 (Statistics 
New Zealand, 2006).  Changes in population 
patterns indicate an increase in the numbers of 
Pacific people born in New Zealand compared 
to migrants from the Pacific islands.  At the 
time of the 2006 Census, six in ten Pacific 
people were born in New Zealand.  A significant 
characteristic of the Pacific population is the 
high percentage of young people.  In 2006, 
38% of Pacific peoples were aged under 15 
years (SNZ, 2007).  The Pacific population is 
also characterised by high fertility rates (Mental 
Health Commission, 2001; Statistics New 
Zealand, 2007) 

Pacific peoples are predominantly urban-
based, 93.4% lived in the North Island with a 
population of 177,933 (67%) concentrated in 
Auckland.  Of all the cities and districts in New 
Zealand, Manukau City had the highest number 
(86,616) of Pacific people (one in three people 
were of Pacific ethnicity).  The Wellington region 
had the next highest Pacific population with 13% 
of Pacific peoples living there (Statistics New 
Zealand, 2007).

The 2001 census identified that a high 
proportion of Pacific peoples (42%) live in 
decile one areas (most deprived) and that this 
population  are over-represented (22%) in the 
total New Zealand cohort (dwelling in decile 
areas) (Ministry of Health, 2005b).  

Despite slight improvements over the years, 
Pacific peoples continue to be  over-represented 
among the unemployed, lower-skilled workers 
and low income earners (Ministry of Pacific 
Island Affairs & Statistics New Zealand, 2002).   

In 2004, 25% of Pacific males were in 
factory work and 15% worked in elementary 
occupations.  It was also found that half 
the Pacific female workforce were employed 
in clerical or low-skilled sales and service 
occupations.  In contrast, Pacific peoples were 
markedly under-represented among employer, 
manager and professional roles (Ministry of 
Health & Ministry of Pacific Island Affairs, 
2004b).  Recent figures show that:

•	Majority of Pacific people (68%) worked in 
semi or low skilled occupations with lower pay

•	Men were most likely to be employed as 
labourers (23%), machinery operators and 
drivers (21%), and technicians and trade 
workers (20%)

•	Women were equally likely to be employed 
as clerical and administrative workers (19%), 
labourers (19%), professionals (15%), or 
community and personal service 

 workers (15%) 

 (Ministry of Pacific Island Affairs, 2008)

Many Pacific peoples also undertake various 
forms of ‘unpaid work’, which is an often unseen 
and unrecognised contribution to society and 
the economy.  In 2001, 38% of Pacific adults 
stated they were involved in this activity, 
compared with 30% of the total New Zealand 
adult population.  A greater proportion of 
Pacific peoples also spend time looking after 
an ill or disabled member of their household.  
In 2001, 12% of Pacific adults were involved 
in unpaid work of this nature, a figure almost 
double that of those adults in the New Zealand 
population (7%) who do the same type of work 
(Ministry of Pacific Island Affairs & Statistics 
New Zealand, 2002).

The average annual income for Pacific peoples 
remains lower than the rest of New Zealand  
(Ministry of Health & Ministry of Pacific Island 
Affairs, 2004b; Ministry of Pacific Island Affairs 
& Statistics New Zealand, 2002).  In 2006, 
the median annual income was $20,500 in 
comparison to European ($25,400) and Maori 
($20,900) (Statistics New Zealand, 2007).  In 
addition to household outgoings, a high number 
of Pacific people (75%) send money remittances 
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exposure to risk factors for poor health and 
continue to experience barriers to accessing 
health services (Ministry of Health, 2007b).

Literature identifies that Pacific peoples are 
more likely not to have seen a doctor despite 
a perceived need (Ministry of Health, 2005b). 
The New Zealand Health Surveys 2002/03 and 
2006/07 (Ministry of Health, 2008b) however, 
do indicate a decline in the numbers of Pacific 
peoples reporting that they did not see a 
doctor despite a perceived need.  Apart from 
secondary prevention visits for, for example 
diabetes and blood pressure checks, Pacific 
peoples are also less likely to take up primary 
prevention and screening services or visit the 
dentist.  They are also relatively low users of 
community mental health services (Ministry of 
Health, 2006) as well as hospital outpatient 
care services (Ministry of Health & Ministry of 
Pacific Island Affairs, 2004b).  

The rates for accessing public hospital inpatient 
services in New Zealand by Pacific peoples 
are higher than the national average.  Pacific 
peoples frequently present late and/or when 
an illness is in an acute condition (Ministry 
of Health & Ministry of Pacific Island Affairs, 
2004b).  This latter finding is consistent with 
experiences within health of the Pacific migrant 
population in the United States (Barwick, 2000).  

Davies et al. (2005) identified that, of the 
Pacific patients utilising the New Zealand 
healthcare system, the majority were socially 
disadvantaged and almost 50% resided in the 
lowest decile areas.  Clinicians in this study 
identified this group as having relatively poor 
social support and as being much less fluent in 
English than patients overall (Davies, Suaalii-
Sauni, Lay-Yee, & Pearson, 2005; Ministry of 
Health, 2002a).  Evidentially, health outcomes 
among Pacific people (and most ethnic groups) 
reflect a combination of socio-economic and 
cultural factors (Ministry of Pacific Island Affairs 
& Statistics New Zealand, 2002).  

Overall, the literature identified that Pacific 
peoples living in New Zealand face a number 
of social and economic disparities, in the areas 
of health, education, employment, income 
and housing when compared with the total 
New Zealand population (Mental Health 
Commission, 2001; Ministry of Pacific Island 
Affairs & Statistics New Zealand, 2002).   

to assist families, church, and village activities 
in their Pacific countries (Ministry of Pacific 
Island Affairs, 2008).

Compared to national trends, fewer Pacific 
peoples are likely to own their own homes.  In 
2001, 25% of Pacific families owned their own 
homes (compared to 55% nationally).  While 
household crowding has reduced since 1996, 
21% of Pacific peoples experienced crowding2 

(compared to 3% nationally) (Ministry of Health 
& Ministry of Pacific Island Affairs, 2004b).  In 
2006, 43% of Pacific peoples lived in households 
requiring extra bedrooms compared to 23% 
of Maori and only 4% of European New 
Zealanders.  In the same year, home ownership 
dropped to 21.8%.  Statistics New Zealand 
notes that this is partly due to the younger age 
structure of Pacific ethnic groups (Statistics New 
Zealand, 2007).

Despite slight improvements in education, 
Pacific students are less likely to stay at school 
longer.  Between 1990 and 2001, the numbers 
of Pacific students enrolled in tertiary education 
increased from 3,300 to 12,400.  In 2001, they 
made up 4.4% of all tertiary enrolments, but 
participation rates were lower than those of 
the total New Zealand population (Ministry of 
Pacific Island Affairs & Statistics New Zealand, 
2002).  The Ministry of Social Development 
(2008) noted that although Pacific (and Maori) 
students have the greatest increase in the 
proportion of students leaving with an NCEA 
Level 2 qualification or better, of all the ethnic 
groups, Pacific and Maori populations have the 
lowest proportion of school leavers with NCEA 
Level 2 or above qualifications.

Most Pacific people have a regular primary 
healthcare provider.  Approximately 10% were  
regular users of ‘by Pacific for Pacific’ healthcare 
providers (Ministry of Health & Ministry of 
Pacific Island Affairs, 2004b).  In 2007, 64,879 
(24 percent) of Pacific peoples were enrolled 
with a Pacific Primary Healthcare Organisation 
(PHO) and 209,318 (76 percent) were enrolled 
with a mainstream PHO (Ministry of Health, 
2007).  In 2008, the PHO enrolment figure for 
Pacific people was 274,197.  In comparison to 
the total New Zealand population however, 
Pacific peoples have poorer health status, have 

2  Crowding is defined as more than two occupants   
    per bedroom.
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3 The barefoot doctor system was dismantled in 1981 with 
the abolishment of the commune system of agricultural 
cooperatives. Barefoot doctors were given the option to 
take a national exam, and if they passed they became 
village doctors, if not they would be village health aides.

2.4  A Profile of the Non-Regulated Health Workforce
2.4.1 The history and    
         development of 
  CHWs and VHWs
The theory and practice of Community Health 
Workers (CHWs) and Volunteer Health Workers 
(VHWs) has existed for almost 40-50 years.  
These roles were initially developed in response 
to an inability of conventional health services to 
deliver basic healthcare to those of marginalised 
communities (Lehmann et al.2004).

In 1987, Berman, Gwatkin and Burger reported 
on community-based health systems throughout 
the Third World and identified that they were 
not only widespread, but that they had been in 
operation since the 1940s (Berman, Gwatkin, 
& Burger, 1987).  This finding is premised on 
a community health worker scheme in Peru 
that provided “curative care, health education 
and other preventative activities” (Berman et 
al., 1987, p. 448) and the “barefoot doctors” 
movement in China (WHO, 2008).  Barefoot 
doctors were farmers who received minimal 
basic medical and paramedical training and 
worked in rural villages in the People’s Republic 
of China to primarily bring health care to rural 
areas where urban-trained doctors would 
not settle.  They promoted basic hygiene, 
preventive health care and family planning, 
and treated common illnesses.  The system of 
barefoot doctors had a significant influence on 
international health ideology and was one of 
the most important inspirations for the WHO 
conference in Alma Ata, Kazakhstan where the 
Alma Ata Declaration was signed in 1978.  It 
called for the participation of local communities 
in deciding health care priorities, an emphasis 
on primary health care and preventative 
medicine, and sought to link medicine with 
trade, economics, industry, rural politics and 
other political and social areas (WHO, 2008).3 

This movement, which allowed paid CHWs 
to receive a year’s training to serve in their 

communities, led to a number of countries 
experimenting with the CHW/VHW concept 
(Berman et al.1987; Lehmann et al.2004).  
In 1989, Walt, Perera and Heggenhougen 
identified that CHWs had become a “prominent 
feature of many [Primary Health Care] PHC 
programmes in developing countries” (Walt, 
Perera, & Heggenhougen, 1989, p. 599).  These 
programmes were either small-scale non-
government, non-profit projects or large-scale 
national programmes that were supported 
by respective ministries of health as part of 
their primary healthcare system (Walt et al., 
1989).  In the U.S., the use of CHWs emerged 
in the 1960s (Swider, 2002; Witmer et al.1995) 
and re-emerged in the 1980s (Swider, 2002).  
In addition, since the 1970s, the World 
Health Organisation (WHO) promoted the 
use of community health workers.  This was 
instigated by “reports of successful experiences 
of numerous small-scale, locally initiated 
community health worker projects throughout 
the world” (Berman et al.1987, p. 444).

The early roles of CHWs/VHWs were as 
advocates for the community and agents of 
social change.  These workers functioned as 
a community voice in the combat against 
inequities, and advocated the rights and needs 
of communities to government structures 
and officials.  As well as being advocates, 
CHWs/VHWs were also healthcare workers.  
More recently, the VHWs’ role has shifted to 
a predominantly technical and community 
management function, responsible for providing 
links between the community and health 
services (Andrews et al.2004; Lehmann et 
al.2004; Ramontja, Wagstaff, & Khomo, 1998). 

There is an emphasis worldwide on developing 
the non-regulated health workforce, which 
is predominantly influenced by workforce 
shortages in the health sector.  There is an 
increasing demand for workers, particularly 
since these workforce shortages are projected 
to continue (Acqumen Quality Solutions, 2006; 
Chen et al.2004; Health Workforce Advisory 
Committee, 2005a; Ministry of Health, 2006a).  

17Workforce Development - Technical Report

PH Tech Rep_40.indd   17 14/05/2009   2:23:09 p.m.



Internationally, global trends affecting health 
employment and labour include an ageing 
population, increasing globalisation and the role 
of migration (Acqumen Quality Solutions, 2006; 
Chen et al.2004; Health Workforce Advisory 
Committee, 2002a; Hongoro & McPake, 2004; 
Lehmann et al.2004).

In New Zealand, the development of the 
non-regulated workforce has been a recent 
phenomenon, with the mental health sector 
undertaking a significant amount of work 
towards developing this workforce (Acqumen 
Quality Solutions, 2006; Mental Health 
Commission, 2001b; Ministry of Health, 2002; 
WHO, 2007).  There is increasing importance 
being placed on the non-regulated health 
workforce with calls to attract, resource, support 
and develop the competencies of this workforce 
to provide high quality care and increase 
workforce retention (Ministry of Health, 2006b). 

Nationally and internationally there is 
increasing recognition of the cultural and 
holistic ideologies of health for cultural and 
ethnic minority populations (Mental Health 
Commission, 2001b; Ottawa Charter, 1986).  In 
particular, a need to increase and develop the 
Pacific health workforce has gained significant 
political momentum and MoH has recognised 
that the number of Pacific workers in the health 
sector should at least match the population 
profile (Pacific Health and Disability Workforce 
Development Plan, Ministry of Health, 2004).  

Various factors have influenced the recognition 
of the need for an increased Pacific health 
workforce, these include:  

•	Growing health disparities and inequalities  
between Pacific peoples and European New 
Zealanders 

•	 ‘Failure’ in existing delivery systems to 
provide adequate and accessible services to 
this population group4 

•	Understanding the importance of cultural 
values and practices in the efficacy of 
assessment, treatment and rehabilitation. 
(Health Workforce Advisory Committee, 
2002a). 

These trends have influenced changes within 
New Zealand’s health service delivery and 
influenced the development of Pacific (and 
Maori) workforces to assist in meeting these 
needs (Health Workforce Advisory Committee, 
2002b).  The implementation of the Primary 
Healthcare Strategy has seen improvements 
in access to some services (e.g. GPs) since the 
Health Workforce Advisory Committee (HWAC)
report.

4 These failures are partly explained by the poor  
responsiveness of current health practitioners to the 
needs of Pacific peoples.
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2.4.2 Defining the non-regulated workforce

Within New Zealand and internationally, two 
main workforce bodies play a significant role 
in the provision of healthcare services.  These 
bodies are the ‘non-regulated’ and ‘regulated’ 
workforces (each differs in terms of for example, 
their governance protocols, their roles, funding 
priorities, and training opportunities).  While 
there is a plethora of literature informing the 
health sector on the regulated workforce, there 
is a scarcity of information on the non-regulated 
workforce.  

Non-regulated workers are defined by Witmer et 
al. (1995) as:

“[those5] who work almost exclusively
 in community settings and who serve as 
connectors between healthcare consumers 
and providers to promote health among 
groups that have traditionally lacked 
 access to adequate care. By identifying 
community problems, developing 
innovative solutions, and translating them 
into practice, [they] respond creatively to 
local needs.” 
(Witmer et al.1995, p. 1055)

Acqumen Quality Solutions (2006) provides the 
following definition:  

“People who have direct personal care
 interaction with clients, patients or
consumers within the health and disability 
sector and who are not subjected to 
regulatory requirements under health 
legislation.  This includes all people (paid 
or unpaid) who interact with clients, 
patients or consumers within the health 
and disability sector, who are not subject 
to regulatory requirements under
legislation or other means.  This workforce 
also provides a lot of social, practical 
(including information, coordination,
 advice and cultural support) and advocacy 
that supports the full continuum of care.” 
(Acqumen Quality Solutions, 2006: 4) 

5 Referred to in the article as ‘community health workers’.

6   Consejera is a term referred to lay health advisors from  
      migrant farm worker camps in Northern California.

7   Promotoros is a Latino term for health advocate

8   Radiat Rifiat is the Arabic term for community worker.

Literature identifies that there is no single 
definition of the non-regulated workforce. 

International and national literature also 
illustrates that there are many terms and 
titles used to describe non-regulated workers.  
Internationally, there are numerous terms and, 
in particular, in the UK there are approximately 
300 titles used.  Usually the terms used are 
according to the issue they are intended to 
address and respond to.  These terms include: 
healthcare assistant workers (HCA), community-
based workers, cadre, village health workers 
(VHW), community resource persons (CORP), 
community rehabilitation facilitators (CRF), 
HIV/AIDS communicators (HAC), home-based 
care (HBC) workers, first aid workers, lay health 
workers, auxiliary health workers, canvassers, 
community health advisers, community health 
advocates, community health aides, community 
health representatives, community health 
workers (CHW), community helpers, community 
workers in human services, consejera,6 family 
health counsellors, family health promoters, 
health aides, health assistants, health 
education aides, healthcare expediters, health 
facilitators, health guides, health hostesses, 
health liaisons, health outreach workers, 
health promoters, indigenous environmental 
workers, indigenous health aides, indigenous 
health professionals, indigenous lay workers, 
indigenous workers, informal helpers, lay 
community health workers, lay health advisers, 
lay workers, natural caregivers, natural helpers, 
navigators, neighbourhood-based public health 
workers, neighbourhood representatives, 
non-professional workers, outreach workers, 
paraprofessionals, peer counsellors, peer 
educators, promoters,7 public health aides, 
raid at refits,8 resource mothers, and volunteer 
health educators, nutritional educators, 
paravets, community captains, technical 
assistants, paralegals, tutor farmers, pump 
attendants, research assistants, social workers, 
traditional birth attendants and village health 
guides (J. Andrews et al., 2004; Lehmann et al., 
2004). 
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In New Zealand, the following terms have 
been used to describe non-regulated workers: 
community health workers (CHW), healthcare 
assistants (HCA), orderlies, cultural support 
workers, support workers, community 
homecare workers, whanau ora workers, 
Plunket workers, mental health workers, 
youth workers, compulsory care coordinators, 
cultural assessors, care givers, care workers, 
care assistants, care managers, care support 
workers, mental health support workers, 
nurse assistants, care givers, nurse aides and 
rehabilitation assistants.  Pacific-specific terms 
include matua, interpreters, consumer advisers, 
traditional healers, community support workers, 
cultural advisers, family advisers, interpreters 
and service administrative staff  (Kirk et 
al.2006; Mental Health Commission, 2001, 
2001b; Parsons et al., 2004; Suaalii-Sauni et al., 
2007).

2.4.3 Role definition
The roles undertaken by CHWs are broad and 
have numerous definitions and classifications 
(WHO, 2007).  Although it is difficult to identify 
all CHWs roles, studies have attempted to 
identify role descriptors (Andrews et al.2004; 
Hongoro & McPake, 2004; Lehmann et al., 
2004; Rosenthal, 1998; Swider, 2002).    

Rosenthal (1998) identifies that seven core roles 
are undertaken by CHWs. These include: 

1) cultural mediation

2) informal counselling and social support

3) providing culturally appropriate health 
education

4) advocating for individual and community 
needs

5) assuring that people get the services they 
need

6) building individual and community capacity

7) providing direct services.  

Similarly, the Center for Public Awareness (1999 
as citied in Swider, 2002) describes four main 
functions, which include: 

1)  increasing healthcare access for clients

2)  strengthening the local economy

3)  strengthening clients’ families and their 
community

4)  decreasing healthcare costs.   

In a review on the use of CHWs with ethnic 
minority women, Andrews et al. (2004) 
identifies that CHW roles vary and depend 
on the circumstance of clients.  These authors 
summarise four primary roles that are 
undertaken by CHWs to fulfil the functions 
noted by Rosenthal (1998) and the Center for 
Public Awareness (1999 as citied in Swider, 
2002).  These primary roles are educator, 
outreacher, case managers and/or data 
collectors.

A review conducted by Swider (2002) implies 
that there are two role categories for CHWs 
that are defined by a) target population groups, 
such as teenagers, mothers, ethnic minorities 
and older people, or b) clients with particular 
health conditions.9  In line with Swiders view 
on role categories, Lehmann et al (2004) 
elaborates further and defines CHW roles by 
generic and specialist roles.  However, these 
roles are differentiated by levels of expertise, 
training and knowledge on particular health 
interventions rather than by target groups.  
Lehmann et al. (2004) exemplifies generic 
roles through CHWs working on African health 
programmes that perform not only health 
related but also developmental functions (for 
example, treatment of diarrhoea, simple wound 
treatment and family planning tasks).  Specialist 
CHWs are identified as those who work within 
particular focus areas such as maternal, child 
and reproductive health and family planning, 
malaria, food security and nutrition and 
community rehabilitation (Lehmann et al.2004).  

9   Health conditions may include and are not limited to 
diabetes, cancer, asthma, substance abuse (Swinder 
2002).
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In line with Lehmann et al. (2004), Hongoro and 
McPake (2004) define CHW roles by general 
primary care functions and specific activities.  
General primary care functions include the 
treatment of diarrhoea, immunisations, 
health education and nutrition, environmental 
sanitation and malaria control, whereas specific 
activities include DOTS10 supervision, family 
planning, rehabilitation and nutrition.  

Overall, a consistent role description for CHWs 
is the undertaking of tasks that are required 
to address particular health issues and that 
require direct, multiple and non-clinical 
interaction with client(s) to improve health 
outcomes.     

2.4.4 Demographics of 
the non-regulated health 
workforce in New Zealand
Internationally, it is estimated that the general 
health workforce consists of 100 million people, 
24 million doctors, nurses and midwives and 
at least three times more uncounted informal, 
traditional, community and allied workers (Chen 
et al.2004).  Comparatively in New Zealand, 
there is a serious lack of accurate and timely 
data on the non-regulated health workforce, 
which makes it very difficult to ascertain recent 
and actual numbers of all PNR health workers, 
where they are located and the work that they 
undertake (Acqumen Quality Solutions, 2006; 
Health Workforce Advisory Committee, 2002b; 
Ministry of Health, 2007).  

In 2002, there were approximately 67,000 
health practitioners (i.e. doctors, nurses etc), 
30,000 support workers and 10,000 alternative/
complementary health workers that delivered 
health services to the New Zealand population.  
The non-regulated health workforce accounted 
for 40% of the total health workforce (Health 
workforce Advisory Committee, 2002).  More 
recently, a study by Parsons et al. (2004) 
found that there were 30,301 support workers 
employed by the disability support services. 
However, these authors predict that there could 

be between 40,000 and 50,000.  Data for the 
number of non-regulated workers within the 
mental health field is currently unavailable. 
However, it can be assumed that the total 
population of non-regulated workers across all 
health sectors is above the projections of the 
disability sector (Parsons et al., 2004b).

Recent evidence suggests that Pacific people 
are significantly under-represented in both 
the regulated and non-regulated health 
workforce (Acqumen Quality Solutions, 2006; 
Foliaki & Pearce, 2003; Ministry of Health, 
2006a).  Despite this, there remains a paucity 
of literature and research specific to the PNR 
workforce.  General population research on the 
non-regulated workforce provides a small insight 
into PNR workers.

General population research illustrates that 
the non-regulated health workforce is largely 
characterised by females, with no or lower 
level of qualifications, and largely an older-
aged workforce between the ages of 40 and 
60 years11 (Acqumen Quality Solutions, 2006; 
Brandt et al.2004).  Brandt et al. (2004) also 
identifies that the majority of workers in the 
disability support workforce (excluding mental 
health) are part-time.  Parsons et al. (2004) 
identifies that the number of hours worked in 
a week by support workers varies greatly.  On 
average, all support workers work a total of 
24 hours, while home-based and residential 
support workers work an average of 13 and 25 
hours respectively.  Staff turnover is high and 
varies considerably between the residential 
sector (29%), home-based sector (39%) and 
the mix of residential and home-based sectors 
(22%).  Generally, high levels of recruitment 
indicate a growing industry.  Alternately, it 
can also suggest high staff turnover rates 
and poor retention.  Another characteristic of 
this workforce population is that many in the 

10  Directly Observed Therapy Short-Course
11 Of interest, the non-regulated workforce also has a   
      large number of workers who are of 70+ years.
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Auckland region have language difficulties with 
spoken and written English.  Of interest to the 
current study, Parsons et al. (2004) indicates 
that there is a sizeable number of disability 
support workers (37%) who have a Pacific 
language as a primary language.12  Figures from 
Parsons et al. (2004b, p33) suggest that in 
2004, Pacific peoples composed 3.7% (n=71) 
of the total disability support worker group 
(n=1, 926).13

The Mental Health Commission (2001) 
estimates that Pacific peoples make up 2.5% 
of the mental health workforce (i.e. n=149) 
and, of those, approximately 54.9% are non-
regulated workers (i.e. n=82)14 (Mental Health 
Commission, 2001).  The mental health service 
study identified that over half the Pacific 
workforce (including both regulated and non-
regulated workers) is aged between 25 and 
38 years and that the majority of workers  
fall in the 25 to 52 years age bracket.  It 
also suggests that about two-thirds of the 
Pacific mental health workforce have been in 
their current position for three years or less.  
Just over half the survey participants had a 
certificate, diploma or degree qualification 
in a health area.  It is important to note that, 
although all participants claimed to have formal 
qualifications, anecdotal evidence suggests 
that a high number of the Pacific workforce do 
not.  It is likely that a majority of those who did 
not respond to the question have no formal 
qualifications (Mental Health Commission, 2001). 

2.4.5 Location and types of   
service delivery

Non-regulated health workers operate out of a 
number of service delivery sites in New Zealand.  
Barwick (2000) identifies two typical general 
service delivery locations.  These are: 

1) community health centres, which provide 
a wide range of services and are located 
close to the practice of one or more General 
Practitioners (GPs)

2) centres that offer a wide range of services 
delivered by a range of health professionals 
and community health workers, often from a 
range of locations.   

In addition, there are also increasing numbers 
of programmes operating out of church and 
marae settings (Barwick, 2000). 

The typical service-type areas that many non-
regulated workers operate from include aged 
care, community health, Maori health, mental 
health and addictions (MHA), Pacific health 
providers, primary health providers, youth and 
family services and District Health Boards 
(DHBs) (Central Region’s Technical Advisory 
Services Limited (TAS), 2006).

12  This percentage is based on the question: “For those 
who do NOT have English as a first language, please 
list primary languages” (Parsons et al., 2004: 90).

 13 It is important to note that this study may have 
selection bias in their sample and no reliable way to 
determine whether the survey population reflected 
the target population. This alludes to the possibility 
that there may be an under-representation of Pacific 
peoples in this population group.

14 The classification of non-regulated workers included:   
community support workers; residential caregivers; 
matua; alcohol and drug workers; youth workers. There 
were also 18 non-respondents that may affect the 
number of workers noted.
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2.4.6 Recruitment and    
 selection

Currently in New Zealand, there is a significant 
drive from MoH to recruit more community 
health workers and health promoters within the 
health sector (Ministry of Health, 2006b).  To 
date there is a lack of information documenting 
recruitment and selection processes in New 
Zealand.  

Internationally, Ramontja et al. (1998) identifies 
that selection criteria have been developed but 
it is argued that this needs to be revised.  These 
authors contend that the inclusion of community 
and health professional inputs are required to 
determine the needs of the community and to 
ensure that an acceptable selection process, 
training, support and accountability of workers 
are put in place for successful health outcomes 
(Ramontja et al.1998).  

Research carried out in Africa identifies factors 
taken into account when selecting non-regulated 
workers and includes relationships with the 
community, age, marriage status, literacy, 
gender and qualifications.  Ratings of these 
characteristics differ according to the region 
and community served.  Some African villages 
utilise village health committees to select 
VHWs.  Their selection criterion considers age 
(ideally between 20 and 45 years) and marriage 
status.  Others consider literacy, gender and 
qualifications.  With a few exceptions, CHWs are 
expected to have several years of primary school 
education, reading and writing skills, either in 
English or in the local language (Andrews et 
al.2004; Hongoro & McPake, 2004; Lehmann et 
al.2004). 

A study by Ramirez-Valles (2001) identifies 
that females’ motive to become CHWs fall into 
four categories: getting out, serving, learning 
and women’s betterment.  These motives are 
not mutually exclusive.  This study concluded 
that identifying the motives of people wanting 
to become CHWs is useful for recruitment 
and retention.  This information could help to 
decrease turnover and tailor activities, tasks and 
responsibilities to fit potential workers’ motives 
(Ramirez-Valles, 2001). 

A report from the Philippines suggests that 
skilled professionals migrating overseas retrain 
in a lower level workforce (e.g. from doctors to 
nurses) in order to ease migration pressures 
(Hongoro & McPake, 2004).  Of interest is a 
New Zealand programme designed to assist 
Pacific trained health professionals.

The Pacific Return to Nursing programme 
developed by Counties Manukau DHB (CMDHB) 
and funded by Ministry of Health is a recent 
training initiative (2008) designed to assist 
Pacific trained nurses become registered to 
practice in New Zealand.  There is presently no 
transferable nursing registration agreement 
between New Zealand and Pacific nations and 
registration rules require people from overseas 
to pass International English Language Testing 
System (IELTS) exams as evidence of proficiency 
in the English language.  The programme was 
established to assist nurses with passing the 
IELTS.  It is currently being run at Manukau 
Institute of Technology (MIT), and work with 
AUT, MIT, Unitec and the three Auckland DHBs 
is in the process of exploring the establishment 
of a Pacific Nursing Programme for the whole 
Auckland Region.  A similar programme is the 
Bachelor of Nursing Pacific Programme which 
has been running for some years at Whitireia 
Polytechnic in Wellington (Ministry of Health, 
2008).   
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2.4.7 Payment
Compensation for CHWs is important.  Some 
CHW programmes rely on the generosity of 
volunteers, whilst others financially compensate 
these workers.  The latter identifies that 
financial recompense has a significant impact 
on workers’ experiences and validates the 
importance of their work (Mock, Nguyen, 
Nguyen, Bui-Tong, & NcPhee, 2006).  It is well 
documented both nationally and internationally 
that the payment for the non-regulated 
workforce varies and is at the lower end of the 
wages/salary scale within the health sector 
(Andrews et al.2004; Lehmann et al.2007; 
Parsons et al., 2004).  In New Zealand, the 
typical remuneration figure for support workers 
is estimated to be around $10.80 per hour for 
support workers within the disability sector 
and around $18.00 per hour for coordinators.  
Support workers within residential facilities 
tend to have higher salaries, whereas most 
of those employed as home-based support 
workers are not reimbursed for travel time 
or costs.  This finding, in conjunction with 
generally lower working hours, could have a 
significant and negative impact on the pay 
rates of home-based support workers (Parsons 
et al., 2004).  It is important to note that 
the New Zealand minimum wage rate was 
increased in April 2009.
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2.5 Non-Regulated Health Workforce Development
2.5.1 The workforce development movement
2.5.1.1 Community development 
There has been an increasing global awareness 
and shift towards meeting the health needs of 
minority groups (Brach & Fraserirector, 2000; 
Ministry of Health, 2007; WHO, 2002).  The 
Ottawa Charter15 provides a platform to develop 
local community development models of health 
promotion.  This international agreement has 
had a significant influence on recognising 
community development models of health 
provision.  The Charter identifies five action 
areas for health promotion: 

1) developing personal skills

2) strengthening community action

3) creating supportive environments

4) building healthy public policy

5) re-orientating healthcare services toward 
prevention of illness and promotion of health.  

The Charter prioritises that individual citizens 
and their communities must be empowered to 
take ownership and responsibility for their own 
wellbeing.  There is a profusion of literature on 
community development and empowerment.  
Much of this is premised on CHW programmes 
in the U.S. (Dower, Knox, Lindler, & O’Neil, 
2006; Gary et al., 2004; Hiatt et al., 2001; 
Krieger, Takaro, Song, & Weaver, 2005; Levine 
et al., 2003; Plescia, Grobleski, & Chavis, 2006; 
Schulz et al., 2001; Staten et al., 2004; Thomas, 
Eng, Clark, Robinson, & Blumenthal, 1998).   

In New Zealand, Pacific community development 
and empowerment projects have also been 
conducted.  However, few have been evaluated 
(Braun et al., 2003; Pacific Heartbeat 
Foundation Programme & Supported by the 
National Heart Foundation of New Zealand and 
Ministry of Health, n.d; Renhazo, 2004).

In the recent past, New Zealand has also 
experienced significant restructuring within 
the public sector (Devlin, Maynard, & Mays, 
2001; Hornblow, 1997).  In 2001, 21 DHBs16 
were established.  Guided by the MoH and 
as stipulated in the New Zealand Health and 
Disability Act (New Zealand Public Health and 
Disability Act, 2000), these DHBs have assumed 
the responsibility for planning, funding, 
negotiating and managing a wide range of 
health services to meet the needs of everyone 
in their district.  This new structure supports 
many aspects of the WHO Primary Health Care 
strategy.  This strategy emphasises the need for: 

1) a single district funder responsible for 
population outcomes and the full range of 
services to support them

2) health improvement rather than inputs

3) greater community participation in the DHBs

4) equitable population-based funding 

5) better integration across health services 
(WHO, 2002, p. 37). 

Under this regime, there has been a fast 
growth of Pacific and Maori services which 
the government supports as part of improving 
access to services towards equity (WHO, 2002).  
The growth of ‘culturally appropriate’ services 
has been most apparent over the past 10 
years and has been attributed to the inability 
or unresponsiveness of mainstream services 
to deal with the needs of Pacific service users 
(Barwick, 2000).  

 As a result, one of the government’s priorities 
is to improve social and economic outcomes for 
Pacific peoples.  Improvements in Pacific health 

15  The Ottawa Charter for Health Promotion is a 1986 
document produced by the World Health Organization. 
It was launched at the first international conference for 
health promotion that was held in Ottawa, Canada. 

16  Auckland DHB; Bay of Plenty; Canterbury DHB; Capital 
& Coast DHB; Counties Manukau DHB; Hawke’s 
Bay DHB; Hutt Valley DHB; Lakes DHB; MidCentral 
DHB; Nelson Malborough DHB; Northland DHB; 
Otago DHB; South Canterbury DHB; Southland 
DHB; Tairawhiti DHB; Taranaki DHB; Waikato DHB; 
Waiparaira DHB; Waitemata DHB; West Coast DHB; 
Whanganui DHB (see http://www.moh.govt.nz/
districthealthboards ).
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are expected to come about through two key 
mechanisms: 

1) improving responsiveness and accountability 
of public sector agencies to Pacific health 
needs and priorities

2) building the capacity of Pacific peoples to 
deliver health and disability services and 
to develop their own solutions to health 
issues (Mental Health Commission, 2001b) 
through provider, workforce and professional 
development.

Consequently, the Health Workforce Advisory 
Committee (HWAC) notes an increasing 
recognition that the ‘models of care’ approach 
developed by Pacific providers is effective in 
addressing Pacific health issues.  Common 
elements in Pacific models of care and service 
provision include: multi-disciplinary teamwork, 
a mix of clinical and non-clinical approaches 
(consistent with the ethos underpinning PHOs), 
services wrapped around families to support 
individuals’ care, and an understanding by 
practitioners of Pacific communities and settings 
and the affect of those settings on health status 
(Health Workforce Advisory Committee, 2002b; 
WHO, 2002). 

Similarly, the mental health workforce in New 
Zealand adopts a model of care that seeks 
to move away from seeing professions in 
isolation, but which considers the total skill mix 
available in the statutory and non-statutory 
sectors.  It recognises the inherent value of 
multidisciplinary teamwork and identifies the 
need for developing training standards and 
education to underpin the team approach 
in meeting consumer needs.  This approach 
involves a patient focus and user involvement.  A 
similar approach is illustrated by the maternity 
lead carer model (see Appendix 2) (Health 
Workforce Advisory Committee, 2002b; Ministry 
of Health, 1996).  The strengths associated with 
the use of a community-based model within 
mental health service development is that it 
taps into the wealth of talent, expertise and 
altruism that conventional mainstream methods 
of service delivery under-utilise (Mental Health 
Commission, 2001b). 

2.5.1.2. Workforce development   
    and management
Literature suggests that workforce development 
and planning is key to ensuring accessibility 
to hard to reach groups (Barwick, 2000) and 
appropriate workforce planning and strategies 
can generate enormous efficiency gains (Chen 
et al.2004).  

There are a number of international frameworks 
that have been established to deal with 
workforce development and planning.  A useful 
example developed in Canada is ‘the Canadian 
framework’.  This was designed for the public 
health sector and proposes a building block 
approach to strengthening the public health 
workforce for the 21st century (see Appendix 3).  
This approach requires that the public health 
sector assemble all the pieces required, to 
support the right mix of public health providers 
with the right skills, deployed in ways that best 
utilise their expertise.  This framework takes a 
systems-based and needs-based approach to 
human resources, in which planning for public 
health and human resources (PHHR) is driven by 
assessing the population’s public health needs 
(rather than past utilisation trends), as well 
as the needs or requirements of the different 
service models that jurisdictions use to deliver 
public health programmes (Advisory Committee 
on Health Delivery and Human Resources and 
Advisory Committee on Population Health and 
Health Security, 2005).

In New Zealand, based on De Geyndt’s 
workforce model (2000 as cited in HWAC, 
2002b), the three major components of 
workforce development include:

1) planning for the quantity and configuration 
of the workforce

2) educating and training to ensure the quality 
of the workforce

3) managing to ensure the performance 
and retention of an appropriately trained 
workforce (De Geyndt, 2000 as cited in 
HWAC, 2002b).  

Management of the workforce in this country 
occurs at two levels.  Firstly, central agencies 
such as the MoH and regulatory bodies set 
policies at the macro level, and secondly, DHBs 
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and other providers (public and private) deal 
with operational matters (Health Workforce 
Advisory Committee, 2005a).  Internationally, 
De Raad (1998) notes that employers are an 
important management group since they will 
shape and direct decisions made in the labour 
health market.  This author also shows that 
central forms of workforce planning have been 
ineffective and argues that health service 
providers need to be able to access or develop 
the skills and knowledge to match the different 
ways in which health and disability services 
are best managed and delivered, and to keep 
abreast of changes in clinical practice and 
technology.  This claim is particularly important 
to management since empirical studies show 
that 30–70% of the tasks undertaken by general 
practitioners can be done, and sometimes are, 
by nurse practitioners and ‘physician extenders’ 
at the same level of quality and patient 
satisfaction and at much lower cost (Richardson 
and Maynard, 1995 as cited in DeRaad, 1998).

Chen et al. (2004) identifies three core 
objectives of workforce management that bring 
together health and educational sectors for 
improved performance: 

1)  coverage 

2)  motivation 

3)  competence.  

Coverage strategies promote numeric adequacy, 
appropriate worker skill mixes and outreach to 
vulnerable populations.  Motivation strategies 
focus on adequate remuneration, positive 
work and career environments and supportive 
health systems.  Competence is developed via 
appropriate attitudes and skills education, 
training for continuous learning, cultivating 
leadership, entrepreneurship and innovation.  
Chen et al. (2004) states that these efforts are 
needed to build national capacity and progress 
and setbacks need to be monitored for making 
mid-course corrections to these objectives (see 
Appendix 4) (Chen et al.2004). 

With regard to the Pacific population in New 
Zealand, the need for increased capacity 
within the health workforce and training for a 
competent and sufficient Pacific mental health 
workforce is well documented (Mental Health 
Commission, 2001b; Ministry of Health, 2004a; 

Ng Shiu, 2007).  Evidence within the mental 
health sector suggests that, since there are 
many Pacific health workers employed in non-
regulated roles, there is a clear need for a 
Pacific Mental Health Workforce Development 
Organisation (PMHWDO) that allows for 
capacity building and continues to develop the 
strengths of this workforce.  Kirk et al. (2006) 
explored the feasibility of such an organisation 
and found that, in order for PMHWDO to be 
effective it requires the following: 

1) a focus on empowering Pacific consumers 
and families

2) a focus on actively recruiting and retaining 
Pacific workers

3) a focus on effective training strategies

4) a focus on developing Pacific mental health 
managers and leaders

5) a relevance to current mental health 
practices

6) the capability to  secure sustainable core 
funding (Kirk et al.2006).

2.5.1.3. The New Zealand Health   
    Strategy
Workforce development and planning of the 
non-regulated workforce has been a relatively 
recent phenomenon in New Zealand.  Only 
within the mental health sector has there been 
a significant amount of work conducted to 
develop the non-regulated workforce.  Several 
New Zealand strategies have some focus on 
the non-regulated workforce.  These include 
the New Zealand Disability Strategy (2001), 
the Primary Health Care Strategy (2001), the 
Pacific Health and Disability Action Plan (2002), 
Health of Older People Strategy (2002), He 
Korowai Oranga – Maori Health Strategy and 
Te Tahuhu 2nd Mental Health Plan (2005) and 
Te Uru Kahikatea – Public Health workforce 
development plan.  In addition, the District 
Health Board of New Zealand (DHBNZ) has 
identified eight priorities that are crucial to 
sustainable health workforce development 
and, of these, the non-regulated workforce 
and Pacific health workforce are identified as 
important groups (Acqumen Quality Solutions, 
2006).   
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The New Zealand Health Strategy provides 
the framework within which DHBs and 
other organisations across the health sector 
will operate.  It highlights the priorities the 
government considers to be most important, 
which includes reducing inequalities in health 
(Ministry of Health, 2002).  The government 
seeks to reduce inequalities in health status by 
ensuring accessible and appropriate services for 
all New Zealanders, including Maori and Pacific 
peoples (Ministry of Health, 2002).  

2.5.1.4. Pacific peoples workforce   
    development 
Workforce development is defined as any 
initiative that influences entry to and exit from 
the health and disability sectors (i.e. education, 
training, skills, attitudes, rewards and the 
associated infrastructure) (Health Workforce 
Advisory Committee, 2003a).  

In New Zealand, there is clear recognition of 
the need to increase capacity and capability 
of Maori and Pacific public health workforce 
(Potter, Ley, Fertman, Eggleston, & Duman, 
2003).  A number of government documents 
show a commitment to Pacific workforce 
development.  For example:

•	Pacific provider development and workforce 
development is priority 4 of the Pacific 
Health and Disability Action Plan (2002) 
(Ministry of Health, 2005a).  The related 
goal is ‘to develop a competent and 
qualified Pacific health and disability 
workforce that will meet the needs of Pacific 
peoples’.  The plan contains objectives and 
actions for Pacific workforce development to 
achieve this goal (Ministry of Health, 2002).  
Workforce goals from the Plan have been 
progressed through the development of 
the Pacific Health and Disability Workforce 
Development Plan (Ministry of Health, 
2004).

•	The Pacific Provider Development Fund 
Purchasing Strategy (PPDF) seeks to increase 
the accessibility and effectiveness of 
health services for Pacific peoples.  PPDF 
funding seeks to improve access to health 
services for Pacific peoples by assisting the 
development of Pacific health providers and 

the Pacific health workforce.  A key objective 
of the PPDF is to develop a competent and 
qualified health workforce that will meet 
the needs of Pacific peoples.  Given that a 
tertiary qualified workforce is considered 
a priority by the MoH, funding is available 
for providers of Pacific staff to undertake 
relevant training.  Pacific leadership 
development is a key component of Pacific 
workforce and provider development.  This 
ministry funding also supports Pacific health 
workforce awards purposed to develop a 
tertiary qualified Pacific health workforce 
(Ministry of Health, 2005a).  The CMDHB 
Pacific Return to Nursing programme has 
50 fully funded places for trained Pacific 
nurses to study to become practicing 
registered nurses in New Zealand. There 
are two phases to the programme: the 
first phase (15 weeks) focuses on assisting 
students with passing their IELTS.  The 
second phase (10-12 weeks) focuses on 
clinical competency.  In 2008, 32 nurses 
were completing the training and 14 had sat 
their IELTS tests (Ministry of Health, 2008).

An evaluation recently conducted on the 
PPDF reveals that it is an important source of 
funding for most Pacific providers’ capacity and 
capability development (CBG Health Research 
Ltd, 2007).

Pacific workforce development requires a 
trained, experienced and culturally competent 
Pacific mass of professional people, both 
clinical and non-clinical, specialist and non-
specialist, community and institution based, 
who are capable of delivering services across 
the entire health and disability support 
sectors.  Within the mental health sector, 
developing a sustainable workforce is said to 
involve implementing proactive practices of 
recruitment, retention and training of Pacific 
peoples at all levels, promoting a culture of 
learning and also Pacific cultural competency 
standard development and training (Mental 
Health Commission, 2001b; Ministry of Health, 
2002).
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2.6 Service Delivery Model Approaches
Although no single CHW model is applicable 
to all communities and circumstances, there 
are studies that have identified common 
characteristics of successful programmes.  
Success is measured by completion of 
programme objectives, sustainability or impact 
on healthcare access, cost and quality (Witmer 
et al.1995).  Other elements of successfully 
funded, sustainable CHW programmes include 
having a mandate or mission, identification of 
specific healthcare needs, a big picture view, 
an individual or small group of champions, 
solid outcomes and targeted training (Dower et 
al.2006).  

In addition, a review by Barwick (2000) of 
almost 100 British studies identified that the 
following key programme characteristics are 
important to health outcomes and effectively 
increasing access to care:  

  1)  a systematic and intensive approach

  2)  multifaceted delivery 

  3)  a multidisciplinary approach, where there 
is collaboration between agencies and/or 
between lay and professional groups

  4)  face-to-face interaction

  5)  consideration of whether group or individual 
strategies are more appropriate to achieve 
their objectives

  6)  consideration of the setting within which a 
programme is to be delivered

  7)  needs assessment to inform intervention 
design

  8)  the implementation of culturally appropriate 
interventions  

  9)  recognising the importance of the ‘agent 
delivering the intervention’ – whether it be 
health professional, education professional, 
outreach worker, ethnic health worker, 
volunteer or peer educator

10) tailored support material for their purpose,

11) recognition that information alone is often 
insufficient

12) utilising prompts or personal reminders to 
encourage people to use services or keep 
appointments (Barwick, 2000).

These characteristics are similar to those 
identified in the Pacific and mental health 
models of care.17  Similarly, the MoH has 
identified nine best practice principles 
regarding interventions.  They conclude that any 
intervention should:

1)  not make inequalities worse

2)  increase people’s control over their own lives

3) actively involve users of health services and 
communities

4)  favour the least advantaged

5)  take a comprehensive approach, targeting 
individuals, whanau population groups and 
the environment

6) foster social inclusion and minimise 
stigmatisation

7)  be effective both in the short and long-term

8)  adapt to changing circumstances 

9)  work with and build the capacity of local 
organisations and community networks 
(Ministry of Health, 2002a).

17 Discussed in more detail in section 2.6.2
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2.6.1  A move towards a team-based, multidisciplinary,
 inter-sectoral approach
Traditionally, models of clinical practice have 
focused on developing the workforce as a series 
of discrete occupational groups.  Past models 
of clinical practice and provision of healthcare 
have not achieved the desired effects with 
increasing disparities amongst ethnic groups 
(Ministry of Health, 2006a).  There have been 
increasing expectations for a new public health 
movement calling for new models of clinical 
practice. 

Previous health workforce structures are not 
an adequate guide to direct us into the future 
since emerging technologies generate new and 
different mixes of competency requirements 
(Health Workforce Advisory Committee, 
2002a).  HWAC (2002a) argues that new 
methods to foster and facilitate positive 
working relationships between different services 
and different groups of health practitioners 
are required to achieve integrated patient-
centred care.  Scopes of practice can vary 
within and between occupational groups and 
these arrangements may be setting-specific.  
Regardless, these differential scopes should 
be clearly understood by all concerned.  
Interaction between health workers from 
different occupational backgrounds will usually 
be complementary, but some role extension 
for various health practitioner groups may be 
feasible in situations where efficiency gains can 
be made without sacrificing quality standards, 
including patient/consumer satisfaction (Health 
Workforce Advisory Committee, 2002a).

There has been a global shift from individual-
practitioner practice towards team-based 
service delivery, which is multi-disciplinary in 
nature.  These multi-disciplinary team based 
approaches (MDTs) are required if working 
in a more patient-centred manner and across 
primary, secondary and community-based care 
settings (Health Workforce Advisory Committee, 
2002a).  As a result, professional roles in many 
healthcare systems are changing to meet 
increasing demands for care.  The boundaries 
between professional groups have become 
blurred, and this has implications for the roles 

18 Disciplinary silo refers to separate professional   
    groupings.

of others working with them, in particular 
for assistants (i.e. non-regulated workers) 
to professional groups (Chang et al., 2000; 
Spilsbury & Meyer, 2004). 

In New Zealand, there is an ongoing evolution 
of public health theory and practice from a 
vertical approach to disease prevention and 
control through public health services, to an 
integrated approach that is strongly based 
on inter-sectoral collaboration, working with 
communities and comprehensive programmes 
across all of society (Ministry of Health, 2003b).  
HWAC has deliberately moved away from the 
traditional disciplinary silo18 workforce planning 
approach to a person-centred approach, with 
an emphasis on interdisciplinary development 
around people’s health needs.  Complementing 
this, the committee has also adopted a systems 
approach, which considers the systems that 
influence the work environment and workforce 
education (Health Workforce Advisory 
Committee, 2002a).
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2.6.2 Ethnic specific  services
For many who have migrated from the Pacific 
and who have not been through the Western 
based education system, a barrier to accessing 
information and services is the inability to 
understand or speak English.  Making available 
healthcare providers who are from the same 
ethnic group (or who can speak the same 
language as a population facing barriers to 
access of health services), is cited as a highly 
effective strategy for improving provision of 
services to underserved groups (Barwick, 
2000; Betancourt, Green, Carrilo, & Ananeh-
Firempong, 2003; Clough et al., 2002; Robinson 
et al., 2006).

There are strong arguments that support the 
provision of ethnic specific healthcare services, 
and that services run ‘by Pacific for Pacific’ give 
the most benefit to Pacific health consumers.  
Consultation with Pacific communities in New 
Zealand since the mid-1990s has shown a 
consistent preference for ‘by Pacific for Pacific’ 
models of care and service provision and the 
opportunity to access Pacific services whenever 
possible (Health Workforce Advisory Committee, 
2002b; Malo, 2000; Ministry of Health, 2003b).  
The Mental Health Commission (2001) argues 
that stronger community-owned Pacific mental 
health service provision would also lead to 
better use of hospital-based and specialist 
mental health services due to greater individual 
and family awareness of services that effective 
community involvement would generate (Mental 
Health Commission, 2001).  

In a workforce projection report conducted by 
the CMDHB (considering the ramifications of 
growing and developing a Pacific workforce), 
it was suggested that one third to one half of 
Pacific consumers might elect to be treated 
by a Pacific worker given the choice (Counties 
Manukau District Health Board , 2006a).  The 
Pacific Mental Health community, supported by 
the MoH and the Mental Health Commission, 
are adamant that community-based care 
will deliver greater mental health outcomes 
for Pacific communities (Pulotu-Endemann, 
Annandale, & Instone A, 2004).  Despite this 
evidence, it is recognised that not all Pacific 

people have preferences for services and 
treatment by someone from their own ethnic 
group (Counties Manukau District Health Board, 
2006).

Opinions on the definition of a Pacific mental 
health service vary.  Some will argue that there 
is no simple definition of a Pacific mental health 
service.  The concept of a ‘Pacific’ service is 
a generic one, yet it must be recognised that 
Pacific peoples are diverse in culture, language 
and background.  Currently Pacific providers 
are developing their own models of Pacific 
health service delivery (including mental health 
services) according to local needs and priorities.  
Pacific services may operate in a range of 
settings.  They may be delivered in Pacific NGOs 
or be delivered by Pacific teams in mainstream 
settings (Mental Health Commission, 2001b).

A definition by MoH of a Pacific provider is, 
“one that is owned and governed by Pacific 
people and is providing services primarily but 
not exclusively for Pacific people” (2005a, p. 6).  
There is a distinction between Pacific-governed 
Pacific services and those Pacific services 
located within a mainstream organisation.  
Those within mainstream organisations operate 
within the governance of that organisation and 
do not meet the definition of a Pacific provider. 

The Mental Health Commission (2001) notes 
that for Pacific NGOs and the DHBs there are 
some key elements that need to be considered 
when determining whether a service can be 
called a Pacific service:  

•	service delivery that is culturally appropriate 
for Pacific people

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

•	the philosophy of the service is based on 
Pacific values and beliefs

•	the service is based on Pacific models of 
health or models of health that encompass 
Pacific beliefs and values

•	Pacific people are involved in the 
governance and management of the service

•	Pacific people provide a significant number 
of the staff and health professionals (Mental 
Health Commission, 2001b).
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If one or more of these key factors is absent then 
a service cannot be considered a Pacific service 
(Mental Health Commission, 2001b).  For many 
Pacific services, the mode of governance is 
either an NGO or DHB.  While expectations for 
both NGO and DHB services are similar, there 
are differences relating to infrastructure and 
organisational development needs (Annandale 
& Richard, 2006; Suaalii-Sauni & Samu, 2005).  

A study looking at a case-mix classification 
for mental health services was conducted by 
Pulotu-Endemann et al. (2004) with DHBs and 
two Pacific teams within mainstream services.  
This study was the first of its kind.  Despite 
limitations, the study identified that Pacific 
people expected mental health services to be 
culturally safe by way of acknowledging their 
belief systems and reflecting a holistic approach 
to wellness.  Many Pacific people also preferred 
to be treated by staff who understood their 
culture and belief systems.  It also identified 
that Pacific people are not accessing mental 
health services to the extent that might be 
expected.  The pattern shown was that Pacific 
people presented late with acute conditions.  
Evidence also strongly indicated that services 
need to be in the community and provided ‘by 
Pacific for Pacific’.  These findings support the 
need  for more research  to be undertaken  in 
the development of appropriate models of care 
for Pacific mental health consumers (Pulotu-
Endemann et al.2004).  

Similarly, a U.S. comparative study on Asian 
American clients using ethnic-specific and 
mainstream mental health services identified 
that better treatment outcomes were found 
for clients using ethnic-specific services (even 
after controlling for certain demographics, pre-
treatment severity, and diagnosis).  The average 
cost of providing the ethnic-specific services 
was generally higher than for mainstream 
programmes, but clients tended to utilise these 
more.  There was no such relationship between 
usage and outcomes for mainstream services 
(Lau & Zane 2000 as cited in Barwick, 2000). 

Another New Zealand study by Davies et al. 
(2005) compared Pacific patterns in accessing 
primary healthcare and visits to doctors 
and found that Pacific patients attending 
community-governed non-profit providers 

received much higher levels of service than 
those at private GPs.  This study also found 
that visits lasted longer, more treatment items 
were provided (both prescription and non-
prescription) and referral rates were higher.  
This identifies that the levels of service recorded 
for private GPs were unexpectedly low, although 
private GPs saw more patients on average than 
the community-governed non-profit providers 
(Davies et al.2005).

Mainstream services have also identified the 
benefits associated with having Pacific staff 
(Malo, 2000).  Malo (2000) identifies that 
mainstream providers perceive that access to 
Pacific mental health support workers has greatly 
improved service delivery.  In addition, anecdotal 
evidence suggests high levels of Pacific consumer 
satisfaction and mental health gains as a direct 
result of access to Pacific support workers.  It is 
perceived that these workers have considerably 
benefited Pacific service users and assisted 
mainstream providers to better understand the 
needs of those users (Malo, 2000; Mental Health 
Commission, 2001b).  

Despite these findings, Pulotu-Endemann et 
al. (2004) claims that there is an insufficient 
number of Pacific specific community-based 
mental health services to meet service users’ 
demands.  This means that mainstream services 
must improve in order to meet the needs of 
Pacific people.  Specialist services must be able 
to provide culturally appropriate treatment 
to Pacific people in cultural or family settings 
where possible for the improvement of the 
inadequacies in health for Pacific peoples.  
These authors also contend that, regardless 
of whether a service is ‘by Pacific for Pacific’ 
or mainstream, it must provide care that 
is appropriate to treat the condition that a 
particular consumer has.  Services must also 
be located close to where consumers live or be 
easily accessible by public transport.  
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2.6.3 Church – a vehicle for promoting health for Pacific peoples

In New Zealand an example of easily accessible 
services are those that are based within church/
faith organisations.  Over the years, these 
organisations have combined missionary work 
with practical work to improve the health, 
education and social conditions of communities.  
They also undertake roles similar to non-
regulated workers, however their rationale 
and the challenges that they confront are 
different.  Nonetheless, they provide services 
to complement the secular providers and are 
worthy of further investigation (Graddy & Ye, 
2006; Lehmann et al., 2004).

The role of the church as a vehicle to promote 
health and wellbeing for Pacific people has 
gained momentum over the years.  Church-
based programmes are increasingly being 
designed to help improve the health of Pacific 
people and many utilise the skills of non-
regulated workers (Barwick, 2000; Ministry of 
Health, 2007; Simmons, Conroy, & Scott, 2001).  
A study by Simmons, Conroy and Scott (2001) 
suggests that these are effective interventions. 
This study was conducted on Samoan church 
congregations in South Auckland.  It aimed 
to look at the impact of health and diabetes 
education and exercise.  Key findings from 
the study demonstrated that there was an 
overall improvement of health, reduction in 
waist circumference and no weight gain in 
the intervention group over a two year period 
as well as increase in diabetes knowledge 
(Simmons et al., 2001).  

Another example of church based initiatives is 
the Health Promoting Church Project (HPC) (a 
community based/community action initiative 
aimed at promoting healthier lifestyles in the 
church setting).  The project has been piloted 
as a partnership between the Pacific Islands 
Heartbeat (the Pacific health promotion arm 
of the National Heart Foundation of New 
Zealand) and two Samoan churches in South 
Auckland.  It aims to assess the appropriateness 
and effectiveness of the church setting as a 
vehicle for delivery and promotion of heart 
health messages.  Project components include 
heart health education programmes focusing 
on nutrition/cooking demonstrations, physical 
activity and awareness of heart disease, 
providing resources, training and support for 
church health workers.  Twenty-five churches 
in Auckland and five churches in Wellington 
are involved in the HPC project to-date.  These 
groups are maintaining their healthy lifestyle 
activities under the leadership of their church 
ministers and trained team (Komiti) members.  
The Pacific Islands Heartbeat provides support 
through regular contact and ongoing training 
opportunities for Komiti members (Pacific 
Heartbeat Foundation.n.d).
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2.7 The Effectiveness of Non-Regulated Health 
Workers 

The effectiveness of non-regulated workers to 
the health sector can be assessed by the impact 
that these individuals have on healthcare 
access, client/patient responsiveness and 
perceived quality of care, improved health 
outcomes and costs.  Several studies validate 
the role of CHWs in improving the health 
of those they care for (Andrews et al.2004; 
Barwick, 2000; Brach & Fraserirector, 2000; 
CBG Health Research Ltd, 2005; Dower et 
al.2006; Grayson, Horsborough, & Lennon, 
2006; Hadley & Maher, 2000; Lam et al., 2003; 
Lehmann et al., 2004; Levine et al., 2003; 
S. A. Lewin et al., 2006; S. A. Lewin, Dick, J., 
Pond, P., Zwarenstein, M., Aja, G., van Wyk, 
B., Bosch-Capblanch, X., Patrick, M, 2005; 
Ministry of Health, 2006b; Primoro et al.2006; 
Pulotu-Endemann et al., 2004; Schmeller, 1998; 
Schulz et al., 2001; Swider, 2002; Thomas et 
al., 1998; Tse et al., 2004; Wagner, Engelstad, 
McPhee, & Pasick, 2007; Walker & Jan, 
2005).  International literature describing the 
effectiveness and impacts of non-regulated 
heath workers is discussed within the following 
sub-sections:

•	increased access

•	increased client knowledge

•	behaviour change

•	improved health outcomes

•	cost effectiveness

•	other outcomes.

2.7.1 Increased access 
There are conceptual and methodological issues 
in measuring access to care with the main 
concern being that various measures are used 
across different studies.  Barwick (2000) argues 
that the traditional method of measuring access 
(i.e. focusing only on one’s ability to enter the 
health system) requires supplementary efforts 
to measure whether or not individuals have 
access to effective and appropriate healthcare.  
Notwithstanding these issues, it is important to 
illustrate studies that have addressed the role of 
non-regulated workers in this area.

Barwick’s (2000) study showed that lay 
workers who have the trust and respect of their 
communities can facilitate access for other 
health professionals and services (Barwick, 
2000).  Brach and Fraserirector also found that 
members of minority communities were used 
to reach out to other community members, as 
well as to provide direct services such as health 
education and primary care.  These members 
were known and respected by the community 
and were mandated to act as liaisons and 
guides to the health system.  They effectively 
introduced individuals (who had not previously 
sought care) to health services, provided 
cultural linkages, overcame distrust and 
contributed to clinician-patient communication 
that worked to increase the likelihood of patient 
follow-up.  These members were also able to 
provide cost-effective health services to isolated 
communities that previously had little access 
(Brach & Fraserirector, 2000).  Consistent with 
these studies, the CBG Health Research (2005) 
showed that CHWs successfully overcame many 
of the intangible barriers to access by building 
trust and relationships with marginalised clients 
(CBG Health Research Ltd, 2005).

In the U.S. an integrative analysis of 24 studies 
by Andrews et al. (2004) identified that CHWs 
improved access for ethnic minority women to 
prenatal care, mammography screening, pap 
testing, sick-child visits, pre- and postnatal care, 
STD testing, smoking cessation programmes 
and maternal-child health visits (Andrews et 
al.2004).  Also, a literature review by Swider 
(2002) examining the effectiveness of CHWs 
in community health promotion and disease 
prevention efforts, identifies a plenitude of 
studies acknowledging the effectiveness 
of CHWs on increasing access to care, 
particularly in hard-to-reach, low income and 
ethnic minority populations.  The review also 
illustrated outcomes in the areas of increased 
health knowledge, improved health status 
outcomes and behavioural change, with some 
demonstrating inconclusive results.  Some of 
the studies in Swider’s (2002) review illustrate 
the effectiveness of CHWs on increasing 
mammogram rates amongst low-income 
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African American women and increasing 
Vietnamese women’s recognition, receipt 
and maintenance of pap tests, clinical breast 
exams and mammograms.  Interventions that 
influenced these positive behavioural changes 
were CHW educational sessions, health fairs 
and distribution of culturally appropriate 
health education resources in local GPs.  It 
is suggested that, whilst mass media is 
appropriate for raising awareness, multiple 
face-to-face CHW contacts are required for 
behavioural change.  Another study examining 
the effectiveness of CHWs on helping low-
income women access care for basic screening 
services such as mammography and pap tests 
found that the CHW group had higher rates of 
screening follow-up for those who were overdue 
for screening, across age and insurance status 
(Swider, 2002).  

2.7.2 Increased client    
  knowledge
Five studies analysed by Andrews et al. (2004) 
showed positive outcomes in participant 
knowledge following CHW interventions.  For 
example, a study on Latino farm-working women 
found that they had increased knowledge about 
general health practices; Cherokee and Lumbee 
women had increased knowledge of cervical 
cancer; African-American women reported 
knowledge of diabetes-related self-care priorities 
and African-American and Hispanic homeless 
women showed increases in AIDS knowledge 
as a result of CHW educational interventions.  
Two studies that did not show improvements in 
knowledge change had several limitations such 
as high attrition rates, small sample sizes and a 
lack of standardised instruments.

Two studies assessed the effectiveness of 
CHWs in increasing client knowledge in 
relation to health maintenance and disease 
prevention.  One study group were newly 
diagnosed diabetics who were all attending a 
diabetic education seminar/workshop.  CHWs 
were found to be effective in keeping clients 
in this programme thus leading to increased 
knowledge, changes in health behaviours and 
improvement in health status (Corkery et al. 
1997 as cited in Swider, 2002).  The other study 
documented knowledge improvement and 

decreased needle and sexual risk behaviours 
among those receiving the CHW intervention in 
a population at risk for HIV (Birkel et al., 1993 
as cited in Swider 2002).

A study by Brach and Fraserirector (2000) found 
that CHW intervention led to improvements 
of breast screening practices and a higher 
retention in patient education programmes, 
increased follow-up and better cervical cancer 
knowledge and screening practices.

A University of Auckland Pacific SIDS (Sudden 
Infant Death Syndrome) prevention programme 
employed community SIDS educators whose 
roles included community consultation, raising 
awareness and printing of materials.  The use 
of community SIDS educators was noted as 
enhancing community participation as well as 
awareness.  It was also noted that the most 
efficient and culturally appropriate strategy 
to advance SIDS awareness in the Pacific 
community was to train CHWs from different 
language groups.  A total of 30 participants 
were recruited and trained using a unique and 
pioneering training approach (Finau, Finau, 
Fuamatu, & Tukuitonga, 2003).  

2.7.3 Behavioural change 
In the integrative studies looked at by Andrews 
et al. (2004), five found that, following CHW 
educational interventions, clients showed 
positive behaviour change.  For example, 
weight loss was observed in a church-based 
African-American population and a longer 
duration of breast feeding was found amongst 
African-American women who received CHW 
interventions.  Also, reductions in non-injection 
drug use and the number of multiple sexual 
partners, and an increase in contraceptive 
use with homeless ethnic minority women was 
identified, as well as an increase in physical 
activity in African-American women with Type II 
diabetes (Andrews et al., 2004).  

Other studies reviewed by Swider (2002) 
confirm via self-reports that CHW interventions 
have a positive impact on changes in behaviour.  
For example, changes in HIV risk behaviours 
and recruitment of people from hard-to-
reach communities into smoking cessation 
programmes have been observed.
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Noel (2005) explored the effectiveness of 
utilising health educators charged with 
promoting larval control of Aedes aegypti, the 
vector of dengue fever in New Caledonia.  These 
health educators hired for their communication 
abilities were given training about dengue fever 
and in communications, and they were then 
supported and assessed right through to the 
end of the programme.  A two-part assessment 
made it possible to verify the quality of the 
agents’ work and its impact on the population’s 
behaviour towards larval breeding areas over 
time.  Results showed a significant decrease 
in the percentage of dwellings with potential 
breeding areas after the health educators’ visits, 
an impact that was maintained at least three 
weeks later (Noel, 2005).

2.7.4 Improved health    
  outcomes 
Positive changes in health status are the 
ultimate objective of all health interventions.  
Such changes have been identified in CHW 
interventions (Primoro et al.2006; Schmeller, 
1998) and, whilst it is not possible to explore 
all interventions, some examples are provided 
below that demonstrate the effectiveness of 
CHWs in this regard.

Swider (2002) identifies three studies that 
document positive health outcomes.  Two 
studies examined CHW effectiveness on child 
health outcomes in low-income families.  A study 
of pregnant women with a family history of 
the genetic disorder PKU19 demonstrated that 
the active involvement of a CHW significantly 
influenced participation in the study and led to 
improved health outcomes.  The study found 
statistically significant increases in standardised 
measures of infant head circumference at 
birth and infant development scores, as well 
as a decrease in time required for the mothers 
to achieve metabolic control.  Similarly, in 
the review conducted by Lewin et al., (2005), 
CHWs were found effective in promoting 
immunisation uptake and improving outcomes 

19  PKU stands for ‘phenylketonuria’ which is a genetic 
disorder. It is a rare condition in which the body does 
not properly break down (or metabolise) an amino 
acid called phenylalanine. PKU is inherited and passed 
down through families.

for acute respiratory infections and malaria, 
when compared with usual care.  There were 
also promising benefits of CHW interventions 
in increasing breastfeeding and in decreasing 
death in the elderly through home care services 
(Lewin et al.2005). 

Swider (2002) also identifies that CHW home 
visits and education to low-income African-
American families with infants suffering 
from non-organic failure to thrive resulted 
in significant growth increases and fewer 
decreases in language development.  In 
addition, these children were exposed to a 
more child-centred environment than other 
intervention groups.  Another study reviewed by 
Swider (2002) of homeless mentally ill clients 
showed that, of two community interventions, 
the one provided by a CHW resulted in a 
significant decrease in psychiatric symptoms 
compared with traditional case management.  

A study in the U.S. looked at the effect of a 
bicultural CHW on the completion of diabetes 
education in an inner-city Hispanic population.  
It evaluated the impact of the programme on 
patient knowledge, self-care behaviours and 
glycaemia control.  It found that there were 
improved rates of programme completion 
and improved patient knowledge, self-care 
procedures and glycaemia control amongst 
those patients in the group managed by the 
bicultural CHW, resulting in improved health 
outcomes (Corkery et al., 1997 as cited in 
Barwick, 2000).  

In a New Zealand study, the role of a diabetes 
midwifery educator20 in a pregnancy service at 
Middlemore hospital revealed improved health 
outcomes.  Overall, the introduction of this role 
was associated with substantial reductions in 
resource utilisation with an improvement in 
glycaemic control and postnatal follow up.  In 
particular, these included the reduced use of 
insulin therapy, maternal glycaemia and total 
pregnancy length of stay.  Birth weight and the 
proportion receiving Caesarean delivery were 
found to be low and the proportion starting 

20  The Diabetes midwifery educator combined the role 
of practising mid-wife and diabetes educator. The 
role included home visiting, telephone stabilisation, 
diabetes education and pregnancy/postnatal 
midwifery support.
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insulin as outpatients and returning for oral 
glucose tolerance tests increased (Simmons et 
al., 2001). 

2.7.5 Cost effectiveness 
The involvement of CHWs in programmes and 
interventions are often touted as more cost-
effective and are also seen to be more apt in 
accessing hard-to-reach communities than 
regulated health professionals.  In comparison 
with other healthcare providers, CHWs are 
relatively inexpensive to train, hire and supervise 
(Andrews et al.2004; Lehmann et al.2004; 
Swider, 2002; Thomas et al.1998; Walker 
& Jan, 2005; Witmer et al.1995).  Because 
of this, CHWs are expected to improve the 
overall coverage of services as well as equity 
(i.e. increased service use by marginalised 
communities).  Despite these views, there is 
limited data on the cost effectiveness of CHW 
programmes to confirm these claims (Dower 
et al.2006; Walker & Jan, 2005; WHO, 2007). 
While some studies demonstrate the cost-
effectiveness of CHWs, it is important to note 
that cost-effective analyses: 

“…miss key elements of CHW programmes 
that do not lend themselves to economic 
analysis, such as altruism, volunteerism, 
community norms, reciprocity and duty, 
and these tend not to be reflected well in 
estimates of cost-effectiveness and hence 
are insensitive to a range of social benefits 
(including community mobilization), which 
often constitute the strength of CHW 
programmes.” 
(WHO, 2007, p. 2) 

Notwithstanding this, examples below 
demonstrate, at least at a micro-level, the cost-
effectiveness of CHW programmes.

Two studies in the review by Andrews et al. 
(2004) showed improved outcomes and reduced 
costs related to the use of CHWs.  One study 
explored the use of community health aides 
with native Alaskan women living in remote 
villages.  In terms of cost-effectiveness, the 
use of CHWs was found to provide direct pap 
and sexually transmitted disease testing within 
their own villages, which meant that travelling 
costs were not incurred for both the CHWs 

and clients.  Also, highly trained clinicians did 
not have to travel to the villages in order to 
perform pap tests (Sox, Dietrich, Goldman, & 
Provost, 1999).  The other study by Barnes-Boyd 
(2001) compared two infant mortality-reducing 
programmes with African-American families 
living in Chicago.  In comparison to a nurse-
led team, the results of the CHW intervention 
team found that infant health problems and 
developmental levels were equivalent to the 
nurse-led programme, but significantly more 
infants were fully immunised at 12 months.  This 
result highlights the potential to achieve desired 
outcomes in a cost-effective manner (Barnes-
Boyd, Fordham, & Nacion, 2001). 

The cost-effectiveness of CHWs is also noted 
in a 1997 study by Wlkinson, Floyd and Gilks.  
The study illustrated that the cost to both 
health service and patient can be greatly 
reduced by using community-based directly 
observed therapy (short course) (DOTS) for 
tuberculosis in South Africa (Wilkinson, Floyd, 
& Gilks, 1997).  This strategy was found to 
be more cost-effective than hospitalisation or 
sanatorium care.21  Similarly a study led by Floyd 
compared strategies for new smear-positive 
pulmonary patients and for new smear-negative 
pulmonary patients.  These strategies differed 
in healthcare hospital and community-based 
settings.  The authors conclude that there is 
a strong economic case for community-based 
interventions (Floyd, Skeva, Nyirenda, Gausi, & 
Salaniponi, 2003).  

Although the above studies demonstrate the 
cost-effectiveness of non-regulated workers, 
there are other studies that show costs do not 
differ between the use of CHWs and other 
health professionals (Swider, 2002).  

Measures of cost-effectiveness is difficult and 
many authors advocate the need for further 
work in this area with comprehensive measures 
of both costs of care and costs avoided through 
prevention (Lehmann et al.2004; Swider, 2002). 

21  However when compared to routine self administration 
of treatment at home, there was no assurance that 
DOT had any quantitative effects on cure or treatment 
(Volmink & Garner, 2006)
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2.7.6 Other outcomes
Besides effectiveness in increasing access to 
health services, increasing client knowledge, 
behaviour change and improved health 
outcomes, evidence (qualitative data and 
process evaluations) also suggests that CHWs 
promote social support, cultural competence 
and are found to improve quality of life 
(Andrews et al.2004; Primoro et al.2006).

CHWs are considered to have inherent skills 
that other health professionals may lack, such 
as cultural knowledge and experiences with 
the community.  On this premise, they are 
seen to provide culturally specific emotional 
support (i.e. listening, showing trust and 
concern), informational support (i.e. providing 
advice, suggestions, directives and referrals), 
and appraisal support (i.e. giving affirmation 
and feedback).  CHWs are also able to 
assist in accessing unused resources within 
the community.  Cultural knowledge allows 
CHWs to develop important capacities to 
provide culturally competent information and 
interventions (Eng & Young 1992 and Flax & 
Erp 1999 as cited in Andrews et al. 2004).  In 
addition, they are shown to be effective in 
collecting data from consumers in an efficient 
and reliable manner (Clough et al., 2002; 
O’Shea et al., 2007).  With the right training, 
CHWs are also able to address both lay and 
biomedical models and to help bridge gaps 
between these (Eng & Young 1992 and Flax & 
Erp 1999 as cited in Andrews et al. 2004).  In 
other words, CHWs, as connectors between the 
healthcare consumers and providers, are able to 
translate health and system information into the 
community’s language and value system (Giblin, 
1989; Witmer et al.1995).  

There is also a renewed interest in the potential 
contribution of CHWs to child survival.  In 
several trials, there have been reductions 
in child mortality particularly through case 
management of ill children by these types of 
community interventions. However, CHWs are 
“…not a panacea for the weak health systems. 
They will need focussed tasks, adequate 
remuneration, training, supervision, and the 
active involvement of the communities in which 
they work in.” (Haines et al., 2007, p. 2121)

2.8 Workforce Training 
and Developmental 
Pathways

Advocacy for CHW and indigenous worker 
training and developmental pathways is not a 
new phenomenon.  Much literature documents 
the need to provide opportunities for continuing 
education, professional and cultural recognition 
and career advancement (Giblin, 1989; Mack, 
Uken, & Powers, 2006; Sibthorpe, Becking, & 
Humes, 1998; Witmer et al., 1995).  

As Kash, May and TaiSeale (2006) state, 
“Trained and/or certified community 
health workers are a potential new and 
skilled healthcare workforce that could 
help improve healthcare access
and utilisation among underserved
populations.” (p.32)  

These authors assert that access to educational 
scholarships and low-interest loans would 
help foster continuing education and career 
development. 

The goal of workforce training is captured well 
within the Tauawhitia te Wero report which 
conveys that, “Training and education must seek 
to ensure that the right worker is in the right 
place and time to treat, support and care for 
users of mental health and addictions services.” 
(Ministry of Health, 2005c)

2.8.1 Recruitment 
Within the health sector, the need for more 
health workers is clear, but what is less clear is 
how to attract and recruit Pacific workers into 
this area.  While some international studies 
have looked into recruitment strategies for 
minority groups (Avery & McKay, 2006; Hadley 
& Maher, 2000; Rodriguez, 2004; Tipper, 2004), 
the need for more empirical evidence on diverse 
recruitment strategies is warranted (Ng Shiu, 
2007).  Ng Shiu (2007) argues that successful 
recruitment strategies are those that are linked 
to larger systematic workforce development 
models.
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There are three main entry points into public 
health careers: 

1)  through community experience

2)  as school leavers

3)  through other careers (Ministry of Health, 
2006b).   

However, there is no information on what 
factors influence Pacific people to take up non-
regulated health positions or on the aspirations 
of this workforce.  A report by the New Zealand 
Health Workforce Advisory committee (2002b) 
highlights that the main recruitment issue 
facing non-regulated workers in the disability 
sector is poor employment conditions.  This 
refers to earnings of approximately $10 per 
hour, which are stated to attract a workforce 
typified by secondary earners and people 
receiving benefits.  Current welfare benefit levels 
mean many restrict their hours of employment 
to ensure that they are not penalised and lose 
their benefits.  This type of work (support work) 
is often chosen for convenience and as a last 
resort rather than as an active career choice 
(Health Workforce Advisory Committee, 2002b).   

Considerable efforts have been expended on 
attracting more workers through promotion 
of health careers, scholarships and mentoring 
support to Pacific peoples.  

The MoH funds the Pacific Health Workforce, 
Pacific Mental Health Workforce Awards, and 
the Pacific Return to Nursing programme 
(Ministry of Health, 2008).  Under the Pacific 
Health Workforce and Pacific Mental Health 
Workforce Awards, Pacific students studying 
towards a qualification in health and/or mental 
health are supported for one year.  Through the 
Pacific Return to Nursing programme, Pacific 
nurses are supported in their studies to become 
registered and eligible to practice nursing in 
New Zealand (Ministry of Health, 2008).   The 
MoH also has developed a health careers 
booklet as part of the Public Health Workforce 
Development Plan, an initiative designed to 
build New Zealand’s future capabilities in public 
health.  This booklet profiles both non-regulated 
health positions such as health promoters and 
CHWs, and regulated health roles (Ministry of 
Health, 2006b).  

2.8.2 Training
In the U.S., the growing role of the CHW as “a 
member of a multi-disciplinary team engaged 
in culturally appropriate health and social 
services delivery” has led to the consideration of 
appropriate training and possible certification 
of CHWs in many states (Kash et al., 2006: 33). 

A study conducted by Brach and Fraserirector 
(2000) noted that training for community 
health workers varied and could range from less 
than 20 hours to more than 100 hours (Brach 
& Fraserirector, 2000).  Additional literature 
demonstrates that training for CHWs is often 
short, ad hoc and health-specific (Bamisaiye, 
Olukoya, Ekunwe, & Abosede, 1989; Schmeller, 
1998; Thomas et al., 1998).  

A WHO policy brief on CHWs, asserts that 
training should be practice- and competence-
based, and located close to CHWs’ working 
environment.  The brief also notes that training 
materials and activities should be specifically 
developed for CHWs and that continuing (or 
refresher training) is just as important as the 
initial (or orientation) training.  A number of 
studies have found that if regular refresher 
training is not available, acquired skills and 
knowledge will be quickly lost (WHO, 2007).  
Pilcher and Odell (2000) argue that training 
for CHWs needs to include both the medical 
and technical aspects of health, and also cover 
knowledge of environmental, psychological, 
economic, cultural and social factors that affect 
health (Pilcher and Odell, 2000).  

In line with this view, Lehmann, Friedman and
 Sanders (2004) contend, “There must be a study 
of social and behavioural sciences as well as the 
life sciences.  The resulting approach should be to 
create a perspective that is not just orientated to 
curing disease but should see health promotion 
and provision as a social, as much as a biological 
science.” (2004, p. 9-10)

In New Zealand, a potential career development 
framework based on the ‘National Health 
Service Career Framework’ has been developed 
(see Appendix 5).  It is envisaged that the 
traditional structure of workforce roles and 
team configurations will be reshaped to better 
utilise the capacity and strengths of the health 
workforce (Ministry of Health, 2006a).  In 
addition, The New Zealand Institute of Economic 
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Research provides classifications for four types 
of training: 

1) employer provided versus other

2) formal certification

3) generic versus specific skills

4) training content (Pells, Steel, Cox, & NZIER, 
2004). 

Despite these understandings, it is important 
to note that older workers and those on 
atypical contracts often fare badly in terms of 
participation in training.  In addition, the most 
appropriate learning style, length of training 
programme and content of knowledge may 
differ by demographic group (Andrews, Cox, 
Pells & Walton  2006).

Most recently, within the disability support 
workforce in New Zealand, a formal training 
programme has been introduced that begins at 
the foundation level and builds upon existing 
induction and orientation training that all home-
based service providers undertake.  This training 
for support workers has improved knowledge 
and skill sets needed to work with service users 
within the disability sector, and positive impacts 
have been identified on providers, service users 
and non-regulated workers (Health Outcomes 
International, 2008).

The mental health and addictions sector in this 
country identifies various barriers to training 
for Pacific workers, which consist of structural 
as well as personal issues.  One prominent 
barrier is that the cost of undertaking training 
can deter workers from developing a career in 
this sector.  Other barriers include academic 
study costs, lack of academic support at home, 
English language difficulties and ongoing family 
and community obligations (Mental Health 
Commission, 2001b).  Also, the stigma attached 
to the mental health field and the appeal of the 
health sector are thought to potentially inhibit 
training to Pacific students as they consider their 
career aspirations (Ng Shiu, 2007).  

2.8.3 Support and     
  supervision
It is widely acknowledged and emphasised 
that the success of CHW programmes hinges 
on reliable support and supervision.  It is 
equally acknowledged that supervision is often 
among the weakest links in CHW programmes 
(Bamisaiye et al.1989; Lehmann et al.2004; 
WHO, 2007).  Lehmann et al., (2004) note 
that clear strategies and procedures for 
supervision need to be defined at the outset of 
programmes.  Skills need to be taught so that 
health personnel, CHWs and Community Health 
Committee members know what is expected of 
them.  Guidelines for supervision should include 
a list of supervisory activities with the most 
important element of supervision needing to be 
a two-way flow of information.  It is also vital 
that the supervisor acts as an appropriate role 
model  (Lehmann et al.2004; WHO, 2007).

2.8.4 Competencies 
For any health service, the need to provide 
optimal delivery of care involves the right 
provision of care and carer.  It also involves 
the development and integration of cultural 
and clinical knowledge and the application of 
these to health service delivery (Suaalii-Sauni 
& Samu, 2005; Tiatia, 2008).  While clinical 
competencies are set, cultural competencies 
are being developed.  One of the principles of 
the 2002 Pacific Health and Disability Action 
Plan states, “Pacific peoples are entitled to 
excellent health and disability services that are 
co-ordinated, culturally competent and clinically 
sound.” (Ministry of Health, 2002, p.2)

The 2002 Pacific Health and Disability Action 
Plan and the 2004 Pacific Health and Disability 
Workforce Development Plan emphasise the 
need to build culturally competent workers.  The 
goals relating to cultural competency include:

1) developing cultural competency standards 
and training programmes for mainstream 
organisations delivering services to Pacific 
populations (2002 plan)

2)  promoting Pacific models of care and cultural 
competence (2004 plan).
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The development of cultural competencies is to 
ensure that workers practice in a culturally safe 
way.  It is a strategy to address ethnic disparities 
(Betancourt et al., 2003; Brach & Fraserirector, 
2000).  Acknowledging the Treaty of Waitangi 
as a guiding document for the treatment 
and recognition values sacred and important 
to Maori is a core component of providing 
culturally safe provision of care to Maori people 
(Mental Health Commission, 2001a).  As 
Maori and Pacific peoples share some similar 
values, culturally safe provision of care is also 
sought.  For Pacific people it encompasses 
the, “…ability [of carers] to understand and 
appropriately apply the cultural values and 
practices that underpin Pacific peoples’ world 
views and perspectives on health” (Health 
Workforce Advisory Committee, 2002a, p. 80).  
Furthermore, the conception of the ‘cultural’ in 
cultural competency implies an appreciation of 
the complexities and multi-dimensional layers 
of culture and an understanding of the spiritual 
aspects of Pacific health belief systems (Suaalii-
Sauni & Samu, 2005). 

2.8.5 Formal certification
There have been increasing calls for the non-
regulated health workforce to achieve formal 
certification and education requirements.  
Education is a key factor in determining 
how people fare in the labour market, with 
improvements in educational achievement 
by Pacific people being crucial to improving 
economic positioning.  Socio-economic status 
in turn is likely to influence the comparatively 
poor health status of Pacific peoples (Ministry of 
Pacific Island Affairs & Statistics New Zealand, 
2002).

Until recently, CHWs were often employed for 
their personal attributes, rather than for any 
particular qualification.  In the future, literature 
identifies that CHWs will at least be expected 
to acquire a Certificate in Community Skills or 
a Certificate in Health Promotion in order to 
competently undertake this critical role (Ministry 
of Health, 2006b).  Currently, health promoters 
require certificate level entry.  However there 
are no courses identified or specified at 
certificate, diploma and degree level.

There has been a recent development of formal 
certification standards to meet the needs of 
the non-regulated health workforce.  In the 
mental health sector, a National Certificate 
in Mental Health (Mental Health Support 
Work) was established in 1998 to provide a 
relevant qualification for the largely unqualified 
workforce of support workers.  In future years 
there will be a need to add to this generic 
qualification to enable support workers to 
develop further skills in areas such as child and 
youth work (Health Funding Authority, 2000 
cited in Mental Health Commission, 2001b.

Other recruitment programmes and schemes 
in New Zealand for the non-regulated health 
workforce and/or Pacific health workers include: 

•	Certificate for Health Support Assistant 
(level 4) at MIT, in Auckland

•	Community Worker course (level 4) 
Whitireia Polytechnic, in Wellington and 
Auckland

•	Certificate in Pacific Community Health – 
level 4 pilot  (collaborative initiative between 
The University of Auckland’s School of 
Population Health – Pacific Section and 
Auckland UniServices, MIT, CMDHB, and 
WDHB) in Auckland

•	Home-based support worker training 
initiative (MoH and CSSITO), MSD-DHBs

•	Caregiver Programme (Hawkes Bay and 
Nelson Marlborough DHBs; Acqumen 
Quality Solutions, 2006), in Hawkes Bay and 
Nelson, Marlborough

•	Affirmative Action programmes – Maori and 
Pacific Island Admission Scheme (MAPAS) 
and the Certificate of Health Science at The 
University of Auckland

•	Internship/work placement programmes 
offered by the MoH and HRC aimed to 
place Pacific students within projects and 
research teams in the health sector

•	Recruitment campaigns/drives – CMDHB’s 
“Whatcha gonna do” Pacific health drive 
targeting high schools, and HRC “Road 
shows” promoting awards and seminars

•	Scholarship schemes – Pacific Mental Health 
Workforce Awards promoted through HRC 
and Pacific Training Scholarship scheme.
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Literature emphasises the need for a planned 
and coordinated approach across funders 
and various parts of the sector in the area of 
training for all health workers.  

Acqumen Quality Solutions note that: 

“Strong leadership at sector level is needed 
to ensure appropriate and timely training 
for the non-regulated workforce.  It is 
recommended that this is developed within 
a national framework.  A trained non-
regulated health workforce provides an 
opportunity for stair-casing into regulated 
roles into the future.” (2006, p. 20)

2.8.6 Up-skilling
In terms of skill mix within the PNR workforce, 
generic or transferable skills are likely to 
become increasingly important in the future.  
This is especially true in a labour market where 
job tenure is falling and the number of jobs 
(or careers) an individual may hold in their 
working life is increasing.  However, whether 
these are “new” skills or whether current skills 
are finally becoming recognised remains 
debatable (Andrews et al.2006).  Interpersonal 
and HR skills, analytical, research, networking, 
negotiation and computer skills are all likely 
to play an increasingly prominent role.  Many 
commentators note the increasing importance 
of personal attributes such as motivation, “soft 
skills” or “emotional intelligence”.  Andrews 
et al., (2006) implies that personal attributes 
are warranted given the new focus on service 
related occupations (Andrews et al.2006).  
The shift of policy emphasis from labour 
utilisation to labour productivity has important 
implications for skill development.  According 
to the Workplace Productivity Working Group 
(WPWG), more skilled workers can undertake 
tasks more quickly and with fewer mistakes, 
allow more skilled tasks or technologies to 
be undertaken, require less supervision and 
perform more complex tasks as well as carry 
more responsibility (Workplace Productivity 
Working Group, 2004). 

Literature also suggests that industry training is 
essentially an investment in human capital and 
it is considered that the economic benefits of 
this can be shared amongst:  

•	the individual trainee, through higher wages 
(a proxy for labour productivity)

•	the firm, through enhanced profitability (a 
proxy for capital productivity) 

•	the society as a whole, through 
“externalities” (returns over and above the 
private returns to the individual trainee or 
firm who pays for the training) (Pells et al., 
2004). 

An abundance of literature also alludes to 
positive wage effects that can be associated 
with training.  On this premise it can be inferred 
that an industry training qualification is likely 
to increase the earnings of an individual by 
between 5% and 20%.  In other words, on 
average, a trainee after industry training is 
likely to be 5-20% more productive than they 
would have been otherwise.  A consistency in 
this literature is that those groups of people who 
gain the most from training, such as those with 
lower educational achievements and economic 
status, in fact receive the least amount of 
training.  This implies that returns from industry 
training could be relatively high, as the previous 
educational achievements of industry trainees 
tend to be quite low (Pells et al., 2004). 
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2.9 Key Challenges to the Non-Regulated Workforce
There are significant challenges in 
understanding and developing the non-
regulated health workforce.  This section 
explores barriers and concerns mainly directed 
at the roles non-regulated workers undertake 
- particularly relating to a lack of research, 
ambiguous job descriptions and organisational 
management.  Also noted, are the unclear 
practical boundaries between the non-regulated 
and regulated workers’ roles.  Discrimination 
and quality of care are also areas of concern, 
as well as education and training, supply of 
workers, language, lack of support, funding, 
exploitation and structural barriers. 

2.9.1 Lack of information
In New Zealand, the non-regulated workforce 
is a relatively new area of interest in research 
and, while the contribution of this workforce 
is of great value to the health sector, there 
is an urgent need for more information and 
understanding of both the mainstream and 
Pacific non-regulated workforce. 

The MoH notes that robust and comprehensive 
data on the characteristics, numbers, locations 
and occupations of the Pacific health and 
disability workforce is scarce and, in some 
cases, nonexistent.  The Health Workforce 
Advisory Committee (2002a) identifies the need 
for health researchers to investigate, examine 
and build the knowledge base for effective 
Pacific health interventions (Health Workforce 
Advisory Committee, 2002a). 

There is little or no significant information on 
non-regulated health workers. Data collation 
from professional bodies regulating membership 
through annual practising certificates and 
licences were undertaken by NZHIS.22  Poor 
recording compounded by inconsistent 
definitions of ethnicity (Bedford  & Didham, 
2000) resulted in little comparative ethnic-
specific data being available.  This has made it 
difficult to fully characterise the Pacific health 
and disability workforce or enable comparison 
with the mainstream workforce.

22  New Zealand Health Information Service (NZHIS) 
and Health Pac merged into the Ministry of Health’s 
Information Directorate on 1 July 2008

2.9.2 Ambiguous measures
One of the consistent challenges within 
evaluation studies of the non-regulated 
workforce relates to defining what function/role 
or quality of the non-regulated health worker 
is actually being measured (Swider, 2002).  
A literature review by Barwick (2000) that 
examined improving access to primary care for 
Maori and Pacific peoples identified that there 
is little information and evidence (or evidence-
based research) on CHW strategies such as 
home visiting services, language support, 
transport strategies, the use of technology and 
multi-faceted strategies (Barwick, 2000).

Spilsbury (2004) found that studies on the HCA 
role have failed to capture the skills, experience, 
qualifications and competencies of HCAs and 
how this relates to their roles and activities.  
Unfortunately, this lack of recorded information 
regarding the effectiveness and development 
has hindered the growth of the PNR workforce. 
Because of this, there is a potential to 
undervalue the work of these health workers 
and even potentially exploit them.  A number 
of studies identify this gap and support the 
need for rigorous research that identifies areas 
needed to develop this workforce.

Swider (2002) suggests that the measurement 
of concrete outcomes could be greatly assisted 
if roles were conceptualised by the health areas 
within which non-regulated employees worked, 
for example diabetes control, pap testing, 
smoking cessation and so on.  A report by WHO 
(2007) concurs that measures of effectiveness 
require specific definitions to identify what 
impacts are being measured and over what 
period.  Similarly Andrews et al., (2004) 
notes that improved theoretical frameworks 
and research designs will enhance methods 
for evaluating effectiveness and increased 
community involvement. 

International evidence provides a similar 
view.  In a review of community-based health 
workers in Africa, Lehmann et al., (2004) 
highlights that a major shortcoming in the 
literature is the large number of evaluations 
of short-term research intervention projects 
rather than systematic descriptions of ongoing 
problems.  This means that there is a lack of 
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information on organisational and training 
aspects of CHW programmes and identifies 
that this is an area in clear need of attention.  
Swider’s (2002) integrative literature review on 
“Outcome Effectiveness of CHWs” argues that 
documentation on the effectiveness of CHWs 
on important health concerns is necessary 
prior to the investment of public resources on 
activities such as curriculum development and 
certification.  Swider (2002) also identifies that 
sabotage of the CHW role could be influenced 
by overly high expectations, lack of a clear 
focus and lack of documentation.  This author 
contends that further research is required 
with an emphasis on stronger study design, 
documentation of CHW activities and carefully 
defined target populations.  Also, further work is 
needed to cost out these services and determine 
whether the CHW’s effect on access to care is 
cost-effective (Swider, 2002). 

Chen et al., (2004) identifies the need to 
strengthen national data, information, 
analysis and research in resources for health.  
These authors argue that all workers should 
be counted and social attributes and work 
functions should be collated to improve 
planning, policy and programmes.

2.9.3 Different sets of    
   evaluation priorities 
Potter et al., (2003) highlights that a key issue 
in the evaluation of workforce development 
initiatives is that differential sets of priorities 
underlie the evaluation perspectives of various 
stakeholders and different kinds of evaluation 
data serve various sets of priorities.  These 
authors note that the ideal evaluation of a public 
health workforce development programme 
should be designed to capture data within 
four priority areas.  These priority areas 
include federal health agencies (who need to 
demonstrate accountability to taxpayers) and 
federal funders and agencies (whose aim is for 
capacity building and overall improvement in 
organisational performance).  The trainer and 
trainee (who desire information about the quality 
and effectiveness of the learning experience 
and practicality and usefulness of skills) and the 
academic evaluator (whose research aims to 
advance the field of science) are also considered 
priority areas (Potter et al., 2003).

2.9.4 Unclear job     
   descriptions
Literature suggests the role undertaken by 
non-regulated health workers is often unclear 
and that there is a strong need for clarity and 
defined parameters regarding scope of work 
(Doherty & Coetzee, 2005; Health Workforce 
Advisory Committee, 2002a; Pilcher & Odell, 
2000; Swider, 2002).  A further challenge is the 
lack of recognition, whereby disability support 
(a major task undertaken by non-regulated 
workers) is not yet recognised as a profession 
(Health Workforce Advisory Committee, 2002b).  

Barwick’s literature review broached 
ambiguities in the job descriptions of ethnic 
health workers whereby it was uncertain 
whether their role was to facilitate and/or 
provide access to services.  Also, despite having 
job descriptions that did define roles, they 
were only described as providing linking and 
facilitating access services (Barwick, 2000). 
Fuller (1995) found that ethnic health workers 
often found themselves in positions where 
clients and co-workers expected them to be 
responsible for all aspects of healthcare, i.e., 
beyond their job descriptions (Fuller, 1995). 
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2.9.5 Health professionals
Literature suggests that traditional hierarchical 
structures of health professionals may 
contribute to barriers for inclusion of non-
regulated health workers.  Lehmann et al., 
(2004) notes that these professionals are 
socialised into the hierarchical framework of 
disease-oriented medical care systems, and 
have a poorly developed concept of primary 
healthcare.  In a report on bridging the gap 
in human resources for health, Hongoro and 
McPake (2004) highlight that professional 
bodies protecting the interests of their members 
have played a part in training that promotes 
a level of specialisation inappropriate to 
the health needs of low and middle income 
countries where human resources are in very 
short supply (Hongoro & McPake, 2004).  Also, 
Begun and Lippincott (1993 cited in DeRaad  
1998) highlight that professional associations 
worldwide have tended to respond defensively 
to the challenges posed by the re-engineering 
of delivery processes, pointing to the complex, 
uncertain and risky nature of healthcare in an 
attempt to retain control over their domain  
(DeRaad, 1998).  In line with this view, a 
sense of superiority within health personnel 
is considered to provide barriers for the non-
regulated workforce (Sanders 1992 as cited in 
Lehmann et al., 2004).  

Lehmann et al., (2004) also identifies that health 
professionals often perceive CHWs as lowly 
aides who should be deployed as assistants 
within health facilities, and often completely 
misunderstand their health promoting and 
enabling roles within communities.  This 
attitude is considered to stem from a lack of 
understanding of the purposes, objectives 
and value of supervising CHWs (Waterston & 
Sanders, 1987). 

Recurrent issues relating to the development 
of the non-regulated workforce are those 
pertaining to quality of care.  In examining the 
role of HCAs in the hospital setting, Spilsbury 
(2004) noted that education and training, 
registration, regulation and formal mechanisms 
for reporting and documenting care would 
ideally introduce further safety mechanisms to 
ensure and improve quality of care (Spilsbury & 
Meyer, 2004).  CBG Health Research Ltd (2005) 

evaluated 35 reducing inequalities projects in 
New Zealand, and asserts that CHWs should 
be closely linked with clinical staff and that 
boundaries for practice needed to be specified 
(CBG Health Research Ltd, 2005).  However, 
there are reservations amongst practitioners 
over the idea of team-based deliveries.  There 
are concerns amongst doctors about liability 
issues since they consider that they are 
ultimately responsible for patient outcomes and 
are therefore liable in the event of a medical 
mishap.  Many consider non-regulated staff 
a risk.  As a response, the HWAC argues that 
risk can be mitigated through the development 
of appropriate systems of clinical governance 
and business organisation, especially where 
there are clear lines of responsibility  (Health 
Workforce Advisory Committee, 2005a).  

Healthcare professionals are also concerned 
that the employment of healthcare support 
workers in critical care environments to assist 
nursing staff in performing non-nursing duties 
will have an adverse effect, reducing the skill 
mix to an inappropriate level for the delivery 
of patient care.  There is a concern that the 
workload of registered nurses would increase 
due to the requirement of supervision for the 
healthcare support worker (Pilcher & Odell, 
2000).  However, there are studies that have 
demonstrated that there can be a successful 
collaboration between regulated (e.g., nurses, 
physicians) and community health workers 
(Sommers, Marton, Barbaccia, & Randolph, 
2000; Vetter, Bristow, & Ahrens, 2004). 

A report by Daykin and Clarke (2000) explored 
the use, misuse and non-use of HCAs in a UK 
hospital setting.  There was considerable overlap 
seen between the work of registered nurses and 
non-registered nurses.  The registered nurses 
sometimes perceived this overlap of roles as a 
threat to their role, whereas HCAs viewed these 
overlaps as an opportunity for role development 
(Daykin & Clarke, 2000; Spilsbury & Meyer, 
2004). 

Although improving attitudes involves a complex 
process of educational and institutional reform, 
giving medical and health science students 
specific experience of working collaboratively 
can assist in developing positive attitudes 
towards CHWs (Lehmann et al.2004).
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2.9.6 Exploitation and misuse 
of non-regulated health 
workers
Another challenge that non-regulated workers 
face is the misuse or exploitation of their 
role.  Misuse refers to situations in practice 
where workers are assigned tasks beyond the 
expectations of job descriptions and formal 
policies and results in exploitation of their role.  

In New Zealand, the Health Workforce Advisory 
Committee (2002a) identifies that Pacific 
health practitioners face institutional and, in 
many cases, peer-discrimination that creates 
inappropriate perceptions about skills and 
competencies and presents a barrier to career 
development.  Also, organisations that recruit 
Pacific people are likely to capitalise on the 
cultural competency of their staff to provide 
additional services for Pacific service users and 
many neither acknowledge nor recompense 
these extra duties and cultural competencies 
(Health Workforce Advisory Committee, 2002a).  

A report by the Mental Health Commission 
(2001) found that Pacific mental health workers 
often feel isolated and unsupported, and the 
highly technical aspects of the job can be very 
intimidating.  It is not always evident that their 
background and skills are valued, and at times 
this has resulted in the loss of competent Pacific 
mental health workers from the mental health 
sector (Mental Health Commission, 2001).  

In the Lehmann et al., (2004) review, the use 
of volunteers is also described as a form of 
exploitation.  CHWs may be expected to work 
under difficult conditions, without pay, while 
professional health workers are not willing to 
do so (Lehmann et al.2004).  Spilsbury and 
Meyer (2004) note examples of exploitation 
and misuse of HCAs in a hospital setting.  For 
example, although formal policies exist that 
outline the work and expectations of HCAs, 
the dictators of this work are in fact registered 
nurses (RN) within the wards.  Although 
registered nurses may recognise the available 
skills, local community experience, knowledge 
of the organisation and available skills of the 

HCAs, they tended not to utilise these skills or 
knowledge.  In addition, HCAs were prevented 
in using their experience in practice and it was 
observed that registered nurses did not involve 
HCAs in discussions about patient care and/or 
discharges. 

Spilsbury and Meyer (2004) also note that in 
other situations registered nurses in hospital 
settings admitted to sometimes asking HCAs 
to do activities that were outside the accepted 
HCA role.  In this example, HCA workers 
often undertake additional activities that are 
the role of registered nurses.  This can occur 
in situations where nurses have extensive 
workloads or inadequate staffing numbers.  

Another circumstance in which HCAs are often 
unrecognised and unrewarded is exemplified in 
cases where HCAs conceal and amend mistakes 
and inconsistencies in the work of junior nursing 
staff, registered nurses or student nurses, all 
of whom are considered to have higher status 
(Spilsbury & Meyer, 2004). 

Lehmann et al., (2004) identified exploitation of 
home carers in African settings.  Home carers 
are another type of the non-regulated health 
workforce who are trained specifically to assist 
ill people at home (they are reimbursed for 
transport costs but do not receive a salary).  

Home carers employed by organisations such as 
the Red Cross Society and St John’s Ambulance 
generally work part-time or only a few hours per 
day.  The problems associated with these types 
of workers are mostly related to exploitation 
by both the clients and the organisation.  Once 
the home carer is known in the community, 
expectations rise and they are frequently called 
upon after hours to assist people.  This leads 
to high attrition rates as the home carers work 
hours increase, with no pay.  In contrast, many 
CHWs generally remain in their roles because 
they are remunerated for their experience 
and level of responsibility.  There are also 
opportunities for CHWs to undertake continuing 
education and to progress to positions as 
co-ordinators and project managers.  This 
contributes to the stability of staff in these 
projects (Lehmann et al.2004). 
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2.9.7 Lack of formal processes 
and the effects on quality 
of care

A lack of formal communication systems 
between regulated and non-regulated health 
workers poses considerable concerns over the 
quality of care provided to clients.  Spilsbury 
and Meyer (2004) note that although HCAs 
can gather useful information, hospitals 
often lack systems for the formal transfer of 
this information to registered nurses.  An ad 
hoc transfer of information often takes place 
between HCAs and registered nurses, which has 
significant implications on the quality of patient 
care.  These authors highlight some registered 
nurses’ perceptions that an increasing reliance 
on HCAs to monitor patients could eventuate, 
which, in post-operative situations for example, 
is not appropriate.  Some HCAs also report 
the perceptions of some registered nurses that 
they are apt to measure and record systematic 
observations.  These are considered erroneous 
beliefs since some HCAs have received no 
instruction or training in this area and many 
have performed these activities with little 
experience and knowledge.  The implications 
of this on patient care, safety and on nursing 
systems warrant further investigation (Spilsbury 
& Meyer, 2004).

2.9.8 Lack of appropriate 
supervision, education 
and training 
programmes

Literature consistently identifies that there 
is a current lack of appropriate supervision, 
education and training programmes for non-
regulated health workers (Health Workforce 
Advisory Committee, 2002b; Lehmann et al., 
2004; Pilcher & Odell, 2000).  In a review 
conducted by Lehmann et al., (2004) on 
CHWs in Africa, a need was identified for clear 
strategies and supervisory procedures for 
CHWs.  These authors found that, although 
training was often provided for CHWs, this was 
frequently unrealistic given what CHWs were 
actually able to achieve in their situation and 
this has led to unclear expectations of their 
performance (Lehmann et al.2004).

There is a deep concern about the lack of basic 
and continuing education requirements or 
career paths for support workers.  The lack of 
training opportunities for Maori and Pacific 
CHWs has long been identified as a problem, 
and has been addressed to some extent 
through a range of courses now available from 
Maori and Pacific training providers as well as 
scholarship funding.  There are few nationally 
recognised training programmes for non-
regulated health workers, but there are still 
concerns that there is no transferable training 
for healthcare workers (Health Workforce 
Advisory Committee, 2002b).  Training is seen 
largely to be the responsibility of the employer 
with few formal links between the home, 
health industry, training providers and health 
sector standards (Health Workforce Advisory 
Committee, 2002b). 

A further challenge identified in a report by the 
Ministry of Health (2004a) found that health 
education institutions are not effective for 
many Pacific people.  Pathways to careers in 
health are ambiguous and difficult to access, 
particularly where schools do not provide 
adequate career guidance or encouragement to 
Pacific students.  A further challenge for Pacific 
people in health careers is the poor access to 
funding and programmes that would support 
mid-career shifts and retraining, for example, 
rest home nursing to primary care and women 
returning from child raising (Health Workforce 
Advisory Committee, 2002a). 

An additional challenge for non-regulated 
health worker training and development is 
the language barrier.  Formal training and 
accreditation are delivered almost exclusively in 
the mainstream environment where proficiency 
in the English language is a prerequisite (Health 
Workforce Advisory Committee, 2002b; Ministry 
of Health, 2004a).  A report by Parsons, Dixon, 
Brandt et al., (2004) of support workers in New 
Zealand, found that in the Auckland region, 
high numbers of workers reported to have 
English as a second language.  This study noted 
that, where English was a second language, 
communication between service users and 
support workers as well as support workers and 
service providers was compromised.  This may 
also have an impact on the safety of services 
(Parsons et al., 2004b). 
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An exploratory study by Hind (2000) looked at 
the potential role of healthcare support workers 
in the critical care setting and examined the 
attitudes of nursing staff to the development of 
this role.  Common themes that emerged were 
the need for shared learning and continuing 
education for all staff including newly recruited 
support workers.  In addition, training is 
considered an important determinant of how 
HCAs as well as RNs viewed the role of non-
regulated health workers.  RNs placed emphasis 
on qualifications and credentials to differentiate 
between the roles (Spilsbury & Meyer, 2004).  

Despite this, the Parsons et al., (2004) study 
of disability support workers in New Zealand 
identifies that these workers often do not want 
more education and training as it may cut 
into family commitments.  Salient to this, the 
more mature workforce may experience anxiety 
about the academic workload or feel that their 
days of training and education are over.  This 
study concludes that training and education 
is a complex issue and that there is no simple 
solution to providing training for the support 
worker workforce (Parsons et al., 2004b).  

2.9.9 Structural challenges: 
management and 
funding

The cultures and practices of health 
management and the professions can 
facilitate or hinder beneficial change, and are 
a significant barrier to achieving a flexible 
and innovative health labour market that 
can respond to emerging patterns (Pew 
Health Profession Commission, 1995).  An 
early evaluation in 1998 commissioned by 
the Department of Health notes that Maori 
CHWs experience difficulties in fulfilling their 
role effectively within existing health service 
structures (Barwick, 2000).  For Pacific providers 
one of the most critical areas that needs 
addressing is governance, especially for Pacific 
NGO mental health and addictions services.  

There is a strong case for developing increasing 
numbers of Pacific people who are experienced 
and competent in managing complex businesses 
within a complicated funding environment.  
These managers are required to grow and 
develop their organisations within equally 
complex governance arrangements and 
community relationships (Health Workforce 
Advisory Committee, 2002a).  It is known that 
many Pacific mental health and addictions 
NGOs are lacking sustainable organisational 
infrastructures, due largely to the lack of 
secure funding that in turn affects their ability 
to employ capable staff and managers.  The 
evident shortage of suitably qualified and 
experienced staff at different levels of Pacific 
mental health organisations has a great impact 
on service delivery and user satisfaction.  Those 
most at risk are the voluntary and community 
sector as they are often built with the support 
of self-determining communities (Annandale 
& Richard, 2006; Health Workforce Advisory 
Committee, 2002a).  A response to this has 
been the provision of the Pacific Providers 
Development Funding (PPDF).

The approach that some Pacific leaders suggest 
is that providers become innovative and look 
beyond the mental health sector for options to 
recruit and attract skilled Pacific workers into 
the sector, especially at the governance level 
(Annandale & Richard, 2006).
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Continued funding remains a significant barrier 
to the employment and evaluation of work 
undertaken by CHWs.  International literature 
identifies that the challenge associated with 
investing in CHW programmes is that CHWs do 
not replace the need for basic medical services 
and therefore require additional financing, not 
only to fund high initial costs, but also recurrent 
costs for training, management, logistics, 
supervision and evaluation (Berman et al., 1987; 
Lehmann et al.2004).  Adequate and sustained 
remuneration is essential to maintain the 
interest of the CHW and to ensure the stability 
of a programme (Lehmann et al.2004).  
A New Zealand study by Parsons, Dixon, Brandt, 
Wade et al., (2004) identifies financial support 
would be an incentive for workers to attend 
work-based training.  

In New Zealand, many Pacific mental health 
providers experience difficulties in accessing 
adequate funding.  An ability to overcome 
this would help to provide appropriate service 
management as well as employ and develop 
staff with the appropriate skills to deliver 
services (Mental Health Commission, 2001b).  
According to the Ministry of Health (2003), 
funding for Pacific providers has increased; 
however, this seems inadequate in terms 
of meeting the demand for Pacific targeted 
services.  A higher level of funding is required 
for Pacific community based services (Pulotu-
Endemann et al.2004).  

Funding also has an impact on the retention of 
Pacific staff.  While DHB services are seen to 
provide better employment opportunities, NGO 
services face an ongoing struggle to retain 
staff.  NGO staff that undergo further training 
are often lured away by the prospect of better 
pay and opportunities offered by DHB services.  
There is also the notion that DHB services are 
seen to have a higher status and perceived 
to have a greater level of prestige than NGO 
services (Annandale & Richard, 2006).  

A report by the Health Workforce Advisory 
Committee (2002b) identified key recruitment 
and retention issues facing the informal support 
workers in the disability sector.  The turnover 
and limited ability to recruit staff were caused 
by hidden costs for workers, because of under-
funding in contracts and low industry morale.  
Poor employment conditions (wage rates of 
above $10 per hour) attract a workforce typified 
by secondary earners and people receiving 
benefits.  Current welfare benefit levels mean 
many restrict their hours of employment to 
ensure that they are not penalised and lose their 
benefits.  This type of work is often chosen for 
convenience and as a last resort, as opposed 
to an active career choice (Health Workforce 
Advisory Committee, 2002b).  However, it is 
unknown whether this aforementioned rationale 
for choosing this type of work is shared by 
the wider non-regulated workforce.   It is also 
important to note that in New Zealand there are 
three minimum wages rates: the adult minimum 
wage, the new entrants minimum wage and the 
training minimum wage.  From 01 April 2009, 
the adult minimum wage is $12.50 an hour 
(Department of labour, 2009).
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2.9.10 Supply of the health 
workforce

In New Zealand, the Pacific health workforce 
draws from a Pacific labour market that has the 
following features:

•	Pacific students are more likely to leave 
school without qualifications than non-
Pacific students

•	Pacific tertiary students are less likely to 
pursue the compulsory school subjects 
(i.e. mathematics and sciences) to a level 
required for entry to tertiary training that 
will lead to careers in medicine and health

•	Pacific students are more likely to leave 
tertiary institutions without a tertiary 
qualification (Ministry of Health, 2004a).

Anecdotal evidence suggests that the pressures 
of balancing an intense workload with family 
and cultural responsibilities are too difficult 
for many students (Health Workforce Advisory 
Committee, 2002a; Ministry of Health, 2004a).  

Anecdotal evidence also suggests that a high 
number of the Pacific mental health workforce 
do not have formal qualifications (Mental 
Health Commission, 2001b), and that Pacific 
health practitioners who were trained overseas 
in the Pacific Island nations may be taking up 
non-regulated health roles due to barriers in 
registration and gaining employment in New 
Zealand.  These barriers may be due to the cost 
and complexity of retraining and/or registering 
in New Zealand (Ministry of Health, 2004a). 

The CMDHB Pacific Return to Nursing 
programme is an example of an initiative 
which is responding to a regional dilemma.  In 
Counties Manukau, the Pacific workforce is 6% 
of the total health workforce however, Pacific 
people comprise 22% of the Counties Manukau 
district.   Highly trained Pacific nurses from the 
Pacific are pressured to undertake work in the 
non-regulated workforce (as caregivers or health 
assistants) because they do not meet the English 
proficiency requirements.  An ‘earn as you 
learn’ approach enables learners to manage 
study alongside work and family commitments. 
The programme is run on Saturday mornings 
with follow up tutorials during week evenings 
(Ministry of Health, 2008).      

2.9.11 To regulate or not to   
 regulate

It is worthy to note that within the U.S. there 
are some tensions that currently characterise 
and challenge the CHW workforce.  Tensions 
are mainly associated with CHWs’ attributes of 
“wanting to remain somewhat independent from 
the healthcare system (and closely connected to 
the community as lay people) while at the same 
time interested in healthcare system acceptance 
and reimbursement” (Dower et al.2006, p. iv).
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2.10 Summary 
There is a paucity of literature specific to the 
non-regulated workforce and very little specific 
to the PNR workforce.  However, PNR workers 
are identified as playing an important role in 
addressing the increasing health disparities 
faced by the Pacific peoples of New Zealand.  

International and national literature identifies 
that a plethora of health roles and types exist 
within the non-regulated workforce.  In New 
Zealand, and consistent with findings around 
the world, this workforce is highly feminised, less 
qualified, mature and the majority work part-
time.  New Zealand studies also show that the 
PNR workforce represents a high proportion of 
those working in the health and disability and 
mental health sectors and, for many, English is 
a second language.  In addition, payment for 
non-regulated workers varies within the various 
health sectors.  Literature also suggests that 
there is a lack of information on recruitment 
and selection processes in New Zealand.  

Nationally and internationally, there is little 
recognition of the non-regulated workforce 
despite the fact that it has existed for several 
decades in some countries.  New Zealand has 
recently identified the need to increase the 
capacities and capabilities within this workforce.

There are extensive service delivery models 
that are utilised within this workforce with a 
particular emphasis on improving access to 
care for service users.  Despite criticism, there 
are movements toward multi-disciplinary and 
team-based service provision that is inclusive of 
the roles undertaken by non-regulated workers.  
There is also evidence to support the need 
for ethnic-specific and Pacific-specific services 
provision. 

Non-regulated workers in New Zealand 
and around the world have proven to be 
effective in increasing access and client 
knowledge, behavioural change, improving 
health outcomes, cost effectiveness and the 
provision of cultural and emotional knowledge, 
understandings and support.  

Developmental pathways and training for the 
non-regulated workforce have been identified 
and implemented within New Zealand as well 
as other countries.  These are premised on 
providing support and supervision, developing 
competencies, formal certification and up-
skilling.  Despite these, a number of barriers 
exist that impact on workforce development. 
These includes a lack of information specific 
to this workforce, ambiguous measures in 
terms of functions, roles and effectiveness, 
several evaluation priorities set by differential 
key stakeholders, unclear job descriptions, 
attitudinal judgments by other health 
professionals, exploitation and misuse, a 
lack of processes, supervision and training 
programmes.  Lastly, the literature review 
identifies that current health systems and 
structures also play an important role that can 
either hinder or enhance developments within 
the non-regulated workforce.
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3
3. Pacific Non-Regulated 
 Workforce Survey 
3.1 Introduction
This section describes the method used in the 
PNR workforce survey.  In addressing the overall 
objectives of the wider scoping project the 
survey aimed to:

•	Undertake an informative, characteristic, 
stock-take/census of the non-regulated 
workforce in CMDHB

•	Identify the composition, characteristics and 
constitution of the PNR workforce.

3.2 Method

3.2.1 Questionnaire     
development

Prior to commencing the PNR workforce survey, 
extensive preparatory work was undertaken.  
This included searching previous surveys 
conducted on the non-regulated workforce 
nationally and internationally.  Further, a survey 
relevant to the PNR workforce was developed.   

Subsequent to the literature search, the 
National Disability Survey study conducted by 
Parsons et al., (2004) provided insights most 
relevant to the intent of this study and the tool 
utilised to gather responses was particularly 
useful since it had been developed and 
validated within the New Zealand context.23

23  The survey developed by Parsons et al., (2004) was 
informed by - a) a literature review search related to quality 
of care and safety issues for support services; b) key work-
group interviews; c) key Maori provider interviews; and 
d) information requirements from the Ministry of Health 
(e.g., demographic information such as pay and client 
age). The survey was piloted using a sample of support 
service providers. This was then followed by interviews with 
participants to evaluate the clarity and language of the 
questionnaire. Two reference groups (Quality and Safety 
project Sector Reference Group and a key governmental 
stakeholder group) contributed towards the validity and 
appropriateness of the questionnaire (Parsons et al., 2004). 

The National Disability Survey is also the largest 
research on the non-regulated workforce in 
New Zealand.  Despite these attributes, there 
were few Pacific specific questions utilised in 
this survey that would be useful to the current 
study, therefore, the Parson et al., (2004) survey 
provided the baseline upon which to adapt and 
develop a survey relevant to the PNR health 
workforce.  For example, additional questions 
were included such as: 

•	What ethnic group(s) do your PNR workers 
belong to?

•	How many of your PNR workers are able to 
communicate verbally in a Pacific language 
and English? (See Appendix 6). 

Adaptations and additional questions were 
made to bring the intent of the questions into 
line with the project’s target population.  

Another aim in the wider scoping project, 
beyond the scope of this survey, was to 
qualitatively explore the developmental 
pathways that are accessed by the non-
regulated workforce.  It was considered 
appropriate to include survey questions 
on aspects of training and development 
in the survey to provide additional data to 
complement the qualitative component.  These 
questions were based on the work of Parsons 
et al., (2004).  The survey questionnaire used in 
this study consisted of two parts: 

•	Section 1: Demographic features of the 
non-regulated workforce and a description 
of the health organisations within which 
they are employed

•	Section 2: Training opportunities and 
requirements for service providers  

One limitation associated with the inclusion of 
additional questions on training was that this 
resulted in a lengthier questionnaire than was 
intended, and which led to initial response rates 
being low.  To address this, the questionnaire 
was reduced to a minimum number of questions 
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most relevant to the aims of this survey to elicit 
more responses.  The questions on training and 
development that were intended to provide 
additional information to complement the 
qualitative component were excluded.

3.2.2 Ethics approval
Prior to commencement, The University of 
Auckland Human Participants Ethics Committee 
approved the proposed study.  The research 
proposal and project brief were independently 
peer reviewed by the Steering Committee 
(included members from The University of 
Auckland, the MoH and the HRC) and advisory 
groups (CMDHB).

3.2.3 Survey population
3.2.3.1.Target Population
The target population for the PNR workforce 
survey were Pacific non-regulated workers, 
defined as:

•	Those who are not subjected to regulatory 
requirements under health legislation 
(Health Practitioners Competency Act, 
2003)

•	Those who have direct personal care 
interaction with clients, patients or 
consumers within the health and disability 
sector

•	Those who spend at least some of their work 
time visiting people in the community or 
following up on released and discharged 
patients

•	Those who are employed in funded services, 
and for whom the chief original source of 
their remuneration is public money

•	People who identify as Pacific, and who 
are of a Pacific culture represented in New 
Zealand

•	People employed by a healthcare provider 
or an organisation that works with a 
healthcare provider defined as “a Pacific 
Provider” and who cater to the needs of the 
Pacific community.

Volunteer organisations and people caring for 
family members were excluded from the target 
population.

3.2.3.2. Survey Population
The survey population for the PNR workforce 
survey were defined as:

•	Managers of PNR workers employed within 
health organisations within the CMDHB 
region.

3.2.4 Database development
A significant part of the extensive preparatory 
work undertaken was the compilation of a 
database of health service providers within the 
CMDHB region.  

The database of health services providers 
was initially developed in conjunction with 
CMDHB and was further extended to include 
services within this region who were also on 
the database of the National Disability Survey 
(Parsons et al., 2004).

A total of 133 health organisations within the 
CMDHB region were selected.  The achieved 
sample was 70 managers of PNR health workers 
employed within health organisations in the 
CMDHB region.  The response rate was 53%.  
There are some health organisations within 
CMDHB who do not have PNR health employees 
and this reduced the eligible response rate to 44%.
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3.2.5 Data collection
As mentioned, the survey was initially intended 
to be an informative, characteristic, stock-
take/census of the non-regulated workforce 
in CMDHB.  The initial extended survey (i.e. 
including training needs) period was from 2 July 
2007 to 1 February 2008.  

Subject to ethical practice, CMDHB was the first 
point of contact between the research team and 
the sample population.  Surveys were mailed to 
all participants on the database from CMDHB 
representatives on behalf of the research team.  
Following the mail-out, surveys were then emailed 
to all participants with email addresses. 
A further mail-out of the survey was undertaken 
to organisations with no email details.  This 
method of survey dissemination was conducted 
three times over the course of data collection.  
Follow-up telephone calls also began however 
these had little impact on survey responses.  By 
December 2007 the initial response rate was 
minimal.

Between early December 2007 and February 
2008, a shortened survey was emailed to all 
providers in the sample population who had 
not yet responded.  A decision was made that 
a member of the research team would conduct 
telephone interviews and follow-up phone calls 
(a maximum of three follow-up calls) with all 
providers in the sample population who had not 
yet responded.  The telephone interviews and 
follow-up telephone calls significantly improved 
the overall response rate.

3.2.6 Survey limitations
It is acknowledged that a large proportion 
of the database consisted of aged care/
residential health services, many of whom had 
been involved in previous research with other 
research teams from The University of Auckland.  
It is noted that these providers elicited high 
responses and may have been more accepting 
or prepared to answer survey questions.  This 
potential bias suggests that the data must be 
read and interpreted with caution. 

The inclusion of the training needs component 
in the initial survey lengthened the amount of 
time required to complete the survey, which may 
have resulted in the initial low response rate.  

Follow-up and data collection was conducted 
towards the end of the 2007 year, which 
may have contributed to the ability of some 
participants to give more time to this survey.

As this survey interviews managers of non-
regulated health workers, it is understood that 
the information provided may be based on 
managers’ subjective interpretation of their 
staff.

This study may also have been limited by 
perceptions that extensive research has already 
been conducted in the CMDHB region and on 
Pacific peoples in general.  

55Workforce Development - Technical Report

PH Tech Rep_40.indd   55 14/05/2009   2:23:17 p.m.



FINDINGS – Organisation and    
       workforce information
3.3 Number of Pacific Non-Regulated Health Workers 

There is a pragmatic assumption that an 
important factor towards effectively responding 
to the needs of Pacific peoples is the size of 
the Pacific workforce population.  This survey 
identifies that approximately 774 Pacific people 
are employed as non-regulated workers within 
the CMDHB region.  This is illustrated in Table 1.  

Table 1: Total number of PNR health workers  
   employed

Total number of PNR health workers 774

Median 4
Minimum 0
Maximum 250
Mean 11.1
Number of responses from organisations 70

The data shows that the majority of PNR 
employees work in clusters of 20 or less per 
organisation and very few work in numbers 
greater than this (see Table 2).  The percentage 
of those working in groups of 20 or less 
per organisation is 74.4%.  It is important 
to highlight at this point that 17.1% of the 
survey population (i.e. managers of health 
organisations in CMDHB) did not employ PNR 
workers.

Table 2: Number of PNR workers, analysed by  
   number of health organisations

Number of non-
regulated workers

Number of 
organisations

Percentage
(%)

None 12 17.1
1 to 20 52 74.4
21 to 40 3 4.3
41 to 60 1 1.4
61 to 80 0 0.0
81 to 100 1 1.4
101 to 250 1 1.4
Totals 70 100 

Figure 1 (below) indicates that there is a 
variation in the numbers of PNR employees 
within health organisations.  These numbers 
ranged from zero (none) to 250. One 
organisation stated that they employ 100 PNR 
workers, while another organisation noted that 
they employ 250.

These results should be read with caution as 
the findings are based on the accuracy of the 
participants (managers) to identify the total 
number of PNR health workers employed.  Care 
must be taken when interpreting the average 
number of workers across organisations and the 
wide variation in survey responses (evident in 
the difference in minimum and maximum values 
in Table 1) must be taken into consideration.  

Figure 1: Number of PNR workers, analysed 
by number of health organisations
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3.3.1 Number of PNR workers by service type
Organisations were asked to provide a description of the services they provided.  A breakdown of PNR 
workers by service type indicates that significant numbers of Pacific workers are employed in the aged care 
sector, in both respite and day services (33%), followed by rest homes and residential providers (23%).

Table 3:Number of PNR health workers employed, analysed by type of service

Service types Number of workers Percentage (%)

Aged care: rest homes/ residential providers 179 23
Aged care: respite/day services 265 33
Mental health service providers 74 10
Primary care providers 13 2
Youth, children and family service providers 39 5
Community health providers 17 2
Hospital and health services 32 4
Addiction services (e.g. AOD and smoking) 6 1
Public health 29 4
Other - intellectual disability services 116 15
Hospice 4 1
Total 774 100

 Figure 2: Percentages of PNR workers 
                 analysed by service type

Figure 3: Proportion of PNR workers    
 working in part- 

  and full-time roles

3.4 Average Number of Hours and Proportions of Part  
      and Full-Time 
One crucial factor to understanding the nature of the PNR health workforce is the number of hours worked 
by staff.  Participants were asked to specify the average number of hours worked by PNR workers (part-
time and full-time).

The results yielded mixed responses since many misinterpreted the question and did not indicate the 
numbers of hours worked, but rather highlighted the numbers of people working in full-time and part-time 
roles.  

Overall, of the 70 organisations that completed this survey, 58 responded to the question and only 25 
responded accurately.  These 25 responses inform this part of the analysis and identify that part-time 
employees work an average of 21.5 hours per week, while full-time employees work an average of 40 
hours (see Tables 4 and 5).  However, as stated, these figures do not accurately reflect PNR workers’ hours 
and need to be read with caution.  
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Table 4: Total number of hours worked by   
   part-time PNR workers 

Total number of hours worked 236

Median number of hours worked 20
Minimum 3
Maximum 30
Mean 21.5
Number of organisational responses 11

Table 5: Total number of hours worked by full- 
   time PNR workers

Total number of hours worked 645
Median number of hours worked 40
Minimum 32
Maximum 60
Mean 40
Number of organisational responses 14

As noted, data to inform the numbers of 
people in full-time and part-time roles was 
provided by participants.  Findings show that 
approximately one quarter (25.6%) of PNR 
health workers are employed on a part-time 
basis, whereas the majority three-quarters  
(74.4%) are employed full-time.  These findings 
(illustrated in Figure 3) suggest that PNR 
employees work predominantly in full-time roles.  
This characteristic appears unique to the PNR 
workforce since it contrasts with findings from 
general population literature, which imply that 
non-regulated employees predominantly work 
part-time (see Section 2.4.4).  However, as noted 
above, the results of this study are based on one 
quarter of the total data collected and therefore, 
at this point, may not truly reflect the total 
sample population and cannot be generalised.

3.5 Age and Gender
Participants were asked to provide the age 
ranges and gender profiles of PNR workers 
within their respective organisations.  Of the 70 
organisations, 57 responded to this question.  It 
is important to note that results must be read 
with caution given that some respondents did 
not answer this question including two large 
organisations that collectively employed 350 PNR 
health workers.  Therefore, results are based on 
415 workers from the total sample of 774.  

Age
Findings identify that PNR workers are most 
likely to be aged between 31 and 50 years (see 
Figure 4).  There were no workers reported to be 
over the age of 70 years and very few under the 
age of 20 years.

Figure 4: Percentage of PNR workers 
analysed by age and gender

Gender
This survey identifies that approximately 70% 
of PNR health workers are women and 30% 
are men (see Figure 5).  This finding supports 
wide ranging literature indicating that the non-
regulated sector is a highly feminised workforce 
(see Section 2.4.4.).

Figure 5 : Proportion of PNR workers    
     analysed by gender
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Age and Gender
The majority of female PNR workers are aged between 31 and 40 years (47.3%), with a high proportion in 
the 41-50 age groups (27.4%); whereas the majority of men are aged between 41 and 50 years (41%).  The 
ratio of male to female PNR health workers is approximately 1: 4.  

Table 6: Age and gender profile of PNR health workers

Gender
Under 

20
21-30 31-40 41-50 51-60 61-70 70+ Total

Male
0 

(0%)
16 

(19.3%)
24 

(28.9%)
34 

(41.0%)
7 

(8.4%)
2 

(2.4%)
0 

(0%)
83 

(100%)

Female
6

(1.8%)
62 

(18.7%)
157 

(47.3%)
91 

(27.4%)
13 

(3.9%)
3 

(0.9%)
0

 (0%)
332 

(100%)

Total
6 

(1.4%)
78 

(18.8%)
181 

(43.6%)
125 

(30.1%)
20 

(4.8%)
5 (1.2%)

0
(0%)

415 
(100%)

Missing responses 359

Total number of workers 774

3.6 Ethnicity
Table 7 shows the ethnic breakdown of 373 out of 774 PNR workers.  

Table 7: Breakdown of PNR workers, analysed by  ethnicity

Ethnic group
Number & percentages   

of PNR workers

Samoan             150 (40.2%)
Cook Island               26 (7.0%)
Tongan               90 (24.1%)
Niuean               45 (12.1%)
Fijian               28 (7.5%)
Tokelau                 7 (1.9%)
Tuvalu                 2 (0.5%)
Multiple ethnicity (Pacific only)                 8 (2.1%)
Multiple ethnicity (Pacific and other)               16 (4.3%)

                                                                                       1  (Wallace Islands) 
Other: please specify                                                                (0.3%)

Total responses                    373      
Not applicable                      12
Ethnicity not recorded                    389
Total number of workers                    774

The majority of PNR workers are of Samoan ethnicity (40%).  This is likely to be reflective of the fact that 
Samoans represent about 50% of the Pacific population in New Zealand.  This study also identifies that the 
second largest ethnic group in this sample were Tongan PNR workers (24%), followed by Niueans (12.1%), 
Fijians (7.8%) and Cook Island Maori (7%).  
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Figure 6: Number of non-regulated workers 
by ethnicity

3.6.1 Ethnicity by service settings 
The ethnic breakdown of PNR workers and the 
settings within which they work is presented in 
Table 8.  The data shows notable inter and intra-
ethnic differences within each group.  For the 
Samoan ethnic group, workers are concentrated in 
aged care/rest homes/residential services (29.0%), 
but are also largely represented in the mental 
health and public health sector (21.6% and 17.4% 
respectively).  Cook Island PNR workers are primarily 
employed in the age care/rest home/ residential 
services (29.1%) with smaller numbers in the youth, 
child, and family services (14.8%).  Tongan PNR 
workers work predominantly in the aged care/rest 
homes/residential services (48.9%).  There are also 
a number of workers in the mental health sector 
(21.1%).  Fijian PNR workers, like the Tongan group, 
predominately work in aged care/rest homes/
residential services (96.3%).  A high proportion of 
Niueans (25.0%) work in the mental health services. 

Table 8: Percentage of ethnic Pacific workers by service settings

Samoan
(%)

Cook 
Island

(%)

Tongan
(%)

Niuean
(%)

Fijian
(%)

Tokel-
auan
(%)

Tuval-
uan
(%)

Multiple 
ethnicity 
(Pacific 

only)
(%)

Multiple 
ethnicity 
(Pacific & 

other)
(%)

Other: 
Wallace 
Island

(%)

Aged care/ rest 
homes/ residential 
providers

29.0 26.0 48.9 18.0 96.3 71.4        

Aged care/ respite/
day services

4.0 3.7 3.3 6.5   14.3 33.3      

Mental health service 
providers

21.6 11.1 21.1 25.0 3.7     12.5    

Primary care 
providers

4.0 2.2 6.5     33.3 12.5   100

Youth, children 
and family service 
providers

12.2 14.8 11.1 13.5            

Community health 
providers

7.4 3.7   9.0     33.3      

Hospital and health 
services

4.1 11.1 3.3 2.0       62.5 100  

Addiction services 
– drug & alcohol 
Smoking 

1.4 7.4 4.0            

Public health 17.4 11.1 9 9.0   14.3   12.5    

Other - intellectual 
disability services

6.1 11.1 1.1 6.5            

Hospice 2.7            
TOTALS 100 100 100 100 100 100 100 100 100 100

60 Workforce Development - Technical Report

PH Tech Rep_40.indd   60 14/05/2009   2:23:19 p.m.



3.7 Communication in    
       Two Languages
A valuable skill for PNR workers is an ability to 
converse in two languages.  The survey shows 
that 58 out of 70 organisations responded 
and that nearly three-quarters of the workers 
(74.2%) were able to speak in two languages. 

Table 9: Pacific staff that can communicate in  
   two language

Total number of PNR health workers that 
can communicate in a Pacific language 
and English

574

Total number of Pacific staff 774

3.8 Written  
communication 

 difficulties
Literature suggests that a number of Pacific 
workers have difficulty communicating in written 
English (Parsons et al., 2004b).  Participants 
were asked to note how many PNR workers had 
difficulty with written English.

The responses indicate that a considerable 
proportion of workers (approx 66%) do not have 
difficulties with written communication.  

Table 10: PNR workers with difficulties   
     communicating in written English

PNR health  workers

Total number with written 
communication difficulties

264

Total number of PNR staff 774

3.9 Hourly Rates 
On the question of hourly rates, 45 out of 70 
organisations responded.  Findings indicate that 
a diverse pay scale exists in this sector.  Wages 
ranged from $11.00 per hour (for an aged care/
rest home service caregiver) to $35.00 per hour 
(for a primary health service counsellor) (see 
Table 11).  The higher end of these pay scales 
provides new information to existing literature 
that note that workers in non-regulated roles in 
the health sector are poorly paid (see Section 
2.4.7).  It is acknowledged that there is variance 
in payment between the different health sectors 
in New Zealand, however further research is 
needed in this area.    

Table 11: Wage information

Minimum wage reported $11.00

Maximum wage reported $35.00

Number of organisational responses 45

The overall average hourly rate for PNR health 
workers is from $14.40 per hour to $18.00 
per hour (see Table 12). It is important to note 
that care must be taken when interpreting and 
reporting this finding given that these average 
rates can be influenced by a number of issues 
that include the very small and large values (as 
noted above), the survey response rates to this 
question and the variation of pay that exists 
across health sub-sectors.  

Table 12: Mean and median wage rates for    
 PNR workers

From $ per hour To $ per hour
Mean 14.4 18.0
Median hourly rates 13 16

61Workforce Development - Technical Report

PH Tech Rep_40.indd   61 14/05/2009   2:23:19 p.m.



3.9.1 Hourly rates by service settings 
Table 13 shows the difference in average wages between service types.  The findings illustrate differences 
in pay across the health service settings.  PNR workers in intellectual disability services and elderly 
care receive less pay in comparison to PNR workers in public health, addictions and primary care 
providers.  Many community health providers did not provide the relevant wage rate information citing 
confidentiality.  

 Table 13: Mean and median salary ranges for PNR workers analysed by type of service

From mean 
$ per hour

To mean 
$ per hour

Median 
salary

Aged care/rest homes/residential providers $12.99 $14.88 $28,985

Aged care/respite/day services $13.00 $17.00 $31,200

Mental health service providers $14.50 $19.11 $34,954

Primary care providers $15.50 $24.83 $41,943

Youth, children and family service providers $17.77 $21.02 $40,342

Community health providers - - -

Hospital and health services $14.03 $16.85 $32,115

Addiction services (e.g. AOD and smoking) $16.00 $24.00 $41,600

Public health $19.72 $25.91 $47,455

Other - intellectual disability services $12.88 $17.07 $31,148

Hospice $13.18 $15.19 $29,505

3.10 Description of Service
The types of services PNR workers are employed in vary across the health sector.  Table 14 and Figure 
7 show the breakdown of the types of services mentioned in the survey.  Of the 70 organisations in 
this sample, 62 responded to this question.  A large proportion of this sample provides rest home or 
residential services for the elderly (34%) followed by public health services (13%) and the mental health 
services (11%).  

It is important to note that some organisations provided services that overlapped across more than one 
of the service type categories; however, for the purposes of analysis the primary service type was selected 
based on funding.  Therefore, any comparison across types of services can be difficult and results need to 
be read in context. 

Table 14: Questionnaire returns, analysed by type of service 

Service types
Number of responses 

to service type question
Percentage

%

Aged care: rest homes/ residential providers 21 34%

Aged care: respite/day services 2 3%

Mental health service providers 7 11%

Primary care providers 5 8%

Youth, children and family service providers 3 5%

Community health providers 4 6.5%

Hospital and health services 4 6.5%

Addiction services (e.g. AOD and smoking) 3 5%

Public health 8 13%

Other - intellectual disability services 3 5%

Hospice 2 3%

TOTAL 62 100%
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Figure 7: Percentage of questionnaire responses analysed by type of service

3.11 Roles Undertaken by PNR Workers
A primary marker of the non-regulated workforce is the type of roles undertaken.  This survey identifies 
that an overwhelming majority of PNR workers (nearly 80%) undertake a care-giving role.  Other roles 
include community support, nurse/nurse assistant, health promotion, administration/clerical, technician 
and team leader roles (see Table 15).  Due to the limited information provided by participants, it is unclear 
as to what the nature of these roles entail. However, the qualitative component of this study provides in-
depth insights.

Table 15: Breakdown of the primary roles  of PNR workers 
Workers role Numbers Percentage

Health promotion 13 2%
Community support 110 15%
Team leader 2 0%
Care giver 602 79%
Nurse /Nurse assistant 23 3%
Administration/clerical 6 1%
Other: Technician 3 0%
Total 759 100%

Figure 8: Percentage breakdown of primary roles of PNR workers
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Summary of Results
Number of PNR health workers
•	774 people are employed as PNR workers.
•	There is a wide range in the numbers of PNR 

health staff working in organisations ranging 
from zero (0) to 250.  

•	Approximately 75% of health organisations 
employed small groups (20 or fewer) Pacific 
workers.

•	Significant numbers of Pacific workers are 
employed in the aged care sector, in respite 
and day services (34%), followed by rest 
homes and residential providers (23%).

Average number of hours worked by 
staff in part- and full-time roles 
•	This question was misinterpreted by some, 

resulting in a low number of accurate 
responses.  However, results do yield useful 
information that may be investigated at a 
later stage.

•	Part-time employees worked on average 21.5 
hours per week, while full-time employees 
worked an average of 40 hours.   

•	The majority of the PNR health workforce 
work predominantly full-time roles (74.4%).

•	Approximately one quarter (25.6%) of PNR 
health workers were employed on a part-time 
basis.

Age and gender profiles
•	The PNR health workforce tends to be 

dominated by female workers.  Approximately 
70% of the workforce is female, with male 
workers making up 30%.

•	Most Pacific workers employed in this sector 
are aged between 31 and 50 years

•	The majority of women employed are aged 
between 31 and 40 years (47.3%), with a high 
proportion in the 41-50 age group (27.4%).

•	A high proportion of male non-regulated 
health workers are aged between 41 and 50 
years (41%). 

•	No workers reported to be over the age of 70 
and very few under the age 20.

Ethnicity
•	The majority of PNR health workers in this 

sample are Samoan (40%).
•	Tongan workers make up 24% of this 

workforce, followed by Niuean workers 12.1%.  
Other Pacific groups have no more than 10% 
in their respective ethnic population.

Communicating in two languages 
(Pacific and English)
•	A significant proportion of workers (74.2%), 

that is nearly three-quarters, were able 
to communicate in both their Pacific and 
English language.

Written communication
•	A considerable proportion of workers, 

approximately two-thirds, do not have 
difficulties with written communication.  

Hourly rates
•	The range of pay varies across the health 

sector with a notable difference observed 
across the diverse health settings.  

•	The average wages of Pacific staff working 
in rest homes, aged care hospitals and the 
intellectual disability setting is slightly lower 
in comparison to PNR staff working in the 
addictions and public health sector.

•	The lowest rate reported was $11.00 per 
hour for a caregiver working in an aged 
care rest home.  Whereas the highest 
rate reported was $35.00 for a counsellor 
working within a primary healthcare service. 

•	Literature suggests that workers 
undertaking non-regulated roles are poorly 
paid in the health sector.  Further research 
is needed to shed light on the surprisingly 
high pay ranges for PNR health workers.

Description of service
•	A significant proportion (34%) of 

organisations provided rest home and 
residential care services for the elderly.  This 
was followed by the public health services 
(13%) and the mental health services (11%).

•	It is important to note that some 
organisations provided services that 
overlapped across more than one of the 
service type categories.

Roles undertaken by PNR workers
•	An overwhelming majority of workers 

(nearly 80%) undertake a care-giving 
role.  Following this, the next largest group 
of Pacific workers undertake community 
support roles (15%).  
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4. Pacific Non-Regulated Workforce: 
    Qualitative Interviews

4

4.1 Introduction
This chapter outlines the objectives, aims and 
method used in the PNR workforce qualitative 
interviews with managers of Pacific, mainstream 
and/or Maori services and PNR workers in 
the CMDHB region.  In addressing the overall 
objectives of the wider scoping project, the 
qualitative interviews aimed to:

•	Explore the composition, characteristics and 
constitution of the PNR workforce

•	Examine developmental pathways, impacts, 
barriers and enablers and workforce models 
relative to the  PNR workforce

•	Provide detailed in-depth information to 
determine the effectiveness of the PNR 
workforce in meeting the health needs of the 
Pacific population.

4.2 Method

4.2.1 Questionnaire     
 schedule development 

This qualitative component involved exploring 
inter-related question zones relevant to the 
characteristics, capacity and capabilities (e.g., 
developmental pathways, impacts, barriers 
and enablers) of this workforce.  Organisations 
(identified as having PNR employees) from 
the provider database (see Section 3.2.4.) as 
case studies for in-depth qualitative interviews 
participated. 

The questionnaire schedules for PNR workers 
and managers (see Appendices 7 and 8) were 
based on five question zones outlined in the 
project brief.  These five zones and key questions 
are:

Zone One: Stock-take
 “Who is out there, and what are   
 they doing?”

Zone Two: Developmental pathways
 “What leads people to PNR work?   
 What are the possibilities for the   
 future?”

Zone Three: Impacts
 “What impact does the PNR   
 workforce have on the community?”

Zone Four: Barriers and enablers
 “What are the barriers and   
 enablers that affect the target   
 workforce progression?”

Zone Five: Workforce model
 “What is the current workforce   
 model and how effective is it?”
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A series of questions and prompts under each 
of the five zones was included to assist the 
researchers in explicating the narratives from 
the managers and non-regulated workers. 
The questions and prompts could also be 
adapted to suit circumstances specific to each 
participant.  Interviews were recorded using 
a digital recorder.  It was considered the most 
appropriate format for collecting the narrative 
information from managers and workers 
because of the detailed information that it 
captures and its ease of use. 

4.2.2 Ethics approval and 
informed consent 

The research proposal, including participant 
information sheets for PNR workers and 
managers (see Appendices 9 and 10), consent 
forms for PNR workers and managers (see 
Appendices 11 and 12), draft interview schedule 
and draft survey instrument, were submitted 
to and approved by The University of Auckland 
Ethics Committee prior to the commencement of 
the survey and qualitative interviewing process.

4.2.3 Participant recruitment 
This included presentations by the research 
team at a CMDHB Pacific provider’s 
management meeting and the Pacific Island 
Health Advisory Group to CMDHB.  The purpose 
of the presentations was to provide information 
on the aims and objectives of this study and to 
invite managers present to participate.

The recruitment of organisations and 
participants was jointly conducted by the 
CMDHB workforce development manager and 
the research team.  Following presentations 
by the research team, the CMDHB workforce 
development manager, on behalf of the research 
team, approached potential organisations and 
managers to assess their willingness to be 
interviewed and to participate.  The research 
team then contacted willing organisations and 
managers via phone and emails to arrange 
interview times suitable to them.  

The recruitment of PNR workers involved 
two methods.  Potential participants were 
either contacted by the CMDHB workforce 
development manager or by their managers.  
Permission was sought to pass on their contact 
details so that the research team could follow-
up and arrange an interview time and place to 
suit.  

4.2.4 Sample size 
Overall 10 manager interviews and 18 
PNR worker interviews were conducted.  All 
interviews were conducted in English, except for 
one conducted in the Samoan language.

It was anticipated that no less than 10 
and no more than 20 interviews with PNR 
health workers’ and approximately five to 
10 managers’ interviews would allow for 
saturation of the data to be reached.  This was 
appropriate.
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24 Demographic information was not asked of managers   
as this was not considered necessary to this study.

4.2.5 Sample distribution
The sample distribution of PNR workers was 
varied by age, gender, health service, country 
of birth and income.  This provided a range 
of different perspectives on PNR workers, 
employers, roles, rewards and views and 
aspirations regarding workforce development 
and careers.  The following descriptions 
highlight the differential backgrounds of the 
PNR workers/participants in this study.24 

The majority of participants (n=8) were aged 
between 45 and 49 years, followed by those 
aged 40-44 years (n=3) and 25-29 years (n=2).  
One participant was identified within each of 
the following age ranges (30-34, 35-39, 50-
54, 55-59 and 60-64 years).  There were 13 
females and five males.  Four participants were 
employed within Pacific specific health services, 
six worked in mainstream organisations and 
eight worked in Pacific branches within a 
mainstream organisation.  Most were born in 
the Pacific Islands (Samoa (n=8), Cook Islands 
(n=1), Tonga (n=1) and Fiji (n=1)).  The majority 
of these participants migrated to New Zealand 
in the 1980s (n=5), although three had migrated 
in the 1970s and three since 2000.  The majority 
(n=8) identified an hourly rate of $16-$20, 
followed by $21-$25 per hour (n=6), $11-$15 per 
hour (n=3) and $26+ per hour (n=1).

4.2.6 Interview procedure 
This study utilised qualitative and Pacific 
research methodologies (Anae et al., 2001; 
Denzin & Lincoln, 2005; Health Research 
Council of New Zealand, 2005).  This 
maximised participant responsiveness and 
ensured that cultural, ethical and professional 
concerns surrounding the relationship 
between the researchers and the participants 
were acknowledged and negotiated in the 
most appropriate manner.  This involved 
acknowledging Pacific principles within the 
research method such as ‘va fealoaloa’i’ 
(a Samoan concept/term based on valuing 
interpersonal relationships) that encompasses 
ideals such as respect, cultural competency, 
meaningful engagement and reciprocity (HRC, 
2005).

The primary method of collecting data was by 
in-depth interviews.  All participants who had 
agreed to be interviewed were contacted by a 
member of the research team to organise an 
appropriate time and location suited to them for 
a one to one interview that was expected to last 
one hour.  Each participant was provided a copy 
of the participant information sheet via email 
before the day of the interview and was also 
given a copy at the beginning of the interview. 

Following an introduction and initial 
engagement (whereby genealogical discussions 
and links were often made between participants 
and the researcher), the researcher verbally 
explained the purpose of the study.  A 
request for signed consent and demographic 
information was sought prior to the interview 
being conducted.  Interviews were semi-
structured, which allowed a flow of information 
to occur and participants were encouraged to 
tell their stories regarding their experiences 
and issues relating to the non-regulated 
workforce.  At the conclusion of the interview, 
in line with Pacific cultural etiquette, each 
participant received a ‘meaalofa’ (a token 
of appreciation), which was expressed in the 
form of gift vouchers.  This act recognises the 
sharing of knowledge, information, time and 
experience by participants and is premised on 
the aforementioned ‘va fealoaloa’i’ and Pacific 
research methodologies.  
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4.2.7 Data processing 
All interviews were transcribed and reformatted 
for entry into N-Vivo7.  This qualitative software 
enabled initial coding and categorisations of 
the data that were primarily based on the five 
question zones of the interview schedule.

4.2.8 Verification of data
All transcripts were double-checked, meaning 
each transcript was checked against the 
tape-recorded interview.  Also, copies of each 
transcript were sent to respective participants to 
check. 

4.2.9 Data analysis
The transcripts were read and reread several 
times by members of the research team to gain 
an understanding of the issues raised in the 
interviews.  

The intent of this qualitative component was 
exploratory, thus the data was approached from 
a neutral, naive position.  Analysis was reflective 
of axial coding and allowed for comparisons 
and similarities within the data and sub-
categories to emerge.  Common emerging 
knowledge and themes were then highlighted 
and reviewed.  Though this analytic approach 
was guided by a Pacific research framework 
the final approach used resembles a general 
inductive approach.
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5. Zone One – Stock-Take 
5

This zone addresses perceptions of the main characteristics of the PNR health workforce.  The first part 
explores workers’ perceptions and following details managers’ perspectives.  

PNR Workers

5.1 Main Characteristics 
PNR workers implicitly identified various 
characteristics considered important to the PNR 
workforce.  These characteristics include cultural 
and spiritual knowledge/understanding and an 
ability to integrate these into service delivery 
and working effectively with clients, an ability 
to work in flexible roles (i.e. multi-task) and keep 
a work-life balance, good people skills, passion 
and drive.  PNR workers also noted that PNR 
roles are increasingly becoming non-gender 
specific; however, in contrast, managers noted 
that contract specifications play an important 
role in recruiting gender-specific PNR workers.

5.2 Cultural and     
Spiritual Knowledge/  
Understanding 

Participants noted that PNR workers offer 
specialist skills within service delivery that are 
premised on cultural understanding, knowledge, 
beliefs and values.  Integrating these within 
service delivery enhances one’s ability to work 
with Pacific clients in a respectful and effective 
manner.

“It certainly takes special skills, and you 
know, not everybody can do that, and 
it’s…particular our Pacific people certainly 
have a good understanding of our own 
values, our beliefs and how we deal with 
people you know, and a good sense of 
respect and those important values that 
we have, will help us to do that, and if so, 
it takes a special skills also to you know to 
deal with families in our own Pacific way.”

Pacific workers identified points of difference 
between themselves and non-Pacific workers.  
These points of difference include cultural 
etiquette, spiritual understanding, ethnic and 
employment networks, relational experiences 
and an ability to maintain these relationships. 

“…she doesn’t have what I have, she 
doesn’t have that spiritual base, I know 
she doesn’t have the Pacific and the 
Maori and the networks out there, the 
health networks that I’ve come from, 
the education networks that I’ve come 
from because with my work I go back 
to those networks and to those key 
people that I have a strong relationship 
and we, whether it’s on a personal or 
a professional, because of that history 
and that integrity, they’re willing to work 
with me, so I know that’s a bonus for this 
organisation.”

5.3 Ability to Work in    
      Flexible Roles
In addition to working full-time, participants 
acknowledge the differing and additional 
leadership and management that many PNR 
workers fulfil, external to the work environment, 
such as church and familial responsibilities. 

“So then you bring those to your 
workplace, yeah, so and involved in my 
church.  Busy mum, but I think like many 
Pacific women, we lead our families, we 
hold down full-time jobs, whether their 
shift work jobs, you know that eight to five 
position, plus our church responsibilities, 
our children, the sports, the challenges 
of teenagers, yeah, so…it’s a bit of a 
snapshot.”
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5.5 Passion and     
Drive

Participants also noted that, whilst having 
a qualification is beneficial, having passion 
and drive and the right attitude were more 
important to PNR roles. 

“I think anyone could do this role. But, you 
have to have that, I guess and X-factor 
and in saying that, I’d say you’d have 
to have some sort of education behind 
you. You have to have a passion for what 
you want to do. You’ll have to be able to 
understand authority. You have to be able 
to understand other people’s cultures, 
other people’s feelings. So yeah, while 
I say that anyone can, it’s still good to 
be able to, if you have people that come 
into it with specific strengths or qualities. 
It will just make it much easier.  But 
definitely, I’m not just narrowing it down 
to those with degrees or BAs or whatever. 
We’ve proven that, we’ve taken people 
off the streets as ambassadors and hired 
them and they’ve had no education at all 
but they’ve had the passion, they’ve had 
the drive and they grew in their role that 
they were in, so yeah, with regards with 
people that have come in with degrees; 
and that’s all great to, but it’s been able 
to, I guess being an education person 
relate to an uneducated person and vice 
versa because the people we’re meeting 
out there are the people of the world, 
you know, they’re not gonna be like us; 
they’re not gonna be like the next person. 
Everyone has their own different qualities; 
they’re own personalities, so you have to 
be mindful of that when you’re dealing 
with those people.”

5.4 Good People    
 Skills

A few participants noted that in roles specific to 
caring for patients, an appropriate qualification 
and good people skills are important.

“Well I had to have good communication 
skills, you need to have some kind of 
nursing ability, in terms of some kind of 
background into nursing like whether 
basic nursing, with me I did two years 
of nursing at AUT and then I went into 
doing support of the elderly which is an 
NZQA certificate which deals with a lot of 
caring and studying about the mind of an 
old person and how you can cope, how 
you can support them, and just to serve, 
well to provide the cares for their needs, 
so that’s what I went into, yeah, so it’s 
actually made, you know working with old 
people well the elderly its actually pushed 
me into being more interested into doing 
geriatric nursing which is probably what 
I want to do, well, yeah, I need to do it, 
I need to do it, cause I don’t think I can 
cope with being, I can be a nurse, I know 
I can do it, but in terms of the elderly I 
think I can deal with that, I’m more into 
looking after the elderly…in my experience 
I think you need the skills, you need, 
because I’ve come across nurses that 
come in and out from where I work, or 
I’ve worked in places where some nurses 
are just not meant to be nurses.”
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5.6 Non-gender     
Specific

Participants noted that the gender-role 
stereotyping of work (i.e. that women are 
responsible for caring and men for physical 
labour and work) is changing.  Pacific men 
are increasingly working as nurses and social 
workers.  

“So there is an old culture of having 
majority of females working within the 
health board.  But I’ve noticed there’s 
been a big turn around and I heard that 
before I came in and it’s been confirmed 
even more with, well I’ve seen it, there’s 
been more males that’s becoming 
involved with the health sector.  More 
males are becoming to realise that we 
can be social workers; we can be nurses, 
you  know it’s all part of…bringing out in 
us that, what we all have in us; we’re all 
wanting to help people, but being afraid 
to because our genders, you know, you’d 
never see a PI man say I’ll go and train 
to be a nurse 20 years ago because it’s 
not the thing to do – you’re not macho or 
you don’t have that education back there, 
you just know how to lift heavy things, or 
especially if you come from the islands to 
this country, you know, you want to prove 
strength more than intelligence.”

Managers 
Despite the views from PNR workers that these 
roles are less gender specific, it is important to 
note that managers perceived dictating contract 
specifications as influencing recruitment of 
particular workers (i.e. premised on age, gender, 
etc.) into PNR roles. 

Managers also identified various characteristics 
relative to the PNR workforce and indicated 
those that are attractive to employers.  These 
include cultural knowledge, language, an ability 
to empathise with both Pacific and non-Pacific 
clients, passion, commitment, life experience, 
ideally leaders with influence and respect in 
the community, an ability to be flexible in work 
roles (i.e. multi-task) and a willingness to learn.  
Qualifications were encouraged; however, these 
were considered of secondary importance to the 
above characteristics. 
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5.7 Dictating Contract 
Specifications

It is important to note at this point that, despite 
the non-gender specific view above, managers 
implied that the recruitment of workers into non-
regulated roles is dictated by service user needs 
and contract specifications.  It was perceived 
that there are predominantly more females than 
males accessing health services, which affects 
fewer males being recruited into the workforce.  
This was mainly considered a consequence of 
adhering to cultural and ethical concerns for 
both clients and workers.  In contrast with PNR 
workers, managers also noted that males might 
not be attracted to PNR and health workforce 
roles for various reasons.    

“I think it’s you know, the workforce also 
dictates by the service contract that you 
get, you know if it’s to do with youth, the 
youth could be a mixture of females and 
males therefore you will have a mixture of 
workforce of male and females whereas 
well-child is predominantly is focused 
on younger family members with young 
children under the age of five so therefore 
the focus would be only females in 
services, you wouldn’t put a male, the risk 
behind that is huge, you wouldn’t have a 
male telling you about lactation, female 
issues, that’s why you tend to match the 
worker.” 

Managers also noted that service user needs 
for the younger New Zealand-born Pacific 
peoples also influence service delivery and PNR 
recruitment, since this increasing population 
has differing needs in regard to more mature 
populations.

“It would lean towards more mature, but 
the overwhelming statistics is that there is 
a younger population coming up that we 
need to cater for their needs, and we also 
need to bear in mind our population is 
not Pacific-Pacific, in the sense where they 
are New Zealand-born Pacific and their 
needs are totally different and that’s a 
theme, cause inter-relational relationships 
and marriages before the expectation 
would be different than the need of a 
Pacific coming who has migrated into 
New Zealand.”

It was also noted that the recruitment of PNR 
workers to match clients needs is challenging 
particularly in light of workforce shortages.  
Another variable to consider in terms of 
recruitment is one’s ability to speak a Pacific 
language.  

“We’ve got in our organisation we’ve 
got a mixture of New Zealand-born…
Island-born…when we’re recruiting we’re 
absolutely committed to making sure 
we have the right fit in terms of gender 
mix, in terms of ethnic mix.  But with the 
workforce shortages it hasn’t been that 
easy and in fact that’s what’s led us in 
particular to have quite long delays in 
terms of recruitment.”

5.8 Cultural Knowledge,  
Language and 
Empathy

Essential skills considered by managers in the 
recruitment of PNR workers are the abilities 
to speak a Pacific language and show cultural 
understanding of the respective ethnic group.  
Managers also identified that PNR workers 
needed to be able to relate and be empathetic 
to both Pacific and non-Pacific people. 

“…there are, I suppose a couple of broad 
groups to that and one is their skills and 
competencies, and then another really 
important part is their cultural abilities, 
because most of them…their roles are 
targeted towards high needs populations 
such as Maori or Pacific or those that are 
socially deprived so those people need 
to have an empathy and understanding 
for those people in particular and then in 
terms of their competencies they need to 
be able to relate to people.”

72 Workforce Development - Technical Report

PH Tech Rep_40.indd   72 14/05/2009   2:23:22 p.m.



5.9 Passion and     
      Commitment
Passion and commitment are desirable qualities 
that managers look for in PNR workers.  It was 
noted that this is an area that needs further 
recognition.

“…their passion, their commitment, the 
fact that they have had some experience 
in terms of this particular issue, mental 
health, I speak as a mental health 
provider it’s not the glamour area of 
health, you know, and we face the 
stigmatisation from outside health as 
much as inside health in terms of some 
other health areas.”

5.10 Life Experience
Managers also perceived that another 
characteristic of the PNR workforce are the life 
skills, experience and cultural knowledge that 
many bring to their roles.  

“So they play an integral function in 
terms of supporting people through 
their cultural knowledge, through their 
experience, through their skills that 
they’ve been able to bring from other 
areas that they’ve worked in.” 

5.11 Influential      
  Community Leaders 
Managers defined PNR workers as leaders 
within communities who have both the 
knowledge and ability to access service users.

“The experience that we have with 
these people, these are the community 
leaders who know the community, very 
fluent in their language, they know the 
infrastructure of the whole community 
and also becomes the…the voice of our, 
what do you call...should we ever wanted 
to enter into any church or, they are the 
people who actually link into the church in 
making things happen.”

5.12 Multi-tasking
Managers consistently noted that the PNR 
workforce is valuable and serves to enhance 
the work undertaken within respective health 
service organisations.  As well as community 
health, co-ordinating roles, counselling, report 
writing, administrative duties, caring and 
providing the link between service users and 
health services, this workforce was also noted 
to undertake various other tasks that draw from 
a wide skill set.  It was noted that PNR workers 
have multiple roles that are very broad.  

“In our organisation we have the 
community healthcare co-ordinators we 
call them and one they’re very busy, but 
two they, they just form those vital links 
between our enrolled population and 
the services that they require and if we 
didn’t have them those people wouldn’t…
probably wouldn’t get all the services they 
need yeah, so yeah, I think it’s vital.”
“…mainly counselling, here, so they’ll 
have referrals that they’ll have to, or 
a caseload of referrals which they 
will work through and make contact 
make arrangements for being seen, 
so their daily activities would mainly 
be counselling here, they might have 
three to five sessions a day but I usually 
discourage them from having more than 
that, five one hour sessions is quite a lot 
and quite taxing on energy and just being 
able to concentrate for so long, dealing 
with the intense issues, where they are 
not seeing a client, they’ll be at their 
desk writing up their reports, networking 
over the phone, arranging meetings etc 
and if they’re not there then they’ll be 
at meetings or seeing clients at other 
places.”
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5.13 Willingness to Learn
Despite workforce shortages, some 
organisations noted that they adhere to strict 
screening protocols when recruiting PNR 
workers.  A key aspect managers take into 
consideration in the interview process is the 
need to provide a quality service and whether 
a worker is keen to learn.  Managers note that 
they ask potential workers about their intentions 
and attitudes towards ongoing training and 
education.  

“In our interview when we do recruitment 
we actually emphasise that our position 
as an organisation and getting their views 
whether they stand around professional 
development, that’s where we will, we ask 
who would be the right candidate for us 
because you know there’s always a saying 
power is knowledge, and knowledge is 
power, we can’t do that if they’re not 
willing to do it, and if they engage that’s 
fine, but this is our expectation…this is 
the level that we believe that this person 
or individual should be at to deliver the 
services, quality services, and that’s 
the whole emphasise, it’s about quality 
services…but we are very careful in terms 
of looking at peoples experience and 
also you know it’s sometimes, are they 
teachable? Are they willing to grow and to 
learn?”

5.14 Qualifications
Managers identified that in the interview 
process they take into account the qualifications 
held by potential workers.  However, it 
was noted by some that qualifications are 
complementary to the ability of a worker 
to empathise and relate to service users.  
Managers also noted that although it is ideal for 
workers to hold certain qualifications this is not 
realistic in the employment market.  

“Ideally it would be good, but we’re not 
dealing with the ideal world, and for some 
people that might come from nursing for 
example, but not mental health nursing…
we’ve had two nurses come from that 
way, but skills yes, experience yes, and 
in terms of not necessarily qualifications 
that have you know bachelor of whatever 
etc or the letters after their name in that 
respect.”

Managers identified that to fulfil the tasks 
expected of the PNR worker role a worker may 
not need a tertiary qualification.  More pressing 
is the need for workers to be passionate and 
committed to improving the lives of others.  

“…where we’ve been involved in situations 
when we’ve got to get people into urgent 
accommodation, and they don’t have 
anything to wear, so we get supplies and 
we worked in with Mercy missions around 
you know food and those sort of things, 
do you necessarily need letters after your 
name to get that sort of stuff? No, do you 
need passion and commitment and a love 
for your clients? Yes, that you may have to 
work extra to the time that you work and 
you know you have to negotiate with your 
family that so and so is in a crisis and you 
need to yeah, does that necessarily mean 
that people with letters after their name, 
and I have letters after my name but I 
don’t think believe it’s the be all and end 
all of what it makes to be a competent 
service deliverer.”
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Summary of Key Findings

Main Characteristics of the PNR workforce

PNR Workers 
PNR workers identified several characteristics 
specific to the PNR workforce that includes: 

•	An ability to integrate cultural and spiritual 
knowledge/understanding into service 
delivery 

•	Ability to multi-task and maintain a work-life 
balance

•	Good people skills

•	Passion and drive

Managers 
Managers also identified several characteristics:

•	Cultural knowledge, language and empathy

•	Passion and commitment

•	Life experience

•	Influential community leadership skills

•	Ability to multi-task

•	Willingness to learn

•	Qualifications
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6. Zone Two – 
    Developmental Pathways

6

This section covers four areas relating to non-regulated workforce roles: 

•	What leads people to this work

•	What their current roles are

•	What keeps people in this work

•	What they perceive to be possibilities for the future.

PNR Workers

6.1 What Leads   
People to this Work?

Two overarching themes (personal and 
opportunistic factors) and nine sub-themes 
arose from discussions with participants about 
what led people into this line of work.  The sub 
themes encompassed within ‘personal’ factors 
include: capacity to care/help others, needs of 
the Pacific, passion and drive, Pacific cultural 
values, working in the community and job 
flexibility.  Sub-themes under ‘opportunistic’ 
factors include: previous work experience, 
qualifications/training, networking and 
alternative opportunities.

6.2 Personal Factors

6.2.1 Capacity to care/help 
others

An overall theme that emerged from 
participants was the notion of ‘helping or 
caring for others’.  For some this entailed the 
capacity to look after or care for someone, e.g. 
elderly people.  For others it meant helping 
others in terms of guidance and support, e.g. 
communication and language. 

“Honestly, I just love caring, I just love 
caring, I love caring for other people’s 
parents, you know, maybe it’s because 
I have no grandparents and I have no 
parents so, in life, I feel that I feel better 
when I’m looking after other people’s 
parents, I’ve got the opportunity to.”

“Helping others…like for my colleague 
and myself…we both wanted to be in 
roles where we could help others…but 
specially helping their people because 
there’s communication…and a language 
barrier, and I think another key for 
people wanting to get involved in Pacific 
health…is like in community, you know, 
community work. I think that’s what 
draws a lot of people…I think, underlying 
that is mostly just the service, just 
wanting to serve others and this is the 
way to do it…’cause there’s a high need.” 
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6.2.2 Needs of the Pacific 
It was commonly noted that being in a position 
that enabled one to address the needs of Pacific 
peoples and to help reduce the high negative 
health statistics and health risks can lead PNR 
workers to their roles.

“Especially like the Pacific people, they’re 
the ones with the higher rates of, you 
know, health risks and you know, diabetes 
and smoking, we’re on the higher end of 
the scale as opposed to the Europeans 
and all the other cultures; like if you check 
the stats, we’re on the higher end.  So 
there’s a need, and who else better but 
to get to help the Pacific people are the 
Pacific people…”

6.2.3 Passion and drive 
Passion and drive were considered major 
determinants for some participants.  It was 
noted by PNR workers that passion stemmed 
from an innate desire to serve the Pacific 
community in their roles as carers, support 
workers or educators.  One participant noted 
that this passion grew as a result of the work 
he/she was doing.

“…and then also just passion, your 
passion to help others and serve others 
and so I think with the non-regulated 
people, it’s, yeah…it varies from person 
to person, but that’s how I view the work 
that we all do. Hmm, it’s a service, and 
it’s definitely come a long way from where 
it first started I think, definitely.”

6.2.4 Pacific cultural values 
A significant factor that led some people into 
their current line of work was the influence 
of Pacific values and beliefs.  These also 
incorporated Christian values and beliefs.  The 
excerpts below indicate that opportunities to 
work in an environment where Pacific values 
and beliefs are practiced and reciprocated led 
people to this line of work.  

“It’s a mixture of all different cultures…I 
feel very much comfortable to work with 
the islanders, perhaps they you know, 
I demand the respect, maybe, which is 
different with the pakeha when you tell 
them what to do, they you know they 
talk back differently, but for the islanders 
no matter what if they don’t like it, they 
still you know listen and respond, yes, 
but then of course I learn from that style 
of life…like to work with the islanders 
because in the islands we have our own 
culture, it’s more or less like when you talk 
to your son and your daughter, no matter 
what they will respect you know they will 
just follow what you are telling them to 
do, maybe later they will analyse and 
they will find out that this is wrong, but 
then the most important things was in the 
mind of our children that they like to listen 
to their parents…” 
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6.2.5 Working in the    
   community 
Working with people in the community 
influenced others to engage in this line of 
work.  The opportunity to work with families 
and young people, and being able to contribute 
towards making a difference in the community 
was an important aspect that attracted some 
participants. 

“What I’ve found out is that my passion 
goes out there with the community, 
it’s not here in the office, I’m more 
happy to go out there and work with 
the communities and be together with 
them and encourage them to run their 
programmes and that, yeah.”

6.2.6 Job flexibility 
Participants commented that one of the aspects 
that attracted them to their PNR roles was 
the flexibility it allowed.  Participants noted 
that having a flexible job was conducive to 
their family and individual needs.  This was 
more important for female participants who 
described having to manage different tasks and 
responsibilities.

“Actually I think the thing I really enjoy 
with the job is its very flexible, you know 
what I mean by flexible, it’s flexible for 
my family as well it’s flexible for the job 
although there are sometimes that we 
come up with some issues that you know 
that can mess up with my family but 
I’m really glad that I can still manage it, 
trying to sort out the problem with my 
family and also the job. My family really 
rely on me because I knew more than 
anybody else in my family, but you know 
the job need me as well, if I can’t work we 
won’t receive anything, so it’s why I really 
glad that I come up with the job and this 
people here they are very understandable 
people they know the situation in our 
family trying to adjust with what’s 
happening over here, so that’s why I’m 
really happy.” 

6.3 Opportunistic    
Factors

6.3.1 Previous work experience  
There were three types of previous work 
experience backgrounds that participants 
described that led them to their roles as PNR 
workers: 1) health-related backgrounds, 2) non-
health backgrounds and 3) overseas nursing 
backgrounds.

6.3.1.1 Health-related backgrounds
Some participants noted having previously 
worked in other areas in the health sector, which 
they considered an advantage when applying 
for other health-related work.  This case also 
exemplifies the wealth of experience and 
knowledge that PNR workers can bring to their 
roles (see Zone 1, Section 5).

“…I think because they knew my 
background, that’s what sold it for them 
also, and also the [person] had been my 
boss probably nine years prior to this, 
when I was a social worker within the 
maternity service, so I suppose she’d seen 
me in action and she knew I had lots of 
networks out there in regard to my past 
work, and that I could also reconnect with 
those networks because of, I think when 
you practice with excellence you have a 
level of integrity and people are willing to 
meet with you again for a cup of tea, and 
yeah, so that’s what I believe got me the 
job.”

6.3.1.2 Non-health backgrounds
Prior to becoming PNR workers, participants 
came from diverse non-health related 
backgrounds. These included manual labour 
(factory workers); clerical (accountants, 
receptionists, administrators); customer service 
(customs officers, taxi drivers, police officers); 
and church ministry (pastors) roles. 
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6.3.2 Overseas nursing 
backgrounds

Some participants noted that they were 
registered nurses in the Pacific Islands.  
However, because overseas nursing 
qualifications were not recognised by the 
New Zealand Nursing Organisation, these 
overseas nurses could only find employment 
as healthcare or nurse assistants.  The excerpt 
below illustrates how a registered nurse in 
Samoa is employed in a non-regulated health 
role for various reasons that include the need to 
provide an income for her family and attaining 
New Zealand registration.

“My background is, I was a registered 
nurse in Samoa and that sad thing is that 
it’s not being recognised in New Zealand 
so that’s not, no…it’s a job I’ve been 
striving for you know so many years, and 
I worked out it was about twenty years 
of my service in Samoa and then we 
moved here and they haven’t recognised 
that.  We have to go through some sort 
of steps so that, for us to be recognised 
in New Zealand, so it’s pretty hard, but 
that doesn’t mean I have to sit down and 
wait until the time comes I have to go 
source around and look for money, New 
Zealand is you have to look for money 
you know to be able to survive, so when 
you have a big family it’s pretty hard to 
sit down and look, I have five children, 
so my eldest one is in Pago she has 
her own life, she has her family, I’m a 
grandmother…people don’t believe I’m a 
grandmother, but anyway its part of my, 
I’m up to another step, so we just have to 
accept it, so I came in New Zealand and 
I worked as a healthcare assistant, trying 
to get my experience in action you know 
and updated with a my intention is to be 
a nurse and you know to carry on with 
that, health service, but I end up coming 
here and end up at [the organisation]  
so I got called up and came in for an 
interview and they accepted me to be 
part of [the organisation], so I work as 
a family support service, it’s part of the 
service here…and they told me to work 
residential with the clients, then they end 

up bringing me back here to work as, in 
the community, that’s where I am now, 
and I started to stabilise my, and that’s 
one particular area as a community living 
support worker, yep, although it’s not my 
aim to be a community support worker, 
you know I want to continue on with my 
nursing, but just because I said you know 
some difficulties surrounding that area 
so I thought of just taking this because if 
I look at this community support worker 
working with people with mental health 
you know they are people that they 
need the support aye, just like what we 
do in the hospital, just because it’s the 
community service you know that doesn’t 
mean that we aren’t delivering the health 
service, although but sometimes we have 
to justify you know when we work with our 
own people.”

6.3.3 Qualifications, training 
and skills

Participants noted that training opportunities 
within tertiary institutions led them to PNR 
roles.  It was also suggested that health 
training and qualifications were beneficial when 
applying for PNR roles.  

“I was at the MIT, that’s where I first 
started, I was enrolled at the foundation 
school at MIT and then after three 
months I switch over to the HCA because 
it was my [children] is in the university, 
and it was very hard for me to you know 
carry on and I switch over to HCA and…
it’s only, I took three months there and 
that’s why I picked the HCA because it’s 
not that too many, it’s not, don’t take long 
and I’ve got the certificate there and I 
start look for a job and this is my first job 
and I take it.”
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6.3.4 Networking and 
alternative methods

Some participants acquired their current PNR 
roles through available opportunities. These 
opportunities were either through people they 
knew or through advertised mediums, for 
example, newspapers. 

“I apply for it. Yeah, there was one 
member from our church, she’s a nurse…
she approached me about this job. She 
said to me if I, you know, if I want to work 
here, and then she’ll forward my CV to 
the, yeah I got my CV and yeah and then 
[the manager] rang me, and came in and 
work…she had my interview and then 
in the next two days she rang me that I 
got the job and I’m gonna work with [my 
colleague]. Yeah, and slowly, I enjoy the 
job.” 

6.4 What Keeps People 
in Their Jobs?

6.4.1 Job flexibility 
Some participants noted that currently their 
jobs offered all the qualities that they were 
looking for, that is, flexible hours, good pay to 
“put bread on my table” and easy workload.  
These qualities were more conducive to female 
workers who had family responsibilities on top 
of study commitments.  

“…not only the nature of it is very flexible 
like I said before, you can fit in other 
things…before that we were able to do 
other things with our families, I think 
that’s the main reason sort of kept me 
here, and not only that, the money was 
good, it was better than now, yeah, but 
it’s still, to compare to the kind of job 
we are doing, although I know [my PNR 
role] is very important, physically it’s 
very simple, very easy I mean, most jobs 
an average is ten minutes, so you don’t 
stress out like other professions, you don’t 
sort of hang on with the patient, you just 
go in and out and do your bit and it’s, it’s 
very, it’s easy, to me it’s easy to handle, 
you don’t get too stress out with your 
job, I mean you get stress out with the 
patients and other professionals but the 
job itself is not that hard, yeah, so it sort 
of kept me here and I earn enough to put 
bread on my table for the kids.”
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6.4.2 Opportunity to make a 
positive difference

It was noted that the opportunities to make 
a positive difference influenced workers to 
continue in their PNR roles.  The excerpt below 
illustrates how one worker is committed to her 
role because of her ability and desire to work 
with and influence other Pacific women to 
access health services.   

“In this work, it’s helping people you know 
helping our women, ‘cause I think the 
job that we are doing is especially with 
[health area] is very important reaching 
out to our own people ‘cause of this 
sickness, I mean, it kills, so with me and 
being a Pacific Island, I really want to 
help our Pacific people, and when ladies 
do call for their appointment, I really 
want to do my best so that they make 
sure that these ladies will come for their 
appointment, ‘cause it’s very important 
for them as well.”

6.4.3 Feeling valued 
Participants noted that feeling valued and a 
member of a team influences their decisions 
to remain in their PNR roles.  It was also noted 
that value can be recognised in various ways.  
The majority of PNR workers stated that they 
felt valued in their workplace and identified the 
following reasons:

Belonging to a team 
“If you have a good team, I think you’ll be 
able to perform. Even though you’ll have 
your own specific roles when you need 
to come together as a team to support 
each other and that support is there, it 
helps your team grow – it helps you grow 
individually…definitely, yeah definitely, 
I think, I think we all have that feeling 
amongst ourselves because we are such 
a tight-knit group…the support is there for 
each and every one of us so it is. It makes 
you feel special and it makes you feel part 
of a special group.”

Open communication with the wider 
team (peers, other professionals 
and management)

“…yes, even my manager so we 
communicate very well, very well with 
our manager as well, so we like do jokes 
sometimes, just less stress, that’s the 
main medicine is make sure you have 
fun (laughs), we need some laugh, yeah, 
if you too serious about your job you 
end up, better have some fun, good 
medicine.”

Feeling appreciated – everyone 
pulls their own weight 

“Absolutely, we all like appreciate 
each other, what we do here…and like 
everyone’s of good value and everyone 
does pull their own weight...I feel that, 
you know, my manager always tells me, 
you’re doing great work  or they are just 
really grateful for what we do.”

Consistent monitoring of all services 
(clinical and non-regulated)

“…we have a, there’s a quarterly meeting 
that which is part of a forum where we all 
get together, we throw on the table what 
we’re…of what we’re doing. What we’ve 
done and what we forecast for the next 
amount…I’ve been to two of those and 
I’ve found that’s been a great thing within 
our people because it just strengthens all 
of us even though we’re doing different 
roles within [DHB region]. We are all 
working in the same direction and it just 
strengths each other. At the same time, 
we’re able to strengthen other peoples 
roles and that just strengthens the 
understanding of, and the support that 
we give to each other and at the same 
time it makes us all proud of being, you 
know, Pacific islanders…It just strengthens 
us of our identity, strengthens us of our 
culture and just gives us that proudness. 
And yeah, so we have that quarterly, as 
far as the Pacific island team goes, so 
I’ve found that a great value and great 
support for us.”
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Peer support
Another aspect deemed to influence PNR 
workers is peer support.  Participants described 
the value of having support from other peers 
both on a professional and personal level.  One 
participant noted that being in a team meant 
being able to help each other complete tasks. 
Another participant described the importance 
of working with one another to coordinate and 
plan their activities for the day.  Others noted 
the value of having a peer to talk to about the 
stresses of the work. 

“Sometimes when we talk… you know, 
how heavy the work and then it gets, you 
know, sort of a little pressure off, like and 
after work when you go home and then 
I walk out the door and it’s a relief, you 
know, now I’m going home and then I go 
home then I saw I have to cook, you know, 
pick up the kids, have to cook, you know, 
yelling, “do this, do that”, you know, it’s 
just a little bit sometimes you get, you 
know, when I go out and then have a bit 
of deep breath, then get fresh air then all 
gone, you know.” 

Positive affirmations
“…’cause I’ve had feedback from other 
people and they, I’ve had feedback from 
clients as well as from people that I’ve 
worked with that they want me there, 
and yeah, it makes a big difference for 
me as well, and even the bosses they’ll 
come and they’ve always, they come and 
tell me I’m doing a great job, and I think 
that’s why I’ve stayed as well (laughs).”

Being listened to
“I think that’s why I’ve worked with the 
organisation that I’m in now, I feel that 
my, for me, for what I say, my voice is 
being heard, and when I do come up with 
something I go and tell them what I think 
and in that circumstance, I feel I’m part 
of a big team.”

Making a difference in the 
community

“…it’s good to be recognised in a way for 
the benefit of our community,  I mean I 
don’t really care what the service think 
of me personally, I’m very happy when 
they come and consult with me in terms 
of any Pacific issues that comes up, and 
any things that will affect the service in 
terms of helping our Pacific community so 
in that I’m, I feel that I’m being valued a 
lot.”

Some participants even articulated valued to 
rationalise feeling underpaid.

“I believe that’s value you know, and also 
being able to have the respect of each 
other and working together, that’s all 
contribute to what I’m saying, you know, 
being valued, because at the end of the 
day, I really, I never consider money as 
you know as important in my current role, 
once I question my level of you know, in 
terms of pay scale and all that, but apart 
from that I believe what I do for families 
and communities is important to me.”

“I do feel valued within the team, with 
my colleagues, and it’s the feedback that 
they give to me, that they enjoy working 
with me, they’ll come to me and ask for 
my advice, they’ll ask for guidance on 
particular parts of our work, or they’ve 
said to me, ‘gee, I really enjoy working 
with you, I like your style of presentation, I 
wish I could be a presenter’, like I say ‘oh 
it’s all good, we can work on it together’ 
so I do feel valued in that sense, I’m  
probably underpaid, yeah, and at times, 
I think perhaps, the team leader needs 
to have more confidence in some of the 
decisions that I make, but she’s the boss, 
so she can think differently, but I do think 
in monetary terms I’m worth more than 
what I’m getting, yeah, but that’s okay, 
you just move on to something else, even 
though I feel that I should be paid more I 
still deliver my work with excellence…”
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Alternatively, some participants identified that 
they did not feel valued in their workplace.  The 
reasons for this include:   

Feelings of differential treatment by 
other professionals

“Doctors are better than nurses…nurses 
treat us not very nicely, it’s surprising 
most of the doctors are acceptable of 
[role title] than nurses…it’s what they say, 
what they act.  I think there’s a bit of… I 
don’t know whether it is jealousy or this, 
they don’t think much of us, especially 
when all of us are foreigners anyways, 
I mean I’m Tongan, there are Samoan 
[job tile], there are Cook Island [job 
title], there’s Chinese, there’s so many 
nationalities, you know, and I think we get 
treated like that because of who we are…”

Feeling that needs are not 
prioritised.  In this case there is 
no place of belonging within an 
organisation

“Not with the way that we are being 
treated…because we don’t have a 
place of our own, if we don’t have 
a [appointment] we can’t be in the 
[workroom] because we’ll be too crowded 
and they complain because it’s too noisy, 
so we go and sit in the [public area] you 
know, and people walk in and look at us 
and you know ‘oh those people are just 
getting paid for doing nothing’ you know, 
so to avoid that sometimes we go and sit 
in our car, but we are salaried [job title], 
professional [job title], you know, and our 
bosses, whenever we brought it up and 
complain about it, we are told ‘oh don’t 
worry about it’ cause they don’t know 
people that say those things about you…
all these people have places, we don’t, 
you know we just get pushed from one 
place to another, and, well the answer to 
your question, we don’t feel valued.”

6.4.4 Professional development 
and learning 

Participants noted that another reason for 
staying in their roles was the opportunity to 
learn new knowledge and develop new skills.  
Some participants viewed their current roles as 
stepping stones towards the next level.  This was 
most notable for those working as caregivers or 
healthcare assistants aspiring to become nurses.

“I just want to keep going, keep going and 
also why it’s, why I like it here, because I 
get more and more experience here in this 
ward and I was thinking of my mum too, 
because she’s getting old and I, it’s time, 
if it’s, if she really can’t move, I know how 
to turn, you know, from my job and I do it 
to my mum if she, if it’s time not walking 
or not turning or move because she’s 
getting old too. But the thing that was 
always keep me here is I want to learn. I 
want to keep learning, you know.”

All participants described their work as a place 
of learning and up-skilling.  It was noted that 
work places provide opportunities to learn 
about both the theoretical underpinnings of 
health issues (e.g. smoking, breast screening 
and human biology) and new practical skills 
(e.g. training for equipment use, like hoists and 
walking frames).  This learning was considered 
empowering for participants as it enabled them 
to address clients’ concerns and gave them 
confidence to approach communities to educate 
on health risks and health services.  Participants 
also noted feeling empowered by the fact that 
their new learning could act to empower others 
in the community to adopt healthier lifestyles. 

“You understand part of your body, like 
because I don’t know where the C7 is, T6 
is or all this type that, you know, and it’s 
good to see when I go to the picture and 
I see and I ask, hey, I didn’t know this, 
who do you know we got C7 or T6 and 
then show it, that’s the other thing and…
sometimes because it’s only one spinal 
unit in Auckland, and you meet and see 
all different cultures and different people 
because all different people coming here 
and all they got different sickness and 
different levels of their, yeah, tetra, mm, 
and yeah.”
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The types of training courses participants 
mentioned included: cultural competency, CPR 
and smoking cessation.  These were usually 
short-term courses running from two to four 
weeks. 

Some participants (working within a 
mainstream organisation) noted that training 
was undertaken before any community activity 
was carried out so that they were prepared for 
their roles.  However, one participant (from a 
non-mainstream organisation) described the 
challenge of her first week because of the lack 
of initial training for her role and advocated the 
need to be trained “right from the beginning” 
(Participant 2).  Another participant (from a 
mainstream organisation) noted that their 
organisation was always fine tuning the process 
of training courses. 

6.5 Possibilities for the 
Future

Future endeavours for participants entailed two 
notable paths: 1) within the health sector and 
2) outside of the health sector.  However, most 
participants stated either directly or indirectly 
that they aspired to work with Pacific people.

6.5.1 Developmental pathways 
through health services

The majority of participants noted the possibility 
of developing within the health sector.  Some 
participants in care giving or nurse assistant 
roles noted their passion to become nurses.  
These participants claimed that their current 
role(s) (as a caregiver or HCA or nurse 
assistant) were stepping stones towards this 
aspiration.  However, it was also noted that the 
pathway towards nursing has been difficult for 
many and that proper structures need to be 
put in place (this is fully discussed in Section 8- 
Barriers and Section 9 - Enablers).

“I think I see myself within the health 
sector, but I don’t think, not so much in 
this role. Because I’ve had a vision and 
I’ve set myself a goal and it’s a realistic 
goal. If I can do everything I can do within 
X amount of time, then I will definitely 
be channelling my, my qualities and my 
expertise within another role, but staying 
within the health sector.  I’ve found that 
this stage of my life, the health sector is 
where I wanna be – it’s where the passion 
of my whole life has sort of come to 
where I wanna be right now…”

Some participants also discussed the need to 
expand within their current roles.  For example, 
the excerpt below shows how a PNR worker 
notes that there are gaps within the service 
currently provided and provides suggested 
alternative options to address these.

“Well, at the moment because we are 
only, our mainly area that we concentrate 
in is in the hospital, and all the Counties 
Manukau District Health Board clinics. 
Because we go out to the Spinals, Botany 
Maternity, the Botany Super clinic, Super 
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Clinic – Manukau, you know and a plus 
here. So we go out that area and that’s 
where we got all the referrals, you know, 
that’s where we got all the referrals and 
I think another area that I’m looking 
at is, you know, all the community, the 
Pacific Island community, but the only 
way you can get into those community 
is through churches, you know, we 
going to churches leader and approach 
them if we can come in and, you know, 
bring out the [health promotion] a 
team to their community you know, in 
different churches and you know a, I 
think that’s where we can, and yeah 
I think that next year we’re gonna go 
into the church community and also, 
government departments like WINZ, 
Inland Revenues…but I think that’s 
where we looking at, you know, to target 
those areas and to move outside of the 
hospital…”

6.5.2 Developmental pathways 
to other areas
Few participants also noted that the knowledge 
and skills they have developed in PNR roles has 
influenced aspirations to continue working with 
Pacific peoples but within different sectors.  In 
this example, the church ministry was identified.  

“I know I’m capable of working at another 
level, basically I see myself as an adviser, 
but I see that I’m skilled enough to work 
at that level where I’m either managing 
people or a small team or giving advice 
delivering so I suppose contracting 
out, so I’m not going to be doing either 
of those, my plan is that I’m going to 
bible college, I’ve always seen myself 
in a ministry role, even though within 
our workplace or wherever we go, we 
minister… I do ministry work anyway, 
within the workplace, I’m not saying 
you’ve got to come to Jesus, that kind of 
stuff, but in how you socialise with people 
and support people, have an empathy but 
also a boldness about particular things, 
and when you’re asked to lead perhaps 
the spiritual side of the team, to just say 
no worries, bring it on you know, so um, 
so my plan is to go to bible college.”

Managers
Managers’ (from primary and mental health 
services) perspectives on the roles and/or 
developmental pathways of their non-regulated 
workers were minimal in comparison to PNR 
workers. 

6.6 What Leads and 
Keeps Workers in 
Their Roles?

Managers noted that the ‘love’ and ‘passion’ for 
helping people is what leads and keeps workers 
in PNR roles. 

“The majority of people just want to 
make a difference and to be able to use 
their skills and their knowledge and their 
commitment that they have and the word 
that people are almost too scared to use 
in this sector is love, that they actually 
love the community and love the people 
and that they want to be able to serve 
people.” 

It was noted that workers often ‘go out of their 
way’ to help people and this was considered 
an indication of their commitment and the 
value they place on their roles.  Managers also 
noted that high Pacific health needs and a 
commitment to making positive changes also 
lead people into this workforce.  Organisational 
support and commitment for PNR roles was 
considered necessary to enhance PNR roles and 
effectiveness within the community.  

Accessibility to PNR roles was also noted to 
lead people to this work.  The following excerpt 
suggests that community work includes tasks 
such as interpreting, transporting and grocery 
shopping (which are considered non-specialist 
skills).  On this premise, it is thought that PNR 
roles are accessible to those with non-specialist 
qualifications who aspire to work with their 
“own people”. 

“I think that it seems easier to work with 
what you already know, so if you didn’t 
specialise in any area and if you’ve had 
no formal qualifications it seems natural 
to start working with your own people 
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and doing something to help them so 
some form of social service or community 
service whether that be volunteer or paid 
work, you can assist your people by lots 
of things, by interpreting, transporting 
them from one place to another, doing 
grocery shopping for them and this work 
is not too different in many ways to that, 
so for them to sort of start in this area 
or at least start by studying social work 
or community work it seems to fit in with 
what they already know and understand 
rather than get into something really 
different like mechanical engineering or 
you know, and we’re talking a generation 
ago, when getting into university was a 
lot harder than it is now, or perceived to 
be much less accessible, ironically it was 
cheaper than it was to go to university 
too, but it wasn’t really seen as something 
that people could aspire or get into.”

It was stated that the cultural significance 
of family and particularly looking after the 
elderly within Pacific cultures was considered a 
determining factor that leads workers into PNR 
roles.  It was also noted that these values are 
important to acknowledge and emphasise within 
health organisations.  This was considered a 
contrasting feature of Pacific providers when 
compared to non-Pacific services.

“I think part of it is the cultural 
expectation that older people will be 
cared for and supported.  And that really 
lies at the heart of most of the voluntary 
work and the care work that we are 
seeing and its, it’s a commitment, I guess 
treasuring the older people in the family 
unit. For disabled people it’s often a 
family member that, that the care falls 
upon.  It tends to be predominantly family 
members than external people coming 
in with the family.  So there is a strong, a 
strong drive I guess from the family that 
that they would be seen to be supporting 
their own family member…and the older 
people rather than calling on external 
sources to do that and resources to do 
that…and I think that’s, there’s quite a 
difference between Palangi and Pacific…
in that area, cause in working and having 
worked in the Palangi sector it’s more like 

where’s a rest-home we can pop-them 
into?  And the Pacific sector is how can we 
support them and support them to live 
independently as possible in their own, in 
their own living situation.” 

6.6.1 Developmental pathways
It was noted by some organisations that 
developmental pathways and opportunities 
to work towards personal aspirations 
within the health sector are provided within 
particular health services.  The following 
excerpt exemplifies how the development 
of a professional pathway is premised on 
the aspirations of the worker as well as the 
obligation to contractual service specifications.

“We’re now on to the second thing, we’re 
now looking at a diploma in mental 
health so we’ve already identified through 
our three year training plans.  But we’re 
being realistic about it so this is where 
workforce, what I’m saying is that we 
shouldn’t be looking at an organisation 
and saying ‘why is that organisation not 
conforming to this workforce strategy?’  
When in reality all organisations are 
trying to meet their needs but we’re 
at the same time trying to make our 
commitment to the sector development.  
For example, we’ve got a nurse here, a 
brilliant, brilliant woman and I respect 
the work she does and she’s doing some 
great work but I know that ultimately 
her heart is in the area of diabetes.  And 
she’s, when I sat down to work through 
her three year training programme and 
where she wants to go she was quite 
clear that ultimately when either she’s 
done the certificate programme that 
she’s happy to do the diploma but her 
heart has always been in diabetes so 
it’s about sitting down and working with 
her and saying “hey let’s look at an exit 
plan about how you would do that.”  But 
also we as an organisation we have a 
commitment to the you know ‘let’s beat 
diabetes programme’ and all the other 
stuff, how can we support it and you 
know like she’s obviously her heart is in 
that area, so what we’ve tried to do is 
expose her to some of the training that’s 
also happening there but still make that 
commitment to our core business.”
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Summary of Key Findings

What leads people to this 
work?

PNR Workers 
Two overarching categories emerged within 
PNR workers’ responses to questions on what 
influences and motivates people to undertake 
PNR roles.  These categories are: personal and 
opportunistic factors. 

Personal factors 
This theme encompassed the sub-themes 
of having the capacity to care/help others, 
opportunities to address the health needs of 
the Pacific, passion and drive, Pacific values 
and beliefs, working in the community and job 
flexibility.

Evidentially, motivating factors that lead people 
to this work are primarily premised on ones 
like passion and commitment to helping and 
working with Pacific peoples in need.  The ability 
to be flexible with one’s working hours and tasks 
also encourages those with additional familial 
and employment responsibilities to work in PNR 
roles.

Opportunistic factors 
This theme encompassed the sub-themes of 
previous work experience (health, non-health 
and international), training opportunities within 
tertiary institutions, networking and alternative 
methods.

Motivating opportunistic factors exemplify 
alternative pathways to PNR roles.  Those who 
have come from health-related backgrounds 
illustrate the importance of exposure through 
other health careers.  Those who have come 
from non-health fields and those who have 
international health training highlight that the 
PNR workforce consists of diverse backgrounds 
and experiences.  Tertiary institutions are 
identified as providing a pathway to PNR roles. 
However, networking with others already in the 
field is considered just as effective.

Managers
Overarching motivations that lead people to 
this work are high Pacific health needs and a 
commitment to making positive change.  Other 
reasons include accessibility (particularly since 
fewer qualifications are required) and Pacific 
cultural values, such as caring for the elderly.
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What keeps people in their 
jobs?

PNR Workers
Several factors influence people to remain 
working as PNR workers.  These include job 
flexibility, opportunities to make a positive 
difference, feeling valued, being a part of 
a supportive team and opportunities for 
professional development and learning.

Discourse on the dominant theme of ‘feeling 
valued’ generated two additional themes 
that are ‘recognition of work within the 
community’ and ‘belonging to a team’.  Other 
themes also emerged that were considered 
to influence one’s sense of belonging.  These 
include open communication (between peers, 
other professionals and management), feeling 
appreciated and an ability to trust team 
members to fulfil their roles competently, 
consistent monitoring of services (clinical and 
non-regulated), peer support, receiving positive 
affirmations and feeling that one is being 
listened to.  These sub-themes highlight how 
important ‘feeling valued’ is to PNR workers 
and provides an insight into constructs that are 
conducive to this.

Contrary to this, some workers identified factors 
associated with feeling undervalued.  These 
factors include differential treatment by other 
health professionals and feeling that their needs 
are not prioritised within organisations. 

Managers
Managers highlighted that developmental 
pathways and opportunities to work towards 
personal aspirations within the health sector 
are provided within particular health services 
and that this may act to influence people to stay 
working in PNR roles. 

Possibilities for future 
development

PNR Workers
Future aspirations and pathways include 
development within the health sector to either 
senior or higher qualified roles, such as nursing.  
There were also aspirations to develop the skills 
and knowledge gained within PNR work within 
alternative sectors such as justice.
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7. Zone Three – Impacts: 
 Are Service Users’ Needs 

7

PNR Workers

7.1 What are Service 
User Needs?

Two overarching themes were identified under 
‘service user needs’.  These are improving 
access to health services and cultural 
competence.  The cultural competence theme 
encompasses various sub-themes, which 
includes client matching by gender and age, 
opportunities to communicate in Pacific 
languages and understanding Pacific and 
spiritual needs.

7.1.1 Accessibility
The ability for Pacific people to access health 
services was a recurrent theme raised by 
participants.  It was noted that service users 
benefit when local community health outreach 
services are made available.  Such outreach 
sites include health services located within 
church settings.

“I think it makes a difference for them 
knowing that there are Pacific people 
that are there for them and also we’ve 
got our people that are working out in 
the community like the LotuMoui who are 
actually going out to the community and 
some of the churches that are also doing 
this wonderful job of talking in their own 
language that they can understand and 
I think we need more, we need more of 
those, yeah.”

Certain healthcare screening practices are 
considered personal and invasive.  Participants 
perceive that service users are more likely to 
access these services when they are conducted 
in a setting that is familiar to them and when 
administered by Pacific peoples.   

 “I think if we go out as a community 
more often to run health clinics out in 
the community, probably it’ll make it 
much more easier for them, where they 
are, in an environment which they feel 
comfortable in.”

The following excerpt exemplifies how staff 
at the first point of contact (either over the 
telephone or at the front-desk) provides a sense 
of familiarity within a health setting.  

“…usually there’s always a white person 
that’s on reception or a Maori, not us, but 
I find that when I’m at the reception, the 
days that I’m meant to be, they’re very 
happy, and you just sort of, they talk to 
you as, they’re just very happy because 
there’s someone like you there, they feel 
very much more comfortable, they talk to 
you quite easily.”

Participants note that, despite commendable 
efforts to improve access to health services, 
there remain a number of people that do not 
engage or utilise these services.  

 “… but there’s a high percentage of 
Pacific people that do not come to the 
clinic as well, and I think it’s just yeah 
probably, I’m not too sure whether it’s 
transport or whether it’s the language 
or because right from the beginning 
we just do ask them, if you need help 
you’re allowed to bring anybody, we can 
organise a translator or interpreter for 
you, I’m not too sure why...”

91Workforce Development - Literature Review

PH Tech Rep_40.indd   91 14/05/2009   2:23:25 p.m.



7.1.2 Cultural competency
Cultural competency is a broad term that is 
discussed in more detail in Zone Four.  At this 
point, it is important to recognise the sub-
themes encompassed within this framework, 
which include client matching, Pacific Island 
language and an understanding of Pacific and 
spiritual values.  

7.1.2.1 Client and PNR worker 
matching

Matching by ethnicity

A common theme raised by participants was the 
need to match by ethnicity as a form of effective 
intervention.    

“…it works really well, really well with 
our people in our community, as to my 
understanding it’s easier to work with 
your own people than anyone else and 
they understand you as well and you 
understand the same cultural and the 
values that they have, that’s why it makes 
things easier to work along with…”

Matching by gender

Participants also perceived that there is a need 
to match by gender. However, it was noted 
that, due to workforce shortages, this might not 
always be an option.  One alternative was to 
utilise the support of appropriate gender staff 
from other services. 

“Oh no because in the beginning we 
have a male and a female worker, so it’s 
something we need to prevent our safety 
as well as male safety towards female 
and male, so we sort of divided males to 
male worker and so we have no issues 
around that, but just now when we they 
move the male to another service and 
there’s no male around with us, so we 
have to work along because there is no 
other choice, but we have to make sure 
that we are safe, it’s our safety first, if I 
feel, If I think I am not safe to go see a 
male, I have to grab one of them, either 
way we call up [service deleted] and we 
ask for a social worker, a male social 
worker, to come with me, I cannot go 
alone if I know that I don’t trust, we have 
to protect ourselves as well.”

7.1.2.2 Language
Participants noted that the ability to understand 
and speak the language of clients is a crucial 
factor when meeting the needs of service users.  
The ability to speak and understand the first 
language of clients is thought to create an 
open atmosphere in which Pacific clients feel 
comfortable and open to services provided.

“I do have many Fijians as well, yeah they 
do, when they do ring me up they’ll talk to 
me in my language and you have a bit of 
both English and Fijian so it just makes it 
so much easier, I think the communication 
is a whole lot easier and I find that with 
the other colleague that I have, she 
talks in her language and its, I think it 
just breaks down that barrier for them 
when they know that there is somebody 
there that can speak their language and 
understand them.”

Participants also noted language specific 
health messages and resources as a service 
user need.  Knowledge of Pacific language(s) 
was considered useful in the dissemination of 
information through various means (e.g. phone 
contact, face-to-face and local Pacific radio 
networks). 

“…pretty soon I’ll be on the radio, you 
know…talk on the radio and promote the 
[health promotion] policy and talk to own 
people in our own language. Like 1593 
AM, 531PI, you know, Niu FM. So not only 
our own Samoan people but every Pacific 
Island, you know.”

It was also noted that the majority of service 
users that require bilingual health workers are 
either mature Pacific people or new migrants to 
New Zealand.  

 “…twenty years time, I’m sure because 
people from Tonga will still be coming 
over here, yeah…we do see the younger 
ones but not that many, younger ones are 
mainly new immigrants from Tonga that 
can understand English but can’t really 
speak it that well, so we still see younger 
age, but majority are older people, 45 
and up.”
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Participants also stated that it was not 
uncommon for service users to request the 
support of family members to speak on their 
behalf.  This can take the form of arranging 
appointments, attending appointments and 
communicating with clinical staff.

“…sometimes we have the husbands 
for our Pacific people, sometimes they, 
women cannot speak English they will 
get their children to ring us up or their 
husbands ring us up and book their 
appointment, but with their permission…
they come with their family members, 
they always bring somebody, I always 
notice with our Pacific people that they 
always bring their children or their 
husband because they can bring a 
support person with them.”

7.1.2.3 Pacific values and 
spirituality

A significant number of participants noted 
that spiritual health is an integral part of a 
Pacific worldview that contributes to health and 
wellbeing.  Participants noted the challenge 
in attempting to discuss and assess this area 
with non-Pacific clinicians.  It was also noted 
that questions relating to spiritual health are 
not often asked of service users and therefore 
cultural understandings remain void. 

“I think others don’t see as part of…
our, probably their ignorant they don’t 
understand what we value, what we 
believe, and so I think that was a difficulty 
in trying, and you know the medical model 
it just, in trying to bring in the culture 
aspect and even try and use our own 
Fonofale model in our holistic approach 
becomes something that some clinician 
find it difficult to accept, for example 
spirituality, you know you can sit in a 
review of a client, you will never hear 
anything about spirituality and what, how 
that family cope with their beliefs and their 
faith, even mention church, do they go to 
church or not, you never hear that sort of 
discussion, and I think sometimes they just 
avoid talking about those things because 
I think some of them find it difficult to talk 
about spirituality because they probably 
don’t know what it means…”

Participants perceived that Pacific service users 
are uncomfortable when communicating and 
exposing particular body parts and sensitive 
areas to health professionals.  It was considered 
that a worker from the same ethnic group may 
help settle fears and create a comfortable 
environment for such clientele.

“…’cause I think with a lot of our island 
people it’s the language that stops them 
and probably sometimes when they 
come for their appointment cause we are 
conscious about ourselves and all, and 
yeah, it’s a bit…yeah, it’s like a sacred 
thing for us and you’d rather not show, 
they’d rather see an island person doing it 
for them or yeah.”

Participants noted that service users need 
a workforce that is empathetic towards and 
understanding of cultural protocols and process, 
particularly since gratitude can often be 
culturally expressed via the gifting of items (e.g. 
food).  Appropriate acknowledgement and an 
understanding of this good will is required.

“Oh they do, they definitely do, when 
you’re at the clinic and they come and 
they see you, I’ve even had people bring 
me food and they didn’t even know I was 
there, they’ve just brought it because they 
saw that I was just sitting there they’ve 
opened their bags and they’ve pulled out 
an apple and they, just to give it to me, 
and yeah, I’ve met quite a lot of amazing 
people, and like I’ve said, even talking to 
them on the phone, it just helps them, 
cause you can be at their level, and 
understand them and yeah, it makes a 
difference.”
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Partcipants also noted that service users need 
a workforce that understands the familial 
and traditional hierarchical structures within 
respective Pacific cultures.  This includes workers 
that can access community resources such as 
a matai or kaumatua, who are good at working 
respectfully within this system to negotiate 
better health outcomes. 

“There is a man here that we call our 
Kaumatua, and he’s a Samoan man, he’s 
a older person around here, so if we come 
up with some difficulties in the family and 
client I have to come back and pick him 
up, I just have to consult him and discuss 
this issue if he could help out with the 
family in some other ways for them to 
accept this client, you know because this 
is some of the barriers with this client, is 
the relationship with their family how the 
family is, how they having that relationship 
with their own people you know there is 
some sort of discrimination with this client, 
so we have to work in both ways in order 
for them to be reconnected again.”

7.2 Are Service Users’ 
Needs Being Met?

The majority of PNR workers within this study 
implied that the needs of Pacific peoples are 
being met by the PNR workforce.  An example 
is how the PNR workforce provides follow-up 
services to outpatients (i.e. external to the 
hospital setting).  

 “…Absolutely!…cause we have patients, 
that once they like, we’ll provide the 
support in the hospital, or while they’re 
here, but once they go home, they can 
just fall through the cracks, but with my 
role, I can actually follow on to them, and 
follow up with them.  Not only do they 
see that, you know, I was just in hospital, 
but they can see that we’re more than 
just a hospital service, we’re a community 
service to them as well.”

Participants also noted that the evidence of 
needs being met can be seen in the positive 
feedback that is regularly expressed by clients, 
and it was considered noticeable from their 
body language and non-verbal communications 
with staff.  For example, participants note that 
service users appear more comfortable when 
they see a ‘brown’ or Pacific face when accessing 
services.  It was noted that PNR workers provide 
the familiarity and similarity required by service 
users by being visible at the first point of contact 
(via the phone or at a front desk).    

“They definitely do, they’re so happy and 
sometimes they think you even come 
from the same place as them and you 
could tell on the other end of the phone 
that they’re very happy and sometimes it 
helps when you know a bit of like if they’re 
a Samoan or Tongan and you say hello 
to them in their language, or you say 
goodbye to them and their language it 
makes a whole lot of difference, and then 
when you’re at the clinic, fronting the 
clinic they’re very happy that they see a 
brown face at the clinic as well, they feel 
much more comfortable and I think they 
feel at home, they see somebody that is 
similar to them at the clinic.”
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The excerpt above also suggests that conversing 
with clients in their respective Pacific language 
plays a major role in meeting the need for 
familiarity and similarity within healthcare 
settings.  Participants noted that interpreting 
services are another form of PNR work that 
meets service users’ needs at a more formal 
level and although these are available they 
are not fully utilised.  It was noted that Pacific 
peoples may not fully understand the benefits 
and process involved, particularly since some 
Pacific service users can be offended when 
offered an interpreting service.  The important 
point to recognise here is that the option is 
available.

“Some of our people we don’t, were 
very you know, because of the language 
barrier…some of us when they doctor 
come in and ask for, you know, if they 
need someone to interpret it…to be an 
interpreter and they say…‘We can still 
manage cope with it’ but you know, with 
those people they need to understand 
how important all this community 
workers…that we need to use those 
people here, we understand and, because 
that social worker can come in and be 
an interpreter and if you hear something 
that you disagree with you are entitled 
to tell them, you know, ‘no, we don’t like 
that’, ‘we want this and we don’t want 
this’…there are a few people who have 
this mentality that if you turn up and say 
you are the interpreter, ‘oh, I can speak 
English, I’m not dumb’ so they [say]‘we 
don’t need you’.”

It was also noted that PNR workers integrate a 
level of cultural understanding and competence 
(unique to Pacific genealogies and hierarchical 
structures) into their service delivery to provide 
the most effective interventions for their clients.

“One of my clients is in the hospital, she’s 
a really brainy girl, she comes from a 
high-rank family in the islands, and all 
this family are really brainy kids and I feel 
really bad when I come across and some 
people are not treating her they way used 
to be treated in the family so then I feel 
very bad for her, so I work with them…
so what we try to do we try to source or 
find ways that we could increase their 
value in the community so if there are 
some issues around housing and that, 
that is we have to provide that support 
to look for appropriate accommodation 
and its affordable for them, to live it, so 
what actually we do is sort of intensive 
support.”
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Managers

7.3 Is there a Need for 
the PNR Workforce 
and does it Impact on 
Pacific Communities?

“Well the answer is yes, there is a need, 
and I think without the unqualified 
workforce there would probably not be a 
Pacific health sector, I mean that’s just as 
blunt as that…” 

Managers emphasised the perceived positive 
impact that PNR health workers have on Pacific 
communities.  There was also general consensus 
that there is definitely a need for PNR health 
workers, particularly since they provide the 
much-needed support for clinical services/staff.

“Absolutely, absolutely, the two that 
we have at the moment, and we’re still 
recruiting, we’re looking to build on our 
team,  we could not cope our nurses 
could not cope without them because 
they take off some off the strain in what 
they could actually do for the nurses, yes 
absolutely we do need them.”

It was noted that PNR workers make up a 
significant number of staff in non-government 
organisations.  These organisations rely heavily 
on this workforce both for clinical work as well 
as for financial sustainability. 

“The difficulty is that there are a huge 
number of small Pacific boutique 
providers in the non-government sector, 
many of them are family based,  many 
have been set up by family members who 
then employs other members of the family 
around them because they are people 
they know and trust and often they are 
people who manage a very small budget 
who rely on family members to provide 
services which they would otherwise 
have to pay a lot more money for and 
often don’t either have the formalised 
structure quality processes or the critical 
mass to be able to survive long-term and 
that part of the sector relies heavily on 

the unqualified workforce the larger an 
organisation gets and the more funding 
it attracts and the more robust its quality 
systems and reporting systems are…
the more likely it is to build capacity and 
build critical mass over time and then 
the more likely they are to employ people 
who are qualified and have to rely less on 
the unqualified workforce…so I think that 
without the unqualified workforce there 
would be probably be a significant, no 
undoubtedly, a significant reduction in the 
number of smaller NGO Pacific providers 
existing, they couldn’t exist without them.”

Managers also note that there is an increasing 
need for PNR workers and that a potential 
source of employees (i.e. Pacific staff with 
health experience) are those that currently work 
outside the health sector.  It is perceived that 
these PNR workers work in other areas because 
of better pay opportunities.  

“Yes, the hardest thing, the strength of 
what we’ve got out there, we have a 
workforce shortage, you know we are, if I 
think of New Zealand immigration service 
you know Samoan quota, and I think of a 
lot of our people who are wasting away 
with talents and skills and devotion to 
various disciplines like nurses, who are 
stuck in corrections because that’s where 
the high pays are, yes, yes, I do.”

Given the current health workforce shortages, 
managers have identified that the future supply 
of the health workforce could be drawn from the 
non-regulated health sector.

“I believe the unqualified workforce is 
where a significant amount of our future 
workforce actually lies, and that’s where 
we are going to draw them from um, so, 
and particularly in areas like disability, 
mental health, older peoples care, I mean 
if you look at the rest-homes around 
Auckland probably 80% of the staffing 
are Pacific, and they’re often an older 
workforce, their often women, and their 
often very low paid which is why rest-
homes employ them their cheap…but they 
also do the job well in most cases.”
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7.4 Are Service Users’ 
Needs Being Met?

An overwhelming majority of managers noted 
that, despite challenges (see Zone Four), the 
needs of service users are being met by the 
PNR workforce.  Emerging themes related to 
whether service user needs are met include 
addressing basic needs, improving access to 
health services, education and mentoring, 
ethnic specific services and additional roles that 
the PNR workforce fulfil in service delivery.

Important to note at this point is that this 
workforce is considered a vital component of 
the public health system and it is perceived 
that without it, the health system would not 
be sustainable.  When compared with the 
regulated workforce, managers noted that the 
PNR workforce is less expensive and some even 
suggested that it provides a better service.  

“ I think, I think in many cases they are,  I 
think the health, the non-regulated health 
sector, the non-government health sector, 
without that the public health sector 
would not be able to survive, I think the 
pattern in New Zealand over many years 
has been for the non-government sector 
to actually pick up an enormous amount 
of the slack that exists in the system, the 
public health system simply can’t cope 
with, and often to do it much cheaper, 
the expectation, I’ll do it cheaper the 
reality they’ll do it better, and I believe 
invariably they do …I think the health 
sector, the non-government sector and the 
unregulated workforce, do an admirable 
job are we meeting the needs, I think 
we, we are to a degree, I think there is 
a huge gap that still exists in terms of 
appropriately meeting the needs that 
people have, as service users.”

7.4.1 Addressing basic needs
Managers note that service users require 
support to have their most basic needs met: 
shelter, employment and social relationships.  It 
was perceived that these are priority areas for 
service provision and that the PNR workforce is 
apt to deliver services and extend the options 
and choices available to service users.  

“ I think service users are looking for three 
fundamental things in life, they’re looking 
for a place to live,  a roof over their head 
that’s secure, they are invariably looking 
for some sort of employment whether 
paid or unpaid and they are looking for 
a social life or social integration into 
their community, and they are three 
fundamental core things we all want I 
guess whether we are disabled, elderly, 
mentally impaired, socially impaired, 
whatever we are, they are the basic sort 
of the cornerstones of what everyone 
strives for and I think services need to 
focus on that, how do we create an 
environment where people have the 
choice of living in a community of their 
choice, how do we create a situation 
where we have adequate affordable 
appropriate housing for these people? 
How do we create an environment where 
people have the ability regardless of their 
disability to be able to enter a workforce 
whether that’s paid or unpaid, part-time 
or full-time? And so the challenge for a lot 
of Pacific organisations is just that, how 
do we create those environments?” 

It was also noted that particular services have 
adapted and developed flexi-funds to increase 
accessibility to essential services such as 
housing and personal essentials.  These services 
were noted as independent of clinical services 
and a unique aspect of the PNR workforce. 

“ The issues around housing is not 
necessarily all tied up to clinical needs, 
yes it’s a definite part you know but it’s 
not necessarily the be all and end all of 
their lives.  The fact that we need to liaise 
and let people in to get housing we have 
seen changes…because we have a flexi-
fund component where we resource, you 
know issues around housing.” 
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Despite managers’ general support in regard 
to the effectiveness of the PNR workforce, 
it was also noted that some service users 
are apprehensive about utilising Pacific 
specific services for various reasons, such as 
embarrassment, confidentiality, etc.  It was 
considered necessary to provide choices in 
service options.  

“…all the fundamental base life-cares 
that they need are there, and that’s the 
things like washing, cleaning, cooking, 
budgeting…core things…I think they 
need to have the choice, and for some of 
our Pacific clients they tend to opt for a 
mainstream service to provide for them 
and that’s often, and not actually often 
its invariably because the community, 
the Pacific community is so integrated 
that they don’t really want their business 
known to the world…and so they opt for 
that.”

It was also noted that PNR workers are effective 
in terms of motivating clients, particularly those 
affected by unemployment.

“One key area for mental health 
consumers is employment, if people can 
get up because they’ve got something to 
get up for in the day you know it’s great 
to say you should really be out of eight 
thirty to greet that day…everyone used to 
say the lady comes and greets the day, 
but you know, but what are you greeting 
the day for when you don’t have anything 
to get up for, when you can still lie in bed 
because you know employment is a key 
critical issue.”

7.4.2 Improving access to 
health services

“I mean this is what these workers do, 
they help people gain access into the 
services that they need.”

Managers note that PNR workers provide a 
valuable role in improving access to healthcare 
services.  It was also noted that this workforce 
is more effective and able to relate easily with 
community members because of the similarity 
and familiarity that they represent.

 “I think it’s the community too that sees 
that you’re faced with another brown 
face an island face in front of you you’re 
more likely to get some kind of positive 
response from it than if they were to see 
a palagi standing there hey look I need to 
talk to you about something, immediate 
shut down.”

Increasing access was exemplified via the 
roles that PNR workers have as members of 
communities and often as the first-point off 
contact with these on behalf of the health 
service.

“…when you look at a just a normal 
sort of organisational structural map if 
you like, then they are usually reporting 
because, they are, they’re on the ground 
you know, but that’s where the work you 
know like in certainly Pacific communities 
that’s where the work needs to be done 
anyways, so it’s really important…”
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7.4.3 Education and mentoring
Managers perceived that service users benefit 
from the educational and mentoring services 
provided by PNR workers and that service 
users are empowered and learn to master life 
skills with the support of this workforce.  Also, 
organisations were perceived as benefiting 
from community education and awareness 
as increasing capacity within communities 
results in less demand on PNR workers and 
organisations.

“They will try and also try to develop the 
patient’s knowledge or their ability to do 
things themselves, I think that’s really 
important because from a sustainability 
perspective we just don’t have the capacity 
to keep on doing the same thing, we need 
to educate, educate the patient so that 
they learn to do those things.  You know 
sort out a bus route or whatever it is.” 

7.4.4 Ethnic specific services
Despite the apprehension of some, managers 
generally noted that many Pacific service users 
prefer to utilise ethnic specific services.  Pacific 
service providers ensure that ethnic speakers 
are available and this was perceived to enhance 
service delivery.

“ …many of them prefer to be provided in 
an ethnic-specific way and our services 
are provided by ethnicity here, and so our 
groups for older people and our disability 
services are all provided by ethnicities 
so we have fluent speakers who can 
communicate with people and that 
enhances the service delivery that they 
receive.” 

7.4.5 Additional benefits 
Managers noted that service users also benefit 
from the additional assistance provided by PNR 
workers even though it may extend beyond their 
job description. 

“I suppose if you got to be careful about 
defining boundaries of their work too 
because they get into situations and they 
are not going to leave a patient if they’re, 
you know like, they’re not going to say it’s 
not on my piece of paper, I can’t do that, 
because they get involved, they develop 
relationships and the patient relies on 
them, so they’re not going to leave them 
out in the cold.”
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7.4.6 Service user evaluation
Managers note that the needs of service users 
being met are evident in the response from 
customer satisfaction surveys.  Such surveys 
also provide valuable feedback in terms of areas 
that a service may need to explore further. 

“I believe so, the thing is we run a 
customer services survey each year, 
that’s through the clinic as well as the 
community and that’s just to engage in 
terms of areas that needs to be improved 
with shortfall and what we need to do 
to provide what are the shortfalls in 
terms of services and that’s why we do 
the survey…basically they perceive the 
service that they get is a hundred percent 
customer services and that’s what we try 
to provide customer services.”

In terms of service evaluation, it is noted that 
the needs of service users differ according to the 
environment and service they are requesting.  
Also, it is considered that needs will continue 
to evolve and change; therefore, even if current 
user needs are being met, this does not mean 
that they will continue to be met.  

“I said I wasn’t sure, because as you 
make improvements then new needs, 
that there are new needs that need to 
be met there are other things there, you 
can never say ‘I’ve improved enough 
now there’s nothing’, ‘this health system 
is perfect’, so as the needs are being 
met by community by non regulated 
workers they’ll always be something else 
that needs to be looked at and to be 
addressed.”

7.4.7 Service user needs not 
being met

It is important to note the infrequent perception 
that non-resident service user needs are not 
being met.  This is considered a challenging 
and complex issue for organisations since this 
population does not qualify for assistance in key 
areas such as housing, employment and income 
assistance.

 “You see, this is where as a service we 
struggle all the time in particular struggle 
because we get referred a lot of non-
residents and it’s an issue I always raise 
at our committees because people just 
closing their eyes to the fact we have 
you know non-residents in what do we 
do with non-residents when they are 
referred to our services? And we got to a 
point where we got a hard-line and said 
we are non-accepting any non-residents 
and there was a huge to do about it, but 
it’s because when we get referred you 
know non-resident clients how do we 
get them into housing when they don’t 
legally qualify? How do we get them 
into employment when legally they can’t 
qualify? You know those sorts of issues, so 
in terms of issues around our particular 
consumers we’ve got issues around non-
residency.”
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PNR Workers and Managers

7.5 What can Non-
Regulated Workers 
do?

Participants noted a variance in roles within 
primary, mental health, mainstream and Pacific-
specific services.  These included interpretation, 
care giving, healthcare assistants, nurse 
assistants, administration/frontline, cultural 
support, health promotion, community health 
work and mental health cultural advisory roles.

What became evident was a variance in the 
length of employment.  Some participants noted 
having been in their roles for a number of years, 
while others noted only being in their roles for a 
short number of months.  Themes that emerged 
in terms of what the PNR workforce can do 
within these given roles include advocacy and 
cultural knowledge, community leadership and 
follow-up, first point of contact, educate to 
empower and prevent, support to empower, link 
between primary care, community and policy 
development, multi-task, clinical support, holistic 
service delivery, caring and crisis support.

7.5.1 Advocacy and cultural 
knowledge

Managers noted that the role of PNR workers 
is to advocate and link service users with the 
support they require to improve personal 
circumstances and wellbeing.  It was also 
noted that they are able to draw upon 
traditional cultural systems that lie outside 
mainstream western models.  These cultural 
understandings allow PNR workers to work 
holistically, transcend boundaries and provide 
practical solutions to deal with the reality of 
service users’ needs that fall outside clinical and 
biomedical models.      

“And so we get that linking going, 
advocacy work is also what they do they, 
they advocate and there’s a clear need 
between a separate role between clinical 
services because clinical come from a 
clear model that is based around Western 
medical model and one of the things that 

we’re finding as a community provider is 
that we come from a model that doesn’t 
always limit everything around the 
Western medical perspective.”

7.5.2 Community leadership 
and follow-up

Managers commonly referred to PNR workers 
as community leaders and champions of the 
community.  The relationships that the majority 
of PNR workers have with communities are 
particularly important in terms of following-
up with clients who no longer access health 
services (see Section 5.11).  

Participants also noted that the fluidity of PNR 
roles allows service users access to the same 
health worker within different care settings.  
Participants noted their ability to provide 
extra support, links to alternative services and 
continuous follow-up and care.   

7.5.3 First point of contact
Managers note that clinical roles have shifted 
with time and that PNR workers in many cases 
are the first point of contact.  As noted above, 
these workers are identified as being effective in 
terms of follow-up with clients.

 “Yeah absolutely, they’re the first point 
of call for the community now, where 
previously I don’t think the workers were 
given that sort of title, it wasn’t really in 
the public consciousness, you got sick 
you went to the doctor, or you went to 
the hospital, now if you get sick there’s 
usually someone who will provide triage 
before you get to see the doctor, you 
may not even get to see the doctor a 
nurse may be useful, that nurse could 
be a nurse educator, could be someone 
with a nursing background but isn’t 
practicing nursing as such, but being 
able to communicate as your first point of 
contact.”
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Participants noted the value of having a Pacific 
person in frontline work. As the first point of 
contact, this role was deemed important for the 
initial rapport building between the client and 
their families and with the service.  It was noted 
that Pacific clients feel at ease when they see a 
“Pacific face” or “someone brown” greet them 
when they first walk into the service.  It was also 
noted that clients would mention that hearing a 
‘brown voice’ on the other line also made them 
feel at ease.  One worker noted successfully 
encouraging a Pacific client to make a screening 
appointment due to the trust and rapport as a 
result of being female and Pacific.

“Even when they speak, I think when 
they speaking to me on the phone and 
you mention your name as, so they sort 
of pick up straight away when I say my 
name is [name omitted] so they pick up 
that I’m an islander, I think it’s sort of 
the accent as well they pick up that this 
is an island girl and then you talk and 
as you’re looking at their info on the 
computer you know she’s a Samoan lady 
or she’s a Tongan lady so you just get into 
a conversation and sometimes you just 
try and say something and sometimes 
they say something that will make us 
laugh and then it breaks all the ice from 
there, and like I said we just try and make 
it so much easier, whatever we can do 
for them to make, for them to get the 
appointment that they need to have.”

7.5.4 Educate to empower and 
prevent

It was noted that PNR workers who educate 
on particular health issues can both empower 
communities to take control of their behaviours 
and prevent people within communities from 
experiencing wider health problems.  Managers 
and workers highlighted that service users 
can become more empowered and informed 
about their rights due to the educational role of 
PNR workers, particularly those that work with 
media organisations and through churches.  
Also, service users who may be unsure 
about accessing healthcare services can be 
encouraged to do so.    

“In the old days you could be 
marginalized by the medical profession 
and treated as an outcast because or 
as inferior but now you get told what 
your rights are or you get told if you 
don’t like this treatment you don’t have 
to go here you could go here or here, 
and so the public or the community are 
becoming more and more empowered to 
make decisions based on an increased 
knowledge that’s brought about by those 
non regulated workers, they become 
more familiar with concepts that were 
previously known only to decision makers 
things like lets beat diabetes or obesity, 
I mean what is obesity, probably was 
unheard of, I don’t think I know of the 
Samoan word for obesity but before that 
it used to be just health professionals 
that that not only understood it, but they 
used it, but the community have a better 
awareness now cause obesity is raised 
more and more by non-regulated workers 
by people who in the media, working with 
churches, they’ve become more exposed 
and without the work of non-regulated 
workers the community wouldn’t have 
that first point of contact that sort of 
easing into knowing what’s good for 
them and what’s not good for them and 
knowing what their rights are, all the 
health services that are out there, you 
know it would still be a foreign concept, 
and we’d still be living in the seventies 
when doctors wore white coats you 
know, and know they’re looking more like 
people.”

PNR workers also educate on medical 
terminology, which can be considered a 
barrier to service utilisation.  This form of 
explaining terms and procedures in a manner 
understandable to service users informs, 
empowers and influences communities to seek 
help services.
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“What’s the mammogram? That’s what 
educators do, they train before they get 
out to the community, make sure the 
public and the community understand 
what’s the mammogram what they do, 
and what’s that all about, and what’s 
the result and because sometimes we 
just send the letter out but ladies, we 
don’t know what’s the mammogram, 
until I work here of course I just find out 
what’s the mammograms like, yeah, 
so we have to explain properly what’s 
the mammogram and sometime we 
are, we ask questions, ‘did you have a 
mammogram before?’  They ask, ‘what’s 
that?’  ‘Do you have implants?’  They also 
ask, ‘what’s implants?’  Because we don’t 
do, yeah so we have to explain as well 
what’s an implant but we do, but we need 
to ask those questions because some of 
our Pacific go for this, but you know some 
they might have, but we have to ask the 
questions, otherwise they come through 
and the system will look and ‘how come 
you have these?’ and the ladies say ‘we 
never ask’, ‘we’ve never been asked that 
question’ so we have to every single 
ladies.”

Some participants noted that their roles as 
health promoters involved promoting an 
awareness of the risks of harmful health 
behaviours (such as smoking) in the community 
and/or hospitals.  They also provided 
information and/or programmes to empower 
them to change.  An example is the smoke-free 
programme that informs people of smoking risks 
and promotes smoking cessation programmes, 
which include patches and gum and support 
groups to help support and maintain a healthy 
change.  Another health promotion programme 
is the breast screening programme, which 
involves educating the community about the 
benefits of breast screening.  One participant 
mentioned that the role is about “improving 
health”. 

“We doing really well pushing our people 
to come forward, some of the ladies said, 
I just received a letter from you guys, I 
don’t need this, I always healthy and I 
always this, I don’t need it and I’m okay, 
there’s nothing wrong, I don’t have family 

history, and I said, I encourage and I 
said, ‘it’s your health, just come through, 
this is free system…why others using it 
and we’re not’, and I said ‘well just come 
forward’ and I said ‘if it’s nothing, if you 
found nothing, that’s good, but if they 
find out small thing, it can be cured, it 
can be cured, but if you leave it without, 
you don’t know, you can’t see it or you 
can’t feel it unless you come through and 
screen it, you never know’, so that’s my 
big encourage to some ladies that don’t 
want to come.”

7.5.5 Support to empower
Some participants made reference to 
supporting and/or empowering Pacific peoples.  
In terms of support, it was noted that this was 
not only provided for clients, families and the 
community, but also for staff.  It was also noted 
that particular PNR workers are passionate 
about supporting young Pacific people and 
empowering them.  This is provided through 
building rapport, meaningful engagement, 
encouragement and setting up appropriate 
alternative support systems.

“Part of my role is to advocate for our 
Pacific Island families that come through 
the service, you know this is a mainstream 
service, part of [health organisation], 
so part of my role is to advocate for the 
families, for the PI families, as well as 
working alongside our clinicians here, so 
that they will have a better understanding 
of our people and the uniqueness 
especially a lot of them, a lot of staffs 
here are from overseas, and some of 
them don’t really have ideas of Pacific 
Island nations, and so it’s about helping 
them understand that we are from the 
South Pacific and we are all unique in 
our own ways of doing things…Samoan 
a bit different from Tongan, and so and 
so forth…and at the moment that’s been 
really working well, with the clinicians 
here, we are making some headway in 
terms of helping our own community.”
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7.5.6 Link between primary 
care, community and 
policy development

Within some Pacific cultures, medical 
professionals are viewed as esteemed leaders.  
Participants note the ability of PNR workers to 
transcend these power related boundaries.  

 “Just, generally I think it’s, there’s a high 
need for it...it’s definitely beneficial for 
the community because for those who 
are non-regulators, they can actually sort 
of come down to the people, you know, 
certain people in the community, they can 
come down to their level, as opposed to 
maybe like a doctor or a nurse, there may 
be that barrier, communication-wise.”

It was also noted that PNR workers have 
specialist skills in engaging with Pacific families 
and that they provide a vital service in terms 
of linking health services with their target 
population.  In addition, these workers have 
in-depth knowledge and networks within their 
communities and are able to provide links to 
health services and increase access amongst 
members of the community.  

“I really believe as part of PI, growing our 
PI team…we should look at having some 
community support workers because they 
do a lot of work out in the community 
and they are well qualified in terms of 
engaging and dealing with family issues, 
which some of our own clinicians here 
are unable to do and these community 
support workers are doing a tremendous 
job out there and they are doing a lot 
better job than some of the people here.”

PNR workers also link service users with 
additional service providers outside of the 
health sector.

“…they can be, what we try to get is 
referrals from our general practices, but 
the referrals can come from anywhere, 
they can come from secondary services, 
in I mean most of them should come 
through from general practices, but 
then we have specials of outreach 
type projects too where we utilise the 

community healthcare workers quite a 
bit in those like getting women to breast 
screening and, we certainly see a need 
with them with our church populations 
feeding back into primary care into 
general practice so it’s really mainly those 
links but also you know getting access for 
people into other services like WINZ or 
whatever they need to help them improve 
their health…”

PNR workers are considered the face of 
government policies, as they are often the 
individuals implementing policies within the 
community.  These workers provide valuable 
information to decision-makers as they have the 
direct experience with the public and service 
users.  It was noted that without PNR workers 
policy makers would face a difficult task.

 “They really are the, I was going to say 
the life and blood of the community, as 
you know the blood is so important you 
can live without a heart, you can live 
without air but without blood there is 
no way you are going to survive, that’s 
what transports all the nutrients and 
vitamins, oxygen into the body and its 
organs, in the same way the community 
workers are the ones that implement 
the policies formed by decision makers, 
we implement the policies through our 
services, through raising awareness, 
through communication and formal 
and informal contact via networking the 
media, its hugely significant, and without 
non regulated workers, decision makers 
will quickly become out of touch with 
trends in the community with the pulse 
of the community, and with the sorts of 
decisions they need to make.  They’ll be 
completely out of touch and I don’t know 
how they would be able to do what they 
do.”
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7.5.7 Multi-task
In terms of multi-tasking, it was noted that PNR 
workers often have broad roles and go beyond 
their job descriptions to satisfy organisational 
as well as consumer needs. It was noted that, 
although PNR workers may be employed for 
particular roles, they can also be expected 
to fulfil other needs of service users and the 
organisation for which they work.

“We’ve got older workforce we have, the 
older workforce not only perform the job 
of the family support worker, but they also 
perform the role of the Matua, not only 
for compliance but for other staff…” 

7.5.8 Clinical support
Managers perceived that there has been an 
increase in the utilisation in health services 
following the introduction of PNR workers.  It 
was noted that PNR workers have assisted 
service users in navigating their way through 
the health system.

 “Yes I do, if you look at mental health, 
support worker movement was brought 
in, there was a huge non-attendance 
of clinical appointments and when the 
community support worker role came in 
the, it was very clear that people making 
clinical appointments a lot more because 
they had someone to walk alongside 
them, to remind them to be there to 
support them to give them that support 
for them to go see their psychiatrist or 
whatever, you know we are seeing that 
in areas like that where we are seeing a 
need for and those roles are often filled 
by non-regulated workforce.”

Regulated and non-regulated workers are 
considered to have complementary skill sets.  
It was noted that clinical staff are unable 
to perform a wide variety of tasks that non-
regulated health workers are able to cover.  

“…yeah and we did test it, we did test it 
and it doesn’t work, I actually wanted 
to have the nurses be multi-skilled in all 
facets and deliver the services because 
they need to be there because they’re 
kind of be there then they’re gone 

tomorrow, we tested it out but it doesn’t 
work.  It burdens the nurses, things that 
is irrelevant to them and you’ve got 
community health worker doing very 
light work, so what we done is we did a 
three sixty degrees and actually started 
sending work back to the community 
health worker to done and make the 
nurse focus on clinical work, what we 
see is high productivity where the nurses 
were able to engage more clients than 
usual and the community health worker 
which will actually follow up with that, so 
it illustrates to us that you definitely need 
to have a community health worker to do 
the background work which is non-clinical 
and through education where you allow 
your nurse to focus on clinical work and 
yes there were times that they will require 
to do some education but that’s more 
around the clinical and the expertise 
around that.”

7.5.9 Holistic service delivery
Most participants described adopting a holistic 
service delivery approach in their work with 
Pacific clients/patients.  This can involve the 
inclusion of family members in the provision of 
care, transport services and interpretation for 
both clients and their families. 

“Our process here in this work is that once 
we receive a referral and a PI family has 
been allocated to a particular clinician, 
then that process is that before we begin I 
need to call the family and check and it’s 
about helping them to understand a little 
bit about our service and also give them 
some option like where we could meet, 
where would be comfortable for them, 
at school or we could even visit at home 
and do our initial assessment, or they 
could come here to our service, for those 
in the Mangere area we have a site at 
Middlemore and we also offer that to the 
families, or if they want to come here they 
can, the other thing around that is check 
with the family if they require interpreter 
as well and also their transportation, if it’s 
an issue, we can offer for our first initial 
we can offer a taxi to come to our, to the 
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initial assessment, so all those issues 
around, the whole challenge with this 
role also and with our people is develop 
a relationship so we can have a good 
engagement with them, right from the 
start.” 

Participants working in Pacific-specific 
services noted that a holistic approach 
requires culturally competent workers who are 
responsive to clients’ cultural and clinical needs.  
It was also noted that PNR workers can fulfil 
advisory roles in particular organisations that 
work primarily with Pacific peoples and also with 
other ethnic groups such as “Tangata Whenua”, 
“Asian” and “refugees”. 

Participants also noted that a holistic service 
delivery approach encompassed the practices 
of building rapport and client matching.  It 
was about being able to gain trust through 
building a relationship with clients and also 
about being able to relate through similar 
ethnic backgrounds.  It was also about providing 
services such as interpreting for clients and their 
families.  The holistic approach also requires 
that the PNR workers are aware of spiritual 
influences and understandings.

7.5.10 Caring 
Some participants described their roles as 
carers, which includes those who work as 
Health Care Assistants or Nurse Aides.  It 
was noted these roles require sincerity, a 
caring heart, patience, nurturing abilities and 
effective service delivery that is not perceived as 
offensive or culturally and personally invasive.  
PNR workers were described as a workforce 
that is able to enhance or improve one’s health 
status and to create a difference in the lives of 
people within the community.

Other forms of caring include the ability to help 
reintegrate service users back into society.  The 
following excerpt exemplifies how service users 
are supported to carry out particular tasks that 
will develop socialisation skills and enable them 
to gain valuable societal experience.  It is noted 
that if such opportunities are not provided, 
service users could move towards a path of 
depression and feelings of hopelessness.

 “I have to take them out into a public 
place you know and I just tell them 
do whatever you want, if you hungry I 
can take…this is part of our service, to 
increase your value in the community, so 
we just take them up there, have a good 
feed, and we take them to movies, that 
sort of social entertainment, like what 
normal people does and go to, so you 
have to balance these people with the 
life in the community you know this is 
what they have been missing out aye, if 
they are left out and there is no support, 
that’s how they really feel down about 
themselves and you’re not giving them 
hope for their future.”
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7.5.11 Crisis support
In times of crisis, the support provided by 
Pacific workers is invaluable for service users.  
The basic needs of families are met through 
the assistance provided by Pacific workers.  
Participants identified the roles that they fulfil in 
articulating and advocating to external sources 
for resources and aid.    

“ I remember I’m working with a Samoan 
boy but then the mother is a solo mother 
when I went there she has a telephone bill 
over, too much to pay back to, and they 
took it to the police and I don’t know what 
you call it, but there is a warning letter 
from the police and she has to pay that, 
I went to visit them but then you know I 
feel sorry, she is the only one working the 
night, you know, and the other son is my 
client and I said how can she pay? She 
has three children, kids school fees and at 
the same time the bills is the house, her 
wages is too small, but that’s how I feel, 
but then I look at the bill and I said give 
it to me let me go and find somewhere 
where I can pay the bill, so I brought it 
and took it to our head office and I said 
this is the bill of [name], I want to talk to 
him by phone but they have no telephone 
but as a client I want to you know to 
communicate with him every day to see 
you know rather than running to his home 
you know wasted my petrol well what I 
was trying, trying to build up something 
where they you know where I could 
convince them to give them this amount 
of money and they gave the money, pay 
the bill so I went and paid their bill and I 
said don’t worry about the bill its already 
paid, you know kind of thing…”
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Summary of Key Findings
What are service users’ needs?

PNR Workers 
Two overarching categories emerged within PNR 
workers’ responses to the needs of service users.  
These categories are improved access to health 
services and cultural competence.

Improved access to health services

Local community health outreach services and 
settings familiar to service users are conducive 
to increasing access rates.  This section also 
identified that:

•	Service users can benefit from services 
within local settings such as churches.  
This setting is also considered a means 
of ameliorating invasive and personal 
screening practices.  

•	Despite best efforts to improve access, there 
remains a low utilisation rate of healthcare 
services amongst Pacific populations.    

Cultural competence  

This category encompassed several sub-themes 
that include client matching by gender and 
age, opportunities to communicate in Pacific 
languages and understanding Pacific cultural 
and spiritual needs.  

•	Client and PNR worker matching
Matching workers by ethnicity and gender is 
viewed as an appropriate and effective form 
of intervention.  

•	Language
An important aspect of cultural competence 
is an ability to communicate in the language 
of the service user (i.e. PNR workers and 
resource material).  Communicating in 
the language of origin impacts on the 
relationship service users have with PNR 
workers, health systems and environments.  

•	Pacific values and spirituality
Cultural values and spirituality are 
commonly noted as intrinsic concepts 
that influence Pacific understandings and 
behaviours.  PNR workers identify that 
this is evidenced by avoidance behaviour 
and responses to invasive and personal 
interventions.  It is also noted that these 
understandings provide challenges for non-
empathetic PNR workers and those from 
non-Pacific backgrounds who work with 
Pacific clients.   
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Are service users’ needs being met? 

•	Ethnic specific services
Organisations respond to Pacific service 
users’ preferences for ethnic specific 
services by providing PNR workers who are 
competent at speaking Pacific languages.

•	Additional benefits
Service users at times may have needs that 
extend beyond the job description of the 
PNR worker.  These users benefit from the 
additional assistance provided by the PNR 
worker.   

•	Service user evaluation
Responses from service user evaluations 
highlight whether the needs of service 
users are being met as well as provide 
opportunities to suggest areas to improve 
upon.  The responses provided are unique to 
each service setting and environment.  

•	Service user needs not being met
The perception that exists is that the needs 
of non-resident service users are not being 
met especially as these users cannot qualify 
for economic and living assistance.  

PNR Workers 
•	The majority of PNR workers in this study 

believe that the needs of Pacific services 
users are being met.  This is premised 
on both verbal (customer feedback) and 
non-verbal (client body language and 
communication) responses from service 
users.

•	PNR workers can provide effective 
interventions for Pacific service users 
because they are able to integrate cultural 
understandings and competence within 
service delivery.    

•	Service user needs could be more 
adequately met if they were made aware 
that specific services are available to them 
(e.g. skilled language workers).

Managers 
There was consensus amongst managers that 
service user needs are being met by the PNR 
workforce.  Several key themes emerged that 
include basic needs, access to health services, 
education and mentoring, access to ethnic 
specific services, additional benefits, service user 
evaluation and service user needs not being met.

•	Basic needs
The PNR workforce is apt at addressing 
and assisting service users to meet basic 
but necessary needs (e.g. residence, 
employment, social relations).  It is noted 
that some organisations have developed 
unique strategies to allow and assist with 
this.

•	Access to health services
PNR workers empower and assist service 
users to access health services.

•	Education and mentoring support
Service users receive education and 
mentoring support by PNR workers who 
assist with the development of basic life 
skills.  
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What can the PNR workforce do?
•	Multi-task

PNR workers often have broad roles 
and go beyond their job descriptions to 
meet the needs of both service users and 
organisations.

•	Clinical support
The skill sets of both the regulated and non-
regulated health worker are complementary 
and equally important.  Increases in 
the utilisation of health services can be 
associated with the introduction of PNR 
roles.  Some tasks are unique to PNR roles 
that are unable to be carried out efficiently 
and effectively by clinical staff.

•	Holistic service delivery
PNR workers draw from a holistic framework 
when providing healthcare services.  The 
argument is made that there is a pressing 
need for culturally competent PNR workers 
to help best meet the cultural and clinical 
needs of Pacific service users.  

•	Caring
A further role associated with PNR workers 
is caring.  This includes the utilisation of 
fostering and nurturing values.  The impact 
on service users when these values and 
roles are not expressed can be detrimental.  

•	Crisis support
PNR workers are invaluable during times of 
crisis and extreme distress.    

•	Advocacy and cultural knowledge
PNR workers advocate on behalf of service 
users and link them to other necessary 
providers.  In addition, PNR workers draw 
from Pacific holistic models of care that 
impact on service delivery, which can often 
transcend current clinical models of care.

•	Community leadership and follow-up
PNR workers are viewed as community 
leaders who also have the ability, due to the 
fluid nature of their role, to support service 
users within multiple health and social 
settings.  

•	First point of contact
PNR workers are often the first point of 
contact for service users and this enables 
workers to develop rapport with clients as 
well as reduce any apprehension and/or 
fear on the part of the service user.  

•	Educate to empower and prevent
Service users are empowered in a range 
of areas due to the educational and 
programme assistance provided by PNR 
workers.  Communities are empowered 
and supported to take action in health 
prevention efforts.    

•	Support to empower
PNR workers provide support to clients, 
families, communities and fellow staff 
members that serve to empower them as 
individuals.

•	Link between primary care, community 
and policy development
PNR workers are able to transcend the 
perceived power differences between 
local community and clinical settings.  As 
specialists within the community, PNR 
workers provide vital links between these 
settings and ensure that information and 
support is provided.  These views allow 
PNR workers to act as both the face of 
government policies to the community and 
the voice of the community to public policy 
agents.
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8. Zone Four - Barriers 
8

PNR Workers

8.1 Broad Workload and 
Few Resources

Participants perceived that there are few 
Pacific peoples working in particular areas of 
health (e.g. injury prevention) and of those who 
do work in particular areas, many also have 
other community/employment responsibilities.  
Particular health areas are broad and few 
Pacific peoples have specialised roles (i.e. 
to work with subsets of the wider target 
population).  Health workers are expected 
to cater for a broad target population and 
workload with limited resources.  This is 
considered a reason for high turnover rates.

“What I’ve discovered in the last few 
years, is that there’s really few of us 
Pacific peoples working within the [health] 
arena, and those that are either having to 
combine that with other business within 
their workplace…what I’ve found also 
is that, with our Pacific peoples working 
with [health area], is that their expected 
to cover a whole loaf of bread, with only 
resources for two slices, you know, so 
you only stay in it for so long and then 
you either, I think what we see is quite 
a turnover with this field of specialised 
work, you either go out as a consultant 
perhaps, or you go into another field of 
work.”

8.2 Funding 

8.2.1 Resource/work
In view of the low socio-economic situation of 
Pacific peoples in New Zealand, participants 
noted that additional funding and resources 
are required to motivate target populations and 
provide effective prevention/interventions (e.g. 
manpower to cover all areas and to target those 
falling through the cracks).

“We’re starting to, we’re starting to. A big 
thing is resources, obviously. Money is 
always gonna be the factor to be able to 
get out there and, because it’s one thing 
going to our people and saying, ‘hey, 
we’re going to do this, that and that, but 
we need to go in there with some sort of 
programme; some sort of support…some 
sort of resources to get them started. You 
know, you can’t get them started from 
being on the benefit of having nothing. 
We have to be able to provide at least a 
stepping stone for them to kick off. So it’s 
easy for us to go out into the community 
and promote it that way, but we need 
to go in there with support ourselves, 
beyond ourselves and to be able to 
do that we need government funding, 
obviously. We need the resources to go in 
there; we need the manpower to be able 
to cover the areas to be able to, you know, 
just throw it out to all our people there. 
Well it’s good to go and see a minority, 
well what about the rest of them, what 
are they doing? They’re missing out and 
by the time a programme runs in the 
next 30 years for those people, we get 
to them, these are the people that’ll be 
missing out again, you know, we’re going 
backwards and forwards – we’re not 
hitting, where it’ll be nice to hit them, 
you know, all within the same regulated 
stage, hopefully within a small timeframe 
– rather than a bigger timeframe – surely 
we will get round to them but there’s so 
many gaps in between that we’re missing 
on them and it’ll be sad.”
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8.2.2 Professional development 
Personal circumstances (e.g. solo mothers, other 
familial responsibilities, etc.) often provided 
additional challenges to achieving aspirations 
and undertaking further training/study in areas 
specific to particular roles.  

“The barriers for me was actually 
finances, yeah, it was hard because my 
husband had to cut down on his hours 
which made me work and study at the 
same time, I could have just left the job, 
and just studied, or I could have just 
forgotten about, just left the job I mean 
the study and just worked, but I was 
determined to finish it, because it actually 
gives me more support if I was going to 
go and complete my [health] degree this 
would be a big… what could I say, it could 
actually help me through with the [health 
career] or you know maybe, one day I 
might want to buy me a business in rest 
homes or something, I don’t know, yeah, 
I think the barrier for me was finances, 
yeah, and not enough, lack of sleep, yeah, 
but the course I did was actually a year’s 
course, I completed it within six months, 
a lot of hard work, a lot of late night 
coffees.”

“Yeah, it could be the finance sometime, 
but then our people are now, we are in 
the time that our people are getting more 
smarter, people they do well in study, you 
know they have advanced education so 
it’s like our people back at home, they 
have good brain they smart but then 
they you know just because they have no 
money to develop themselves, of course 
our people here need to need to have to 
have enough finance to support them 
with their education with their career, with 
their goals and whatever they want to do 
in the future.”

Some overcame this challenge and, whilst a 
qualification was gained, these participants 
now remain in financial debt.  Financial 
support from employers/organisations was 
considered a means of overcoming this barrier; 
however, participants noted a lack of support 
(financial and motivational) within particular 
organisations. 

“…at the time because I was a solo mum 
at the time, my fee was paid by WINZ, 
and they deduct it from my income…
Yeah, even now I still ask my boss here 
to see if the service can pay for me to 
go back and do some other papers, but 
it’s not easy…Yeah, I mean, not actually 
opportunity, but I have felt like I needed 
to go back and do other things…because 
I’m actually doing some… but I ask my 
boss and she said that she doesn’t think 
that they will pay for it, so, hmm…the 
main thing for me is the money side of it, 
cause I can’t afford to pay for myself to 
do other courses because advance myself 
a bit but I was relying on the service to 
pay for it, but they’re not…you’re forever 
hearing there’s funding that can be 
provided for such and such to upgrade 
the, our people, but when you ask for it 
within your service you don’t get it, but 
you hear there’s lots of money out there 
somewhere.”
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8.2.3 Future workforce 
Participants also noted that the cost of study/
education can act as a deterrent for those 
considering health roles.  

“An average you can make [x amount of] 
dollars a week as a casual for just doing 
you know, and to me it used to help me 
a lot when I was still a casual and still 
have little young little kids but when you 
mention it to young mothers and say that 
they have to do a course and it cost so 
much you just put them off.”  

The cost of study/education is also considered 
a barrier to gaining New Zealand registration 
for nurses from the Pacific who are currently 
working in non-regulated health roles.

“You know, the exam is very expensive, 
it’s two hundred and eighty, yeah, but if 
you don’t pass you have to sit and pay 
it again and you have to sit how many 
modules, speaking, listening, writing, 
reading, four modules, if you can’t pass 
one you have to re-sit the whole four 
modules, so it’s not a basic task, so if we 
fail we have to pay that two hundred and 
on the first time I sat the test it was two 
hundred and forty five and imagine how it 
rises up now to two hundred and eighty-
five…I was thinking how much money 
have I spent on this and if I’m looking 
forward to sit another test and If I don’t 
pass I waste this two hundred dollars 
which that money should have spent on 
my kids, you know family and everything 
I need to spend that money on, you know 
that’s a lot of barriers that’s the main 
barriers.”

8.3 Lack of Managerial 
Support 

A lack of managerial support was noted by 
participants as an overarching barrier to 
workforce development.  In addition to the 
lack of financial support (discussed in previous 
section) participants noted two other sub-
themes that are specific to ‘time’ and ‘esteem/
worth’.

In regard to the concept of time, participants 
noted a lack of managerial support in terms of 
allowing time away from work commitments to 
attend and study for qualifications.

“No I have to do it myself, I have to take 
some annual leave, you know to do 
some of my assignments, I think they 
felt that they’ve given me enough study 
time, hmm, which they have, take into 
consideration that they said right from 
the beginning there’s no place for it, yet 
they support and give me a lot of time 
you know to do my papers…I pay some 
but they help in some of the fees and 
definitely the, like, sometimes half day 
that I’ve taken off work, so they pay for 
that, but for my own assignment, for 
the assignment for various papers yeah, 
I’ve got to do it myself on the weekend, 
when I find it very stressful then I just 
take annual leave so I can do, do some 
assignments.”

“Well there’s always things I’ve wanted to 
do, like you know, there’s always training 
that has come up and you really want to 
do it, you just really want to try it and do 
all sorts of things but really there’s just no 
point to look at it because you know you’ll 
never, you’re not gonna be, you can’t go, 
it’s working hours, you can’t go to those 
training, cause they are within those 
working hours and I don’t think they’ll be 
able to release you.”    

Some workers impeded by this have found 
alternative means of accessing information/
knowledge, for example, via learning from 
other colleagues or accessing internal 
systems/structures.  Despite innovative 
learning, non-regulated health workers remain 
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disadvantaged since this knowledge is neither 
formally recognised, via a qualification, nor 
acknowledged as an additional skill in terms of 
salary.  

“Sometimes, some of the training I find, 
I’ve just got to learn from my colleague 
or because I’ve known how to get into the 
system I just do it at my own, you know?  
It’s not really that proper training that you 
really yeah and I think that other people 
should be going on it as well.”

Participants also noted a lack of managerial 
support in terms of outlining opportunities for 
workers to progress into up and coming senior 
roles available within organisation.  Some felt 
confined within their roles and by the lack of 
support to develop and build new skills beyond 
what is required.  For some in mainstream 
organisations who work with few other Pacific 
workers, it was noted that the selection process 
that occurs in the event of Pacific training/
networking opportunities restricts attendance.  

“I think that if there is a job that comes up 
in the, in the organisation and you know 
it’s a higher job, I don’t think they’ll give 
us the opportunity to, they don’t come 
and tell you can apply, there’s nothing, it 
doesn’t come up at all, so yeah.”

Some PNR workers consider that structures 
within particular organisations are designed 
only to meet the needs of the service and not 
those of the workforce.  This is considered a 
major barrier to workforce development for PNR 
workers.

“Yeah I think you know, sometimes when 
we ask for…going to a hui, going to a 
course where we could learn from it, 
where we could learn something new, I 
think sometimes say if they see from their 
own perspective that that is not part of 
what they required to do in the company 
you know they don’t give our workers that 
opportunity, but I believe that they should 
be proactive and look at everything that 
we go to in terms of new learning will 
certainly contribute to what we can do 
and develop.”

8.4 Exploitation of the 
Non-Regulated 
Workforce 

Participants commonly felt that non-regulated 
health workers often go beyond what’s expected 
in job descriptions with no acknowledgement 
(financially).  For example:

•	Nurse aid expected to do senior nurse tasks.

“Yep, I do audits, which is the 
responsibility of another senior nurse 
that…does, but I’ve actually taken the 
responsibility of doing these…you know, 
in my head, in my mind I feel like are they 
still stereotyping me are they putting me 
in another you know another group you 
know to make sure that this is my group, 
this is just me thinking, but you can’t help 
it, because it’s happened to me before 
when I started, it still in my head, it’s 
still in my mind when I do these audits I 
know for a fact that this is not on my job 
description to do audits, I know that they 
are supposed to do it…” 

•	Expected	by	clinical	staff	to	work	longer	
hours than specified in job descriptions. 

“Yeah, and before when we first started 
we used to one booking was sort of three 
hours, every booking you, they allowed to 
keep you for three hours, and after that 
[health worker] can actually leave if they 
haven’t finished with you, and then, but 
the reason here is because they some 
nurses tend to keep us in one place for 
two long, where we can be doing jobs 
at other places so they cut down to an 
hour and a half, so whenever you call, 
you are entitled, they are entitled to have 
you for an hour and a half, but some of 
the nurses still think they are entitled to 
have you for three hours, so they insist 
on keeping you there, but the nature of 
our job like I said before ten minutes is 
the average right, and we’ve been trying 
for years to make them understand that 
we don’t have to be there, because once 
you are called, the service get paid for 
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one and a half, not the [health worker], 
the service, but once you do your job you 
can move on to do other because people 
need you in other places, they can sort of 
use us better if they let us, don’t hold onto 
us just because we supposed to be there 
for an hour and a half, but some of the 
nurses don’t understand that, they refuse 
to understand that, when you go and 
say ‘excuse me can you find out when 
the doctor will be coming so I, you know, 
know when to book myself for another 
one’ ‘you’re supposed to be here for an 
hour and half! You’ve only been here ten 
minutes!’ you know…”

•	Bilingual	workers	expected	to	translate/
interpret despite the availability of services 
from a better paid workforce in this area. 

“No, the pay is still the same, but when I 
look at it the other way, interpreters they 
pay a lot of money for their service, for 
the interpreters, but I don’t mind, money 
is not the issue, I don’t mind at all, so, 
cause I receive a phone call from our 
[health staff], the [service] was over at 
[location deleted], one of our ladies over 
there arrived without you know, don’t 
know English at all, maybe a little but not 
much, don’t understand, so they asked 
me if I don’t mind to translate and I said, 
not at all, so I translate, I ask the lady 
the questions and then I pass it through 
to the [health staff] and then yeah, but 
that’s the interpreters job so you know, 
they pay different, but I don’t mind.”

•	Admin	asked	to	provide	community	service/
research. 

“…me and a couple of other people, it 
was not my job but I was, I was asked 
to go, it was sort of a health promotion 
job…I think we’ll be doing that again but 
I’m just waiting for the bosses, like I don’t 
mind doing, going out of my role to the 
community to help our people, it’s one 
of the things I told my bosses that I like 
doing that as well… like I said I’m willing 
to go anywhere to try and help as many 
people that I can help as well, to get out 
of my comfort zone.”

8.5 Lack of Recognition
Participants also noted a lack of recognition 
towards the value and importance of their 
roles (non-regulated health work) and feel that 
their work needs (e.g. independent work space) 
are often ignored and not prioritised within 
particular organisations.   

“…the way the service is run has to be 
different, has to be better, we, our service 
has been not looked after very well I must 
admit, like with, look at this little office, 
this is our [senior staff] little office, and 
our [health staff] are stuck in there with 
the [other service], we’ve asked for, well 
I’ve been with the service for fifteen years, 
and as long as I know we’ve been asking 
for a place of our own because the nature 
of our job is different from any, and we 
need to have a place of our own, but the, 
nobody has given us a place, we’ve just 
sort of been pushed from one place to 
another, and we’ve been told that they’re 
looking into it and then we hear that 
there’s a room in that side of the [location 
deleted] that’s becoming available you 
might move in there, and then the next 
thing, ‘oh some people are taking it’.  And 
it makes our [health workers] wonder 
whether it’s because we’re all different 
nationalities that they don’t really care, 
yeah, but without [health workers] their 
job won’t be done properly.” 
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8.6 Working in 
 Mainstream 

Organisations
Participants noted experiences of racial 
discrimination based on ‘colour of skin’ and 
‘Pacific accent’ in working with mainstream 
clients.  Another form of discrimination noted 
was feeling invisible and being ignored.  These 
views were identified as reasons for high 
turnover rates in certain health areas. 

“Yeah I think sometimes with speaking to 
others on the phone, they know you’re a 
Pacific person and their English doesn’t 
meet up with yours, sometimes they really 
mistreat, they don’t treat you, you can 
hear the voice cause they talk to you very 
harshly, and they are very rude to you, 
luckily I haven’t met too many but I hear 
of other people saying they’re very rude 
and they’ll say they can’t understand 
you, and they’d rather talk to somebody 
else…yeah, they know cause you’ve got 
that accent and it doesn’t meet up with 
their requirements and they, they’ll talk 
to you very fast, they’ll do, you know, 
they’re not very polite to you…that is very 
challenging, cause sometimes you have to 
put them through to the bosses because 
they’re being rude to you and cause you 
don’t want to be spoken to that way, you’ll 
have to, get them to speak to, and when 
they speak to the other person, totally 
different, and you just wonder what did 
I say wrong, and I find sometimes at the 
[health service] as well cause I’ve had 
one recently, where I was at the [health 
service], this lady came and she probably 
she saw that I was an island person, she 
was a different race to me, she made a 
complaint, she said I was rude and I never 
said anything at all, and I always said, 
I know that I’m a very nice person, she 
obviously when she made the complaint 
she said that I was rude, and when the 
complaint came back to my boss, I said 
I was, I’m not, you know, especially with 
people, I wouldn’t do anything to hurt 
them, when they’ve come to the clinic you 
know, but I just notice, I knew she was 

racist because she probably didn’t like the 
person she was seeing at the counter so I 
think in some ways sometimes people can 
be the opposite side, yeah.”

“…you work for the white people’ I’ve 
been told that, but it’s not just us as well, 
they also get it themselves, you have the 
[ethnic culture] being picked on every 
time they go to a function, you know, 
where I work these are wealthy people, 
well I call them snobs, because you’re this 
worker and they just look at you and you 
are like ‘hello, how are you, can I help you 
there?’ but because I’ve been there for 
so long they’ve actually known who I am, 
and now they talk to me, but when I first 
started there, it was like ‘hello, can I help 
you?’  ‘oh no, I’m just here to talk to the 
RN, I’m just here to talk to the boss’, you 
know it was no talking to me, ‘I just want 
to talk to someone else, is there someone 
that can help me?”

“…you have to be what can I say, you’ve 
got to be strong to not allow it to get to 
you and I find that a lot of, some of the 
Pacific Island people that I’ve worked 
with have actually left the jobs because 
they can’t handle it, they feel that they’ve 
been picked on, you know, residents don’t 
complain about other nurses [from other 
ethnic groups].”

Another challenge identified by participants 
was working from a holistic perspective and 
acknowledging Pacific values, beliefs and 
understandings in a biomedical mainstream 
organisation.   

“…but see that’s a big part of our life 
as Pacific people is our look to our, 
part of our commitment to you know, 
to our wellbeing, those are some of 
the things that I continue to raise with 
clinicians, and make them understand 
you cannot go past spirituality and the 
spiritual side of Pacific people, that has 
to be addressed and should be part of 
our discussion, hmm, whether they go 
to church or not should be part of our 
discussion.”
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Participants also considered that a lack of 
control/governance over Pacific funding within 
mainstream services served as a barrier to 
progress. 

“I think the only challenges comes from 
the service itself in terms of funding and 
all that, because ideally if we want to set 
up a PI service, it would be nice to have 
access to our own funding so we can hire, 
fire, we can hire people, we have a lot of 
skilled Pacific Island workers there, and 
sometimes when they bring those skills 
and we look at the pay scale and all that, 
it’s kind of a challenge to some of them, 
whether they accept that or not, so I think 
that’s a challenge in terms of having the 
best people working in a service that we 
don’t have the, we don’t access the fund 
that will pay them according to their 
qualifications.”

Participants noted that Pacific workers in 
mainstream organisations often work in 
isolation.  They also noted that the small Pacific 
workforce capacity in mainstream organisations 
is often expected to represent and speak from 
Pan-Pacific perspectives. 

“I’m the only Pacific person as part of 
this team, and that has it’s challenges 
at times… so the reality is that there’s 
one of me and a huge Pacific population 
specially out in [location deleted]…
and they expect you to be the expertise, 
expertise, expert, you know, I said a 
Samoan woman doesn’t mean I know 
everything about Samoan issues, and I’m 
not Niuean so, you know I can perhaps 
give you my view but I will check out with 
my Niuean networks…Well they’ll come to 
me and say ‘oh what do you think about 
this Pacific issue?’ and I say, ‘excuse me, 
we’re talking about many nations here’ 
in a light-hearted way but I do remind my 
colleagues Samoans are Samoans, you 
know their specific specialised unique, so, 
and they do respect that, but I suppose 
because I’m here I’m accessible, but if 
I don’t know I’ll just say to them, let me 
check out with somebody I’ll let you know, 
but even for Maori things, because we 
don’t have a Maori member on the staff, 

they’ll say ‘what do you think?’ and so this 
is my opinion, but let me check it out with 
my [Maori networks]…so there’s kind of 
maybe it’s not an expectation, but maybe 
it’s an unconscious behaviour perhaps, 
you know that they’ll come to me because 
I’m here…”

In addition to cultural work expectations, 
participants often noted that an additional 
challenge was the need to educate on 
and advocate for the Pacific way of life, 
understandings and beliefs to non-Pacific 
colleagues.   

“…even though I know the team have 
a heart for Maori and Pacific people 
what I know is that they have not lived 
or experienced every day kind of life that 
we have, so my challenge to them is, 
if you ever get invited to a wedding or 
a hair cutting ceremony, a twenty first 
or a dinner, you go, because you can’t 
just read it or get it from me, you’ve 
got to, I encourage them to go to those 
type of celebrations to really get an 
understanding perhaps, so, we’ll talk in a 
different kind of language at times, and 
I’m trying to get them to understand that 
we just don’t go in and talk business, that 
it may take weeks or months before we 
get any action, so around the relationship 
building and sometimes it’s around 
resource development, ‘oh do we do it in 
Samoan and Tongan and Rarotongan’ 
and I say ‘do we have enough money for 
that’ ‘well no’ ‘well don’t ask then’ you 
know, why ask if there is no money. You 
know or ‘we should have this in Samoan 
and Tongan’ ‘oh there’s not enough 
money’, well do it in whatever you can, 
you know, so I get a bit frustrated there 
when I know there is a need for more 
resourcing but there is never enough 
money…there’s not a lot of money you 
know, but that’s not because of my boss, 
it’s the Ministry of Health, so that’s, those 
will probably be the frustrations and, but 
it doesn’t load me down, it doesn’t make 
me perform differently, I think I have my 
so called moments, when I think, if only 
they’ll get it, you know, I just want them 
to get it, and that’s why I love having 
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[Pacific colleague] here, because she gets 
it, you know, and also to get somebody to 
tautoko what you might be advocating for 
rather than trying to convince.”

“…it’s a challenge trying to make the 
professionals understand how our people 
their lifestyle is completely different and 
you try to tell them to live the palagi 
ways they just say yes, yes, yes and 
don’t do it or they just don’t come to the 
appointment until they get really sick and 
can’t be helped, yeah.  So these clinics 
are being run in the community, here, not 
just diabetes, all sorts of clinic it’s being 
run in the community to help our people, 
if they don’t try to understand our way 
of life and run their clinic accordingly 
you’re just gonna waste their time 
because people are not going to follow, 
maybe twenty years from now, when this 
generation gets older and have diabetes 
(laughs).”

For migrant PNR health workers, working within 
a different cultural environment (with other 
workers [non-Pacific] and with clients [New 
Zealand-born and non-Pacific]) is considered a 
challenge. 

“…mainly Europeans working there and 
it’s a challenge for us, it was a challenge 
to start when I started there was a 
challenge, in terms of culture, learning 
different cultures there where I had to 
learn the European culture…I had to learn 
their culture which is the [ethnic group] 
culture which is totally different my beliefs 
and my culture, and so it was a stepping 
stone, no it was a challenge to get used to 
their ways and their culture and yeah, so 
it was yeah, but I’m still learning.”
“Well first of all the, ah, I find it very 
hard to adapt myself to the system, 
communication is one of the problem, 
like I mean I might understand what you 
are telling me but I don’t know the way 
how to respond, you know what I mean, 
because in New Zealand they have their 
own way of doing things, not the islanders 
ways you know, that’s the main problem 
that I’m facing, the language, the culture 
and the expectation, heaps of things that 

challenging me when I first start my role 
my working here…as I mentioned before 
I like to work with the islanders because 
in the islands we have our own culture, 
it’s more or less like when you talk to your 
son and your daughter, no matter what 
they will respect you know they will just 
follow what you are telling them to do, 
maybe later they will analyse and they 
will find out that this is wrong, but then 
the most important things was in the 
mind of our children that they like to listen 
to their parents, but you know in New 
Zealand they response very fast because 
they disagree, they are very, they are 
free to respond straight away no matter 
what, they like to you know their right 
to be identified, their right to be known 
so they just come, they just come out as 
soon as possible, and that’s the difficult 
and that’s the difference that I you know, 
between the island culture and the New 
Zealand, I mean I’m talking about the 
pakeha culture which more like influenced 
by most of our islanders when they grow 
up there.”
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8.7 Lack of Confidence
A lack of confidence was noted by participants 
as a barrier/challenge.  This encompasses four 
sub categories, which are reaching maximum 
potential, expressing needs, refusing requests 
and self promotion.

8.7.1 Reaching maximum   
potential

Participants noted that non-regulated health 
workers lack the confidence to aim high and 
reach their maximum potential.  Some of the 
underlying reasons for this were a lack of 
self-esteem, a fear of making mistakes and 
unfamiliarity with either medical language/ 
jargon or in the case of migrant workers 
unfamiliarity with the English language. 

“Yeah, you know when we reach to the 
climax of the ability of things that we 
do, just because of, we don’t you know 
we don’t really know what is around us, 
and what is beyond, sometimes we don’t 
reach to climax and that’s where we feel 
that we are behind…”

“Sometimes people think that they are not 
good enough you know, they’re not good 
enough for the job when they are really, 
they’ve got the potential, they’ve got the 
ability to be able to do it, but because 
they just don’t think they can do it, really 
I know that they can…cause I’ve seen 
people like that, and  it just stops them, 
they don’t want to move, they’re scared… 
it’s just something that is stopping them 
they, just lack of confidence, and probably 
sometimes the language stopping them, 
but you know they can do it, they can 
sometimes, it’s just hard for them to 
express it, to say it, I’ve seen a lot of it.”

“…a language barrier, yep, because some 
of them have been nurses for so many 
years in Samoa, and when they come 
here they have to do another eighteen 
months of English papers, and you know 
to, update their skills here, they could 
be the best RN there, come to New 
Zealand they need to start you know, they 
need to refresh with New Zealand the 

language, the English writing you know, 
yeah sometimes, yeah its confidence in 
speaking English, talking, could be shy, 
yeah, but get them angry and there’s no 
shy (laugh)...I hear all the time, you know, 
a lot of girls, Tongan girls, Fijian girls that 
come and go, I’ve heard them many time, 
‘they talk to me like I’m stupid, they think 
I’m dumb’ you know, but they’re not, you 
know, they know what they are doing, 
their RNs, but again it’s that you know, 
European, Palagi people can actually 
say what, I mean put into words better 
than what I can, but you know what I 
mean, the English comes out people 
understand it, for Pacific islanders they 
need to, they find it hard to explain or to 
get people to understand what they’re 
talking about…when it comes to medical 
terms it’s another language so in Samoa 
back in the old days they used to speak 
just the one language you know whether 
it was talking about your body or that, 
now it’s three years of learning English, 
and learning the medical terms, medical 
language in Samoa, it’s not all about Fa’a 
Samoa or speaking in Samoa, or knowing 
your body all in Samoa, it’s all about 
learning another language, you know 
just like us, you speak English but nursing 
and in medical, actually you’re learning 
another language, medical language, 
medical English, so it’s hard, but it’s fun 
(laughs).”

8.7.2 Expressing needs
Some participants also lack the confidence to 
request pay increases, and in some cases to be 
reimbursed for additional work that has been 
completed.  A fear of losing employment was 
also noted.  In contextualising this, a request for 
payment conflicts with the fundamental notion 
of ‘service’ (i.e. working from the heart and 
working for the love of Pacific peoples’ health 
needs) and can be evocative of disrespectful 
behaviour.  The following excerpt implies a 
preference to continue to work hard in the 
hopes that employers will instigate action/
discussion.
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“To me I’m a very shy person, but the 
manager knows that very well and I, but 
I know her very well, so I sometime I ask 
her how long ago I did ask, maybe last 
year, so I don’t want to ask her anymore, 
so she should know well how I work, so I 
wait for her, so sometimes I say money is 
not my issue.”

Some workers noted that, rather than directly 
confronting the issue, messages/requests can 
be expressed light-heartedly in a humorous 
context and quite often these cues are not 
picked up by non-Pacific employees. 

“It’s really hard to ask the manager 
regarding that, sometimes we make jokes 
but, it’s to her it’s a joke, but to me it’s a 
serious, so we try to pass the message in 
a different way…”

8.7.3 Refusing requests
Participants noted that some workers lacked 
the confidence to say ‘no’ or refuse requests 
from those perceived to be in positions of power.  
This was considered a reason for exploitation in 
particular roles.  

“They’re too shy, they’re not confident 
enough to confront the bosses when 
there’s issues that need to be dealt with, 
they just don’t, let people abuse them, 
you know, just work work work work work, 
and you don’t, you can’t say no to them, 
when you really should just say no, so I 
think, yeah, it’s a respect that we have 
as well, we’re people pleasers, yeah, us 
Pacific people we like to please everybody, 
but I think sometimes there is a barrier 
and you just say no, you can’t because 
sometimes I feel that people use you as 
well.”

Participants also noted that confrontation with 
people in perceived positions of power conflicts 
with the Pacific principles of respect and 
humility. 

“…that fear and that afraid and not being 
able to communicate and our people 
afraid of saying, ‘you know, I don’t know 
how to do this’, ‘I can’t do that’. You 
know or, and it’s just finding that link that 
makes them say, ‘I want to know it’ or 
making them, even making them say and 
admit, ‘I don’t know how to do that’, you 
know, they’ve got to know that that’s a 
positive. It’s a positive response – saying 
I don’t know how to do it.  Because how 
can you know what you don’t know? And 
they’ve gotta know that is a, asking is not 
a sin. Because our culture, we’re brought 
up, if we ask for something, if we don’t 
get a slap or get hit by a jandal first you 
just be quiet and obey.”

8.7.4 Self promotion
One participant also noted that the lack of 
confidence to promote oneself for senior 
positions or other potential roles despite feeling 
confident about expectations required for 
particular jobs inhibits people from applying.  

“…like one of the jobs that we’ve had, I 
could have done it, but I knew right from 
the start, you could just see the signs, 
that it wasn’t, you know, you just weren’t 
going to get it, you could just see it, cause 
you know that somebody else is going to 
get it, and I think, yeah, you could just 
see it, and you just, oh well I’m not going 
to bother applying for it, cause you know 
somebody else will get it, and obviously 
what I thought was right so I’m glad I 
didn’t, like you don’t want to go and apply 
for it, like for me, I didn’t really want to 
apply for it because I knew that they had 
already got somebody in mind.”

“I know a lot of my colleagues are really 
good, they’re really good, they can do 
the job, but because nobody is there to 
build them up to tell them that you can 
do better than this, and they just thought 
they’d just stop there instead of going on, 
they’ve just stopped there.”
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8.8 Family 
Responsibilities

Participants noted that family (immediate and 
extended) and community/church commitments 
have often taken priority over and/or time away 
from personal career development.  Despite 
this, participants remain committed to achieving 
particular qualifications and aspire to do so 
when time permits. 

“It’s probably my children, I know it will 
probably be a year, to pay it off, I mean to 
do this study, to do, to finish my degree, 
it’s with me it’s my children, my quality 
time with my children, because if I was 
to go and complete this year, I will have 
to cut down on my hours, I will have to, 
which means my husband will have to 
sacrifice one more year and I don’t want 
to do that to him, the reason, his job 
depends on him…it’s a big responsibility 
for him, maybe when we win lotto.”

“I really didn’t find it hard to start, but 
once we have assignments to do that’s 
when it’s start hitting home, it’s quite a 
commitment because I’ve got a full time 
job and got a family, you’ve got a lot 
of things outside study, so for me it has 
been a struggle at times, and so, and I 
can understand why some people find it’s 
hard too.  So it’s always a challenge when 
you try and find the time to do these 
assignments and yeah, and your own life 
in terms of running your family the way it 
should be, participate in church and your 
social life.”

The priority placed on relational arrangements 
and in particular familial relationships within 
Pacific cultures provides the context within 
which to explore this view.  Participants noted 
that caring for children and elderly/sick parents 
took priority over personal career development. 

“It was my family, my family, my mother 
became sick and I had to take, because 
I am the oldest in my family  I took the 
responsibility of looking after my mother 
as well as run my brothers and sisters, 
even though they’ve left home and had 

children of their own but I’ve, my mother, 
I lost my father when I was young when 
I was twelve, and  I felt that it was just 
this thing that I had to, like in my culture 
that I had to look after my mother even 
though I was married and I was a mother 
myself I needed to look after my mother 
and continue taking care of her until her 
time was up, she died, you know, she 
died last year of cancer, so she lost her 
battle, so its, and also my children, but 
I’ve decided that I’ve got no more parents 
but I’ve still got my children that I want to 
see them grow up but I want to continue 
and finish it, so I eventually will go and 
do it, I will do it, yeah, so, but it’s, it’s my 
family, you know my family to me is very 
important, so I had to try and  take care 
of my mother, she was my only parent, you 
know, and it’s in my culture that you take 
care of your parents when they are sick so 
you know, it’s a blessing kind of thing, but I 
know I can do it, I will eventually finish it.”

8.9 Hierarchy/
Bureaucracy

Participants stated that their perceived place/
role within the hierarchical structure of the 
health system placed them in vulnerable 
positions.  For example, one participant noted 
complaints were more likely to be made against 
non-regulated workers than those in titled roles. 

“I find it with the residents as well, it’s 
not just the high people, it’s with the 
residents, it’s a race kind of thing, where 
they complain you do something it could 
be my bad day where I’ve come in and 
someone hasn’t had a shower and I’m 
telling them that look, I’m on my own 
at the moment, and I’ve got to get you 
ready and it’s nearly dinner time and I 
need you to get yourself ready, and if 
they’ve had the whole day with who, a 
European person has been on and they 
will turn around and say this resident 
will say to me, I didn’t have to get up in 
the morning but now that you’re on you 
want me to, it’s like they didn’t complain 
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about the European person but because 
I’m on now you know this complaint 
actually goes back to the high people…
it’s also your title as well, you know they 
don’t complain about the EN who yells 
at them, EN is an enrolled nurse, you’ll 
have the enrolled nurses who have bad 
days and you’ll have the RNs that have 
bad days, but they won’t complain about 
them because they’re, they’ve got titles 
and, yet but they’ll complain because the 
cleaner has forgotten to mop something, 
I’m talking about reason including your 
families, some families can be like that, 
and I find that that’s what I deal with 
back in my work job every day every 
month every year, you know, its, I find that 
the race thing is still there.”

8.10 New Zealand 
Registration

Migrant Pacific participants noted that a 
barrier to progress/ development was the 
difficulty associated with obtaining transcripts 
for health qualifications received in the Pacific 
Islands.  It was also noted that the English test 
required and the enrolment process associated 
with registering in New Zealand as a health 
professional were challenges. 

“…because one of the problems with this 
registration, the hardest thing is in the 
island, they couldn’t release some of our 
scripture, the transcript, that is highly 
recommended by the nursing council, 
so [my boss is] working very hard on 
trying to get that from the island, that’s 
a very hardest part, in order for me to 
get on with our registration and get 
going with what they need is that we 
need that transcript from Samoa, but 
that’s the thing that they’re very stubborn 
on that, they never release it…because 
there are criteria’s that we need to go 
through before we get that registration 
done other than apart from the one that 

we transcript from the island because 
we need to set that English test, what 
do you call the International English 
Language Test and we need to sit that to 
get through to get that bridging course, 
so we cannot access to anything unless 
we pass this English test so we need to 
go through some training in order for us 
to get through that exam, so that’s what 
we’re trying to do, you know we never sit 
back, we just source around whatever 
information we get for us to get that 
registration done.”

8.11 Transforming 
Research into 
Reality

Transforming research findings into reality 
for Pacific clients/service users/communities 
was considered a challenge for health workers 
involved in education and prevention to meet 
the needs of the community. 

“…they gave me a lot of reading, you 
know, but aawwh!, I just thought ‘oh 
yeah’ you can only read so much on 
statistics and research, I mean you’re 
basically I think you’ve got to have the 
practical to kind of marry it up and help 
that research and those statistics make 
sense, yeah, so I think I was pretty much 
thrown in the deep end, and it took your 
own kind of initiative to go and I suppose 
read up on the theories and stuff, but 
I’m more of a practical you know hands 
on and meet the community and read 
what we had here at work…I’m not into 
reading all those different theories all 
over the world, you can only do so much 
of that, then you’ve got to go home and 
do the cooking and you know, be the taxi 
driver for the kids and everything, yeah, 
so no, not really, I really just learnt on the 
job and I believe what I brought what I 
brought with me from my [work] and life 
experiences…”

122 Workforce Development - Technical Report

PH Tech Rep_40.indd   122 14/05/2009   2:23:31 p.m.



Managers 

8.12 Barriers to the PNR 
Workforce 

The barriers to progress noted by managers 
fall in to two emergent categories, which are 
barriers to the PNR workforce and barriers to 
the organisation.

8.12.1 Few incentives
Managers noted that there were few incentives 
to encourage non-regulated workers to enrol 
in and complete courses of study, despite the 
availability of scholarships for specific health 
roles.  It was also noted that these are targeted 
to post-graduate qualifications and should be 
available at foundation and entry levels (e.g. 
certificate and undergraduate studies).

“…there are not incentives to encourage 
people back into formalised training, 
I think there is an argument to be 
mounted for increasing the numbers of 
scholarships often scholarships are at 
masterate or at doctorate level,  I think 
the scholarships need to be at entry level, 
so that we can encourage people back 
into a workforce and we can mentor them 
and bring them through.”

8.12.2 New Zealand 
registration

Managers noted that the difficulties associated 
with obtaining academic transcripts for migrant 
Pacific staff members registered in the Pacific 
Islands are barriers to the development of these 
respective workers.

“…one of the issues we have is we have 
staff who are overseas qualified and have 
not been able to get their transcripts 
changed over for various reasons.  So 
you know we’ve got that issue with staff, 
we’ve also, in particular our clinical staff 
because and it’s an issue we’ve had head 
on with…[University] hold the transcripts 
at the nursing faculty and they’ve been 
very reluctant to give those over to the 

nursing council.  Some of the reasons they 
give is because the people didn’t resign 
properly, the brain drain effect on [Pacific 
country], etc, etc.  So there’s deliberate 
blocking around and that’s what we’ve 
struggled with in our experience.”

8.12.3 Political change
Managers noted that individual development 
is impaired by the lack of an overall strategy 
for the non-regulated workforce.  Also, in 
terms of health directives that are considered 
to be influenced by an evolving and changing 
political environment, managers implied that 
service delivery and the ability to predict future 
workforce development needs is a challenge.    

“I often feel like we take people on this 
journey and then suddenly something 
politically changes and we all go down 
that way and that makes us, and that’s 
where we get thinking what now, we’ve 
done that, they said, like the certificate in 
mental health work, you said, now you’re 
saying diploma and I’m saying team 
look I also want to protect you, changes 
happen da da, we need to forecast those 
changes and we’re going down this 
way…”

“Clear strategies, not clear direction 
in terms of service delivery, you know 
we’re building a workforce for example 
you know we have done a lot of work to 
build our residential workforce but now 
residential services are seeing the end 
and you know we’ve been told in the last 
two years and they’ve started that there 
is no more, they’re shifting away from 
residential development, so a lot of the 
residential homes have closed down, 
so when you’re you know building your 
staff towards that direction and suddenly 
that direction isn’t there anymore, you 
know I mean it’s the fate of businesses 
that directions change but when you’re 
talking about a you know an area of huge 
workforce shortage and we’re trying to 
invest public dollars into it we need to 
be clear of the overall strategy we are 
developing towards.”
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In addition, the feasibility of setting up new 
providers and employing PNR staff was 
questioned, particularly since changes within 
the political climate could have significant 
effects on the potential longevity of services.  
It was noted that, regardless of the fact 
that particular Ministers of Parliament and 
members of the Government are meant to 
listen and advocate for the needs within Pacific 
communities, this might seem redundant in the 
face of changing political climates.

“…and that brings us to our next 
point is the national what do you call 
governmental leap, if national comes into 
power where would we be?  Would they 
still continuing with this provider?  So why 
set up these providers if there is no …I 
think it’s so important for them to listen 
to us, cause we are in the community 
and we know our people, this is a very 
good conversation… and also that’s why 
people are put in parliament make things 
happen for Pacific  otherwise get palagi 
to run the thing, you know that’s why this 
is so important.”

8.12.4 Cultural/family 
commitments

One major theme noted by managers is that 
PNR health workers studying for qualifications 
face the additional pressures of fulfilling family, 
cultural and church commitments in conjunction 
with work commitments.  The excerpt below 
implies that, whilst this is not a new concept, 
it remains relevant in terms of being a barrier 
to development and an area that needs to be 
addressed.

“The pressure for the family member 
if they are younger, is that tension 
between their responsibility and their 
duty to the family and the responsibility 
and their, their drive or strive to attain 
formal qualifications.  And uh, speaking 
to people who have done for example 
a course training interview to be a 
registered nurse, many of them have 
expressed that same tension, that for 
them, they not only have to succeed 

academically, but they also have to seen 
to be continuing to do the things they do 
at home.  And the expectations of the 
church are overlaid on top of that so for 
Pacific students training at tertiary level 
there are huge range of expectations 
that impact on their ability to be attain 
this level of qualifications.  none of this 
new, I know but it’s really interesting to 
observe…I’ve had some experience in that 
area, and I think there are a whole range 
of different factors that come into play 
for Pacific students than do for the more 
mainstream students that come to a, to 
a, polytechnic or university, and we don’t 
manage it very well.”

The next excerpt implies that these cultural 
commitments can act as a deterrent to those 
considering non-regulated health roles. 

“The only barriers I see is the, between 
work commitment in terms of doing the 
task they’re meant to do and upskilling 
them and family life.  Because the 
demand from Pacific families are huge, 
not in monetary but also their time, if 
the time is that requires them to support 
the family…and finance, yep, and those 
are the things that will, either persuade 
people not to engage.”

Interestingly, it was also noted that mature 
workers are easier to retain as they have less 
commitments compared to their younger 
counterparts.  

“Often they are the workforce that are 
easier to retain, cause they’ve either been 
there and done it or they’ve reached 
an age where their family are now off 
their hands and their commitments 
are less and their wanting to return to 
the workforce. So I guess we have both 
ends of the spectrum or the ends of 
the continuum if you like we have the 
younger people coming in and having all 
those pressures on them, and we have 
the older workforce who those pressures 
are somewhat less and they feel they 
want to make a contribution back to 
their community and back to society and 
so they tend to be people who tend to 
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gravitate quite often are more likely to 
gravitate to the non-government sector 
where there’s a little more flexibility 
perhaps I like to think than to District 
Health Boards so it’s often the returning 
to work, or people who have brought up a 
family and are wanting to enter a career 
or start a career of some kind.”

8.12.5 Lack of applied learning 
In terms of training, it was noted by managers 
that a lack of applied learning is considered 
a barrier to development.  Whilst theoretical 
understanding was noted as being relevant to 
higher learning, the ability to practice or apply 
this knowledge in specific services, health roles 
and in specific communities was questioned.  

“I think also what impedes it is when you 
try to have a one size fits all approach to 
it that development, you know why are 
we not all trying to develop towards you 
know, staff towards all this direction this 
what you may take it may not necessarily 
be what’s the priority or what’s the 
relevance for this particular provider, do 
you know what I mean?...we often finding 
is that our people go out and this is our 
non-regulated workforce, going out and 
they exposed to this knowledge.  But 
unless you can take that and ground that 
into what’s real for them and put it into a 
frame of reference that’s real for them it’s 
you know it just washes over them.”

8.13 Barriers to the 
Organisation

8.13.1 Funding
The overarching theme relating to barriers that 
affect organisations was a lack of funding.  Five 
sub-categories emerged within this concept. 

8.13.1.1. Volunteers
Managers consistently noted the importance 
of the voluntary workforce, and some indicated 
the frequent need for, and utilisation of, this 
network.  The following excerpt exemplifies that 
a barrier affecting organisations is the inability 
for most to remunerate the voluntary workforce 
in monetary terms and a lack of funds to cover 
this.    

“It happens in some situations where 
have, where we might have consultation 
fono that we run.  On contract to the 
Ministry, it’s not infrequent for us to 
need to call on an unpaid, unqualified 
workforce in those situations and we 
have a core group of volunteers that we, 
that we normally call on and they’ll often 
come in and assist us and help out…and 
we have to try and find some other way of 
acknowledging that for them apart from 
monetary because we just simply don’t 
have the funding.” 

The following excerpt implies that recognition 
of the voluntary workforce is required to avoid 
exploitation of these services.

“People use voluntary as a way of 
avoiding paying people…it’s exploiting 
them and I refuse to get people on as 
voluntary, if you’re gonna take them 
on take them on paid work because 
you value them, and I think most 
organisations exploit that to their 
advantage, they do the same level of 
work like anybody else in their team but 
they don’t get paid for it, they might have 
koha and that could only be very little, 
twenty dollars or fifty dollars for petrol, 
but the effort that they have contributed 
and the success they have contribute to 
the organisation outweighs anything that 
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they give, so that’s the thing I believe that 
voluntary needs to be recognised some 
way or another, it could be monetary, 
but it cannot be seen as exploitation of 
people’s passion or commitment.”

8.13.1.2. Qualifications
Managers noted the importance of formal 
training and qualifications to complement the 
skill and expertise that exists within the non-
regulated health workforce.  On this premise, 
organisations have provided opportunities 
to up-skill and more often than not have also 
funded further education.  Although this was 
not considered a barrier for those organisations 
without PPDF support, it was noted as an 
expense.  

“I mean every staff member that is 
employed at [health organisation] is 
undergoing formal tertiary study of 
some kind that is relevant to what they 
are doing, and there is a huge cost to 
the organisation in doing that…we are 
funding it internally because basically I 
have a commitment to staff up-skilling 
and training and a huge belief that 
ultimately there will be a payback for us 
not payoff but payback and downstream, 
we will see some really positive things 
happening in terms of improvement in 
quality of services that we deliver through 
people becoming as I said earlier having 
their informal knowledge experience 
and attitudes reinforced by formalised 
academic structure and rigour.”

“Our minimum requirement for all of our 
staff is a certificate in mental health.  We 
have funded that both through our capital 
reserves and through our PPD funding.  
We’ve put staff through the certificate 
of mental health even our most qualified 
staff we put through the certificate 
because we see it as an important 
baseline for all staff that work for [health 
organisation].”  

8.13.1.3. Retention of staff
NGO providers note that there are difficulties 
associated with remunerating and retaining 
staff that have successfully acquired health 
qualifications.  It was noted that these staff 
members are now in positions to be financially 
recompensed or apply for health roles in 
alternative organisations.  The following excerpt 
exemplifies how some NGO providers have 
attempted to find alternative measures of 
recompense.  

“Our chair has always said to us at the 
board level is ‘when we talk workforce we 
are also equally talking about retention, 
how do we hold these people at the end 
of the day once they’ve been, become 
qualified how do we meet their natural 
expectations for remuneration’  And 
we’ve tried like our staff came to us 
and said we’d like you to investigate 
our superannuation package so we 
got the banks in to talk to us about 
superannuation packages and then Kiwi 
Saver came in, we had meetings and 
people joined Kiwi Saver.”

The majority of managers noted however that, 
despite these alternatives, financial recompense 
would serve to benefit PNR health workers 
most given the reality of Pacific peoples’ socio-
economic status in New Zealand.

“The community, the CIS workers and 
the child and youth residential workers 
of today may be future team leaders of 
tomorrow etc etc, how do we sustain that, 
how do you?  Cause it’s a pathway, it’s 
not just a plan it’s actually a pathway 
and at each end of the pathway you’ve 
got to be very clear what things you put 
in place to hold people, to retain people 
and I know yeah literature tells us that it’s 
not just remuneration that holds people, 
its organisational culture, it’s all this 
other stuff.  And that’s fine but people 
have mortgages at the end of the day 
and that’s the reality and when they see 
their brothers and sisters who put up with 
some of the nonsense of mainstream but 
get paid well, etc, etc…”
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Retention was also noted as being heavily 
dependent on the loyalty and commitment 
of individuals to an organisation; however, 
managers also considered that the large pay 
disparities between different health sectors and 
organisations, more often than not, proves too 
tempting.  

“…and actually get them successfully 
graduating at the end and then of course, 
how do we retain them in the workforce? 
And the difficulty you see in the health 
sector is that we have done have the 
public and the private health sector.  The 
public sector like DHBs have the ability 
to be able to remunerate people for their 
work the NGO sector, the non-government 
sector that we work in, can’t, will never be 
able to compete with that so often we rely 
on peoples’ own personal philosophy or 
belief systems about what they’re doing 
to come and work for us for what often 
is a significant amount of money less but 
because they have a belief that this is 
where they can make a difference.  And 
so often the NGO sector continues to 
survive on the back of people who have a 
commitment about working in this area, 
and not working within a District Health 
Board area…the further up the ladder 
they climb the more tempting it is, and if 
they want advancement, if they want to 
move into senior positions, eventually it’s 
going to be to become just too attractive 
for them…”

In line with these views, the following excerpt 
illustrates that an inability to maintain pay 
parity with other organisations can impact on 
staff morale, motivation and productivity and 
ultimately results in the loss of qualified staff for 
NGO providers.

“I think income is important, when 
people achieve a certain level they like 
to, it seems to go hand in hand I should 
get more money for this, now, that isn’t 
always possible, and a barrier could 
be the perception that a higher quality 
equals more money, it’s not always easy 
to provide money so perhaps other things 
could be looked at, provided like, better 
conditions or a bigger desk, better view, 

from their office, I don’t know, but when 
people perceive that they’re not going to 
see any more money, they’re not going 
to want to do the extra work, which is 
I see it is a barrier, and that’s brought 
about because of the other things like 
money from funders but studies have 
shown that financial rewards is often not 
enough to motivate someone like to keep 
someone or to provide an incentive for 
someone at work, but you try telling that 
to a Pacific person who is just trying to 
provide food for their families, they’ll say 
you just give me a five per cent increase 
and I’ll be happy, it’s amazing just how 
much money can make people happy, 
and I don’t care what those studies say, 
they might work in some of the cases, but 
at a certain level where money means a 
lot more than job satisfaction because 
Pacific people have done so many, have 
worked in so many field of, done so many 
types of jobs that they’ve never liked but 
it was only because of the money, you 
know, its condescending to them look 
money here isn’t the only thing that will 
make them happy at work, yeah, and 
I could never say that to staff with a 
straight face ,you know, and so it’s like I 
said before, give me more money, more 
money, more money, that’s a barrier and 
being regulated is one thing, but if I don’t 
provide some sort of financial incentive 
or a reward or financial acknowledgment 
then staff aren’t going to give me any 
love for all that hard work that they do, 
they’ll just turn around and go elsewhere 
that will be providing the mullah, there 
are probably other barriers too but I can’t 
think of any other than that because 
that’s such an important one, my staff 
numbers have been decimated because 
other places have poached them, and 
paid them up to a third more like on top 
of what their current existing, a third, you 
know if someone gets was on forty grand, 
what a third of forty grand, mm, twelve 
grand, you know a third of that.  One 
[staff member] left and was getting half, 
fifty per cent added on top so thirty grand 
to forty five grand, it was ridiculous, I 
can’t compete, I’m not saying the person 
didn’t deserve it, I’m just saying it’s 
ridiculous to think that I could try and 
compete with that.”
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Given the challenges NGO providers face 
in retaining qualified staff, it is no surprise 
that much energy and focus is exhausted on 
succession planning.  

“We’re constantly having to succession 
planning; it’s a major part of what we 
do…we need to create in all areas of 
our NGO sector we need to be thinking 
seriously how we are going to replace 
people, how we are going to mentor 
people, how are we going to bring them 
through, because we know that at some 
point in our existence we are going to 
lose people to district health boards 
or to ministry or to other government 
departments because  simple facts of life 
are we need money to survive.”

Overall, the retention of staff was noted as 
a fundamental barrier to the development of 
an organisation and was considered to result 
directly from a lack of funds.  Managers noted 
the need for additional financial support to 
address this issue.  

“…where it has been an issue it’s been 
with the funders.  To go back to the 
question, yes they have been poached, 
it seems that as soon as staff come on 
board, then someone is looking my way 
and seeing what they can do to take 
staff as soon as staff build up enough 
experience and qualifications, then they’re 
working for the opposition, I got used to 
that over the years, and learned to work 
with it, but I struggle to maintain parity 
with staff because not only were they 
leaving, they were being paid a lot more, 
and I couldn’t compete with that...what 
I find really hard is trying to ensure that 
we that I’m paying staff here a similar or 
providing similar working environment 
or their situation with the conditions that 
are similar working conditions but the 
funders have shown no support to that, 
and consequently the staff numbers 
the whole energy the focus the vision 
of the place is being distracted from it.  
We’ve been distracted from achieving 
the sorts of things we’ve wanted to do, 
our productivity has dropped motivation 
levels have fluctuated over the years 

which has been really hard to manage.  
Part of it is because the funders people 
in the funding organisations really have 
no idea, just what the hell they’re meant 
to be doing, and they have these glorified 
positions, glorified positions, where they 
hog the limelight, the glory of successful 
health projects like lets beat diabetes and 
other things and yet, the main the core 
part of their business is often neglected, 
like looking after their providers.” 

“…there are things that the PPDF doesn’t 
cover that [health organisation] covers so 
those are the things that we look into…
we have done two lately, nurses just to 
give you an example two nurses that were 
struggling, they were in their early fifties 
and they are registered nurses but going 
back to do a post-graduate in [health 
area] was a tremendous hurdle for them, 
they struggled, we actually added a 
tutor to actually get them through which 
they did so the short story, they actually 
passed with a post-graduate certificate 
and that says that if you want it, if an 
employer wants them to pass then they 
actually need to support them but at the 
end of the day you need to bind them as 
well, because the return on investment is 
that you’ve poured two years of money in 
there then you need to have the two years 
given back to you actually back to put 
that in practice…in the last three years 
we had around about thirteen staff we 
had to basically let go, one is our contract 
ended with Ministry and that’s a loss to 
[health organisation] because all of them 
actually had certificates in certain areas, 
and some of them even had degrees and 
diplomas, see we lost those and other 
organisations are grabbing them because 
they seen as [health organisation] is 
just building this workforce and then 
we lose them and that’s…I think around 
the funding as well, if we were to keep 
them we need to have the funding to 
wrap around that, because my sense is 
that we’re just developing people then 
we’re losing them because we don’t have 
sustainable funding to maintain these 
groups of staff, so the degrees we have 
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people with social work degrees we’ve 
lost them, some of them have diplomas 
in various fields, and I’m not a hundred 
percent but we lost them, some of them 
were doing their masters.”

8.13.1.4. Increasing capacity
Providers contend that, since a large proportion 
of Pacific peoples do not utilise primary 
healthcare services, increased access to these 
is required.  On this premise, it is noted that 
increased funding to employ and increase the 
capacity of the non-regulated health workforce 
is needed.

“You can’t just throw money at things and 
think it’s going to work, but as we look 
to more and more outreach services, we 
still have a high population going into our 
general practitioners and that’s great, 
but there is still people that don’t either 
access those services enough or at all, so 
we need to reach them in other means, 
and that’s where, well in our organisation 
our community health workers are once 
again really invaluable, so from that 
perspective, from an outreach perspective 
I think we could certainly do with more 
funding to have more workers.”

8.13.1.5. Uncertain funding beyond 
12-month contracts

Another important theme that emerged 
was the perception that the limitations of 
12 month contracts not only inhibit future 
and successive planning for NGO providers 
but will also ultimately challenge the future 
development of workforce capacity and 
capabilities.  The following excerpt notes how 
uncertain funding beyond 12 month contracts 
limits a provider’s ability to strategise around 
workforce development, particularly since 
meeting contractual obligations often results in 
the recycling of staff rather than the hiring and 
development of new staff.

“I see it, in ten years time primary 
healthcare is going to struggle in 
workforce, one is that they cannot 
compete with mainstream, where we’re 
competing in terms of salary band,  and 
the thing is we always, we’re currently 
recycling staff, you know, over and over 
again, we’re not creating new staff 
employees, and that’s the fundamental 
flaw is that we can’t attract new staff 
because we don’t have the resources to 
do that, and it comes down to funding, 
you can’t plan and this is my argument all 
the time, DHB knows what they’re going 
to get them through this time, cause 
they know how many millions they’re not 
gonna get, they know how much they’re 
gonna get at the other end, providers on 
the other hand don’t know because their 
contracts is nearly for twelve months, 
so how can a provider plan around 
workforce capacity and development 
when they don’t know whether their 
contract will be renewed or varied in 
twelve months time…so the other hand 
is about uncertainty in primary health 
and health organisations as well, there’s 
uncertainty, if you were to say, if you were 
offered a job in the mainstream versus 
one in the primary healthcare, what 
would you choose, you would choose 
the mainstream because there is a, a 
guarantee that there is employment, 
you’re not gonna lose it unless there 
is downsizes in the hospital whereas 
primary healthcare, you can have a 
contract today, you can have a contract 
gone tomorrow, so again and the thing 
is why should I go down to the, down the 
road for forty five when I can go down the 
other road for sixty so again it’s, you’re 
not, primary healthcare is always going to 
lose out cause they can’t compete in the 
market.”
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Summary of Key Findings

Barriers and Challenges 

PNR Workers
Twelve overarching barriers/challenges to 
workforce development were identified by PNR 
workers.  These themes include: broad workload 
and few resources, funding (resource/work, 
future workforce and professional development), 
lack of managerial support, exploitation of 
PNR workers, lack of recognition, working in 
mainstream organisations, lack of confidence 
(reaching maximum potential, expressing needs, 
refusing requests and self promotion), family 
responsibilities, hierarchy/ bureaucracy within 
health systems, lack of awareness of rights, New 
Zealand registration and transforming research 
into reality.

•	Broad	workload	and	few	resources
PNR workers often have broad workloads 
and there are few resources and specialised 
skills within this workforce to effectively 
address particular tasks and population 
sub-groups.

•	Funding	
Funding or the perceived lack thereof 
is generally considered a barrier to the 
development of PNR workers.  Three 
sub-themes emerged that are resource/
work, future workforce and professional 
development.

•	 Resource/work 
 A lack of funding prevents PNR workers 

in their current capacity from effectively 
accessing the ‘hard-to-reach’ populations.   

•	 Future	workforce
 The cost of study and a lack of funding 

to support professional development 
act as deterrents for people considering 
undertaking healthcare roles (including 
overseas-qualified health workers in New 
Zealand). 

•	 Professional	development
 Funding to support professional 

development is generally considered to 
be either inaccessible or lacking.  

Some PNR workers identified a 
lack of support from management/
organisations and noted that funds 
accessed elsewhere (e.g. WINZ) 
resulted in debt accumulation upon the 
completion of qualifications.  Funding 
to support professional development 
was considered necessary since many 
workers are also impeded by personal, 
familial and cultural circumstances/
responsibilities.  

•	Lack	of	managerial	support
A lack of managerial support is expressed 
by not allowing time off work to attend 
training and not informing PNR workers 
of potential career options to advance.  In 
some cases, there are no opportunities for 
professional and personal development 
since managerial priorities for the 
organisation take precedence over those 
for the worker and personal/professional 
development.

•	Exploitation	of	PNR	workers	
PNR workers are often expected to 
undertake senior roles, work longer hours 
than required, provide translation services 
or perform tasks that are beyond what is 
specified in job descriptions.  Many tasks 
are those that other health professionals/
clinicians are better paid to undertake. 

•	Lack	of	recognition	
The value and importance of the PNR 
workforce is generally not recognised and 
workers’ needs are not prioritised within 
organisations.   
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•	Working	in	a	mainstream	organisation	
PNR workers in mainstream organisations 
report experiences of discrimination by 
service users and clients.  Feelings of 
discrimination also include feeling invisible 
and being ignored.  Working within a 
Pacific and holistic framework premised on 
cultural values, beliefs and understandings 
is considered a challenge within biomedical 
environments.  Many workers often have to 
advocate the need to acknowledge Pacific 
worldviews and educate fellow non-Pacific 
health clinicians.

 PNR workers that work in isolation within 
organisations are often expected to 
represent the views of all Pacific peoples.  
A unique challenge for Pacific migrant 
workers is adapting to the New Zealand 
work environment and the different cultures 
within both the work and community 
settings.

•	Lack	of	confidence 
A lack of confidence is cited as an additional 
barrier and challenge for workforce 
progression.  Four themes emerged: 
reaching maximum potential, expressing 
needs, refusing requests and self-promotion.

•	 Reaching	maximum	potential
 A lack of confidence to reach maximum 

potential was considered a result of a 
lack of self-esteem, a fear of making 
mistakes and unfamiliarity with the 
English language. 

•	 Expressing	needs
 PNR workers noted a lack of 

confidence to request pay increases or 
reimbursement.  This was considered to 
stem from the fear of losing employment 
as well as conflicting cultural values 
related to respect and service.  To avoid 
these conflicts, some workers note 
attempts to make requests in indirect 
ways (i.e. through humour).

•	 Refusing	requests
 A challenge for workers is saying no 

to requests particularly from those 
perceived to be in positions of power 
(i.e. managers and employers).   Refusal 
of requests conflicts with the cultural 
etiquette associated with confrontation 
and showing respect and humility.

•	 Self	promotion
 A lack of confidence to promote oneself 

for senior positions serves as a barrier to 
workforce progression and development.  

•	Family	responsibilities
Familial and church roles and 
responsibilities for some PNR workers 
are prioritised over personal career 
development and further study.  Attempts 
to fulfil personal aspirations (i.e. continue 
education) are noted to occur when time 
and other commitments allow.

•	Hierarchy/bureaucracy	within	health	
systems
Some PNR workers note a sense of 
vulnerability as service user complaints are 
perceived as being predominantly directed 
and taken out on this workforce rather than 
others who might be considered health 
‘professionals’ (i.e. clinical staff).

•	New	Zealand	registration	
Overseas-trained Pacific workers face a 
number of challenges in accessing previous 
work transcripts as well as undertaking the 
New Zealand health worker registration 
process.

•	Transforming	research	into	reality	
PNR workers in health education and 
community services note that the need to 
transform and interpret research and theory 
into the practical realities of service users 
challenges effective service delivery.    
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Managers 
Two overarching themes emerged - Barriers for the PNR workforce and Barriers for the organisation.  

Barriers for the organisation
A dominant barrier to organisational 
development is inadequate funding.  Within 
this theme, five sub-themes emerged, which are 
volunteers, qualifications, retention of staff and 
increasing capacity.

•	Volunteers
There is minimal (if any) financial support 
within organisational funds to acknowledge 
and resource the volunteer workforce 
who provides crucial healthcare support 
and services.  Some managers view this 
inability to resource as exploitation of these 
individuals.

•	Qualifications
Although the benefits of a trained and 
qualified workforce are well-justified, 
financial support for PNR workers to up-skill 
and gain qualifications is an expense for 
organisations without PPDF support.   

•	Retention	of	staff
Challenges exist in retaining recently 
qualified staff, especially since it is 
perceived that other organisations, such 
as DHBs, can offer larger salary packages.  
Despite commendable efforts by NGOs to 
recompense qualified workers, retention is 
primarily determined by financial resource.  
This can affect an organisation’s ability to 
develop, since much resource and energy is 
exhausted on succession planning. 

•	Increasing	capacity
The goal to increase and enable Pacific 
communities to access health services can 
be achieved through appropriately funding 
organisations to employ and build the 
capacity of the PNR workforce.

•	Limited	funding
A further barrier to organisations is the 
short-term nature of funding contracts (i.e. 
12-month contracts) as these impede any 
developmental and succession planning. 

Barriers for the PNR workforce  
This theme encompassed several sub-themes, 
which include few incentives, New Zealand 
worker registration, political climate, cultural 
and family commitments and a lack of applied 
learning.

•	Few	incentives
There are few incentives to encourage 
workers to complete further training.  Those 
that exist such as scholarships are often 
targeted to post-graduate students.

•	New	Zealand	registration	
Consistent with PNR workers, managers 
noted the difficulties in accessing work 
transcripts for overseas qualified health 
professionals.   

•	Political	climate
The lack of an overall strategy for the non-
regulated health workforce as well as the 
evolving and changing political environment 
impacts on personal and professional 
development for PNR workers. 

•	Cultural	and	family	commitments	
The difficulties associated with completing 
an education in addition to familial and 
church responsibilities and obligations for 
workers provide challenges to workforce 
development for PNR workers.  These 
responsibilities may also act as a deterrent 
for younger Pacific peoples considering a 
career in the PNR workforce.

•	Lack	of	applied	learning 
A lack of applied learning and practical 
experience in the community is considered 
a challenge for PNR workers with only 
academic learning, knowledge and skills.
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9. Zone Four - Enablers 
9

PNR Workers
Participants identified several enablers to 
workforce progression.  Two dominant sub-
categories emerged: institutional enablers and 
individual enablers.

9.1 Institutional Enablers

9.1.1Developmental pathways
Participants noted that an enabler towards 
personal workforce development and 
progression within certain organisations was 
the provision of learning and developmental 
programmes.  The following excerpt highlights 
that these opportunities serve to provide non-
regulated health workers with choices to either 
develop in specific health areas or to progress 
into alternative health sectors.  This excerpt 
also highlights the importance of managerial 
support and motivation, which is elaborated on 
further in these analyses.

“The good thing about [DHB region] 
is that there is just a huge amount of 
learning and development programmes 
that they have, available to staff to utilise 
here and they run, most of them, within 
the hospital or within the polytechnic 
grounds which aren’t far away so that’s 
another blessing. And so anyone that 
steps into this environment I think, no 
matter what level you’re at, there’s mega-
space to progress and to utilise and to go 
into different areas, from the one that you 
initially walk into. I mean, you can go into, 
you can come in here as a cleaner and 
with the training that they have, you could 
end up being a clinician. So you know 
the opportunities are there. It’s not that 
you come in and you be forced into one 
role and you stay stagnant in that role. 
There’s no way that’ll happen, the huge 
advantage of being in here, what I’ve 
been able to see is, you can do so much 
to further your education knowledge and 

to go out into different fields within the 
health sector…you’ll be totally silly or 
blind if you didn’t utilise what is around 
here for you and of course, you know, with 
the, I’ve been very fortunate, I have an 
awesome boss…so she totally supports 
people’s progress and you know, just to 
further their education. So having that 
behinds you, there’s just you know, no 
end to where you can go. So that’s a huge 
blessing in this role.”

The following excerpt also notes the availability 
of learning opportunities as an enabler and 
emphasises the importance of support and 
accessibility to these within organisations.  

“There’s just so much support here it’s not 
funny.  If people don’t utilise the support 
that’s here, you know, they have to be 
blind or deaf or something but we’re very 
lucky here.  I’m not quite sure what works 
out in other organisations at the moment 
but here we’re very lucky there is so much 
support here and you don’t even that to 
ask for it, it actually comes to you. They 
offer it to you in the initial interviews you 
and when you start within the workforce.”

Some participants noted that training 
opportunities to develop skills beyond the 
needs of their service and job descriptions have 
enabled them to broaden their skill base and 
qualifications within the health sector.  However, 
in the excerpt below, it is important to note the 
persistence and confidence of the individual 
to request such training and organisational 
support.  

“…culture advisor and I suppose there 
is no other level, but they do upskill you, 
they do offer like you can go and do the 
mental health paper and other things 
that you want to add to your yeah skill 
mix, I chose to do [health role] , because 
I know, it’s something that not only I feel 
I can contribute to the community better 
but I also feel that it’s something that our 
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own Pacific community needs, so that’s 
what I’m doing here, we’ll be finishing 
soon, so yeah, and, although this service 
was clear in say there’s no such position 
in the [health sector], I was adamant 
and determined to do it so, the service 
has been very helpful to me, in allowing 
me to do that for the last fours part-time 
and even support me, some of the money 
that I’m you know I’m qualified to have it, 
they assist me in that, and also the hours 
that I’ve taken out of work to do that, the 
service has been really good to support 
me although they didn’t see counsellors 
as part of their, so it can be done I 
suppose.”

9.1.2 One-on-one personal 
development planning

Participants also considered one-on-one 
personal development planning as an enabler 
to workforce progression.  As well as building 
relationships and feeling valued, participants 
noted feeling empowered and supported to 
advance in their careers and work toward 
personal aspirations.

“Yes, I was you know, I was very pleased 
with them because they sent me to sit 
the certificate in mental health, which is 
one of the requirements of the job, we 
need to get a certificate in mental health, 
at least a certificate in mental health, 
because of our background we can’t 
recognise here in New Zealand, so its 
better off to get a piece of paper to get 
us on board with the job, so we managed 
to get on with that, and I finished it last 
year, so they approached us for another 
option to go for a diploma so we are 
looking forward to that, and I was really 
happy you know with the support of these 
people, we could never make it up in this, 
yeah (laughing) so I’m looking forward 
to that, that is if, but to me to be honest, 
cause I’ve been talking with my boss, and 
I was quite honest with her saying that if 
anything come up to get my registration 
done I might leave the job because of 
my understanding and my perspective 
of, as a registered nurse as a long time, 
you know basically it’s the better, so I still 

have that feeling and thought that in my 
heart I still want that, so they understand 
all about it, they said its very good that 
you still have that passion with your 
future, yes I said I have to be honest just 
in case something comes up and I might 
come up with something and I don’t want 
to say goodbye, no you need to know 
about it, so they’re quite happy with that…
yes, she really appreciates it when I talk 
with her cause we had a session on that 
planning for our personal development, 
and that’s how I came up with that and 
I had a good talk with her and she was 
quite happy with that.”

9.1.3 Management support 
Managerial support via funding, motivation, 
understanding of personal circumstance (e.g. 
allowing time away from work commitments to 
study) was considered an enabler to workforce 
progression.

“The main thing I’m looking at, the 
teamwork, that’s the main thing you 
look at it, make sure you have somebody 
connected with you, and make it easier 
to flow around to different area, if 
you find someone like you know our 
people work so, with a smiling face and 
communicating very well with smiling, 
that’s, that what I was looking for that 
one, that’s the only thing I was looking 
for that someone that you can connect 
together and flow you around, and make 
you easier…it was the manager, cause 
she understand, my manager from the 
other side explain to the manager here 
so that’s how I, she understand people 
very well, but they so happy the manager 
here is so happy to have me, most of the 
time ‘thank goodness for you [co-worker], 
you’re an angel’…”

“Next year I will be moving to diploma 
level sponsored by this organisation 
so I’m very much happy with this 
organisation because they sort of 
encourage us to study and they have fund 
for me…they are very helpful…but you 
know that’s why I love to, and of course 
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my boss is very cool, is very nice, she is 
very understanding lady, she is willing to 
help and we enjoy what we are doing…”

This form of support from organisations and 
management also serves to introduce migrant 
non-regulated health workers to the New 
Zealand health system and other opportunities.

“Yeah, one thing I am happy with 
[health organisation] because this is my 
foundation, you know what I mean, and 
we were encouraged to move forward, 
I think our boss knows that, we sort of 
developing and even she said we are not 
developing you because you know cause 
they here for [health organisation]  until 
retired?  No, we like to push you to earn 
good qualifications so you can expose 
yourself to better job you know and 
she’s encouraging us to go forward but 
you know I appreciate of having [health 
organisation] for the foundation for my 
career here, not only that but to introduce 
me to the system start here, so it’s like a 
bonding, it’s like a birthing place to New 
Zealand’s lifestyle and the system.”

9.1.4 Supervision
Supervision, communication and transparency 
within the workplace were noted as enablers to 
workforce progression.

“…we don’t work on our own, you know, 
if we found out that we have some 
difficult or doubt we have to come back, 
that’s why these people are so helpful, 
that we come and discuss, we have 
group supervision, we have individual 
supervision as well that is when we sit 
down with the team leader and talk we 
share our difficulties in our job and if we 
have something we need to raise up with 
them then if they can help out, that’s how 
we work, that’s why I was so thankful 
that this organisation is only a small 
organisation it’s not as huge as it is that 
makes it difficult, whenever we come up 
with a problem we always come back and 
we talk with them, that’s how we resolve 
everything, we cannot just go ahead and 
do it, we just have to come back and talk 
to them, that’s how we work.”

9.2 Individual Enablers

9.2.1 Networking 
In light of temporary or limited employment 
terms, participants identified that the 
networking opportunities provided within health 
worker roles was an enabler to workforce 
progression as it provided opportunities to 
scope alternative employment options.

“Because there’s only so much you can 
do in any role and so you have to be 
able to forecast you know. If I implement 
everything in this area, that’s it. There’s, 
you know, they’ll have no need for me 
anymore. So if you sort of have that sort 
of focus,  you can prepare yourself. Before 
you get to that stage… just sort of keep 
your eyes and ears open, and just through 
contacts and you make so many networks 
within this organisation. If anything else 
does pop up, and they do pop up quite 
regularly, that you can sort of just have a 
backup plan for yourself…that all comes 
with everything that comes within your 
role; grabbing the opportunities with 
networks, people you meet, keeping the 
links with those people, and this being 
such a big organisation, I mean, you 
know, we’ll I shouldn’t, I don’t know, but 
I’ve had offers already and I’m still, you 
know, quite new in this department.” 

Networking also provides opportunities for peer 
support, which participants commonly noted as 
another enabler to workforce progression.  

“We have a PI fono that we, we have a 
mix of community support workers yeah, 
that’s the only forum where I’m involved 
with at the moment, and that is basically 
for networking and also looking at what 
we do out there, as you know, in terms of 
what we can do to support one another to 
help our Pacific community out there.”
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9.2.2 Peer support
The following excerpts highlight participants’ 
perceptions that peer support is evocative of 
a collegial coping mechanism and a form of 
building, establishing and maintaining relational 
arrangements, a sense of belonging and shared 
understanding within the workplace.

“Our relationship with the workers is like a 
family you know a family very orientated 
you know our small we share, we sort of 
respecting each other even though most 
of the Samoan here but then they I love 
to work with them and we are close too...I 
was the only [ethnic group] working here 
and they sort of are like supporting me, 
everything that they you know anybody 
can call me, ‘let’s go and have lunch’, 
they are open you know and I feel that I’m 
not a stranger, I’m, I feel that you know 
it’s a part of it and that’s how we work 
here, and of course they respect me…this 
is a part of my family.”

“…we really work as a team and we 
communicate, we work together and 
I think what I find working with my 
colleague, and I feel she’s my sister and 
we do the job the job that we’re meant 
to do, right to the best of our ability, 
but I think as we work together I find 
that our work is so much easier and our 
communication because we can talk to 
each other, we can understand each other 
as well.”

Peer support also provides participants with 
exposure to alternative health careers and 
external advisory/supervisory networks.

“We got [worker name], she’s a nurse…
she’s come up and start with us now 
helping the health promoter with the, 
she’s the one who go out to community so 
she’s the one putting me through to the 
community to become contact so I said 
that’s alright.”

“I had a good support in terms of our 
own health workers, which I was able 
to talk to, and sometimes I go out the 
community and talk to some of the 
people, some church ministers, I consult 

with some Matai’s, so in the service like 
this one, it was really nothing in place 
because the impression I got was, and 
even that in the very beginning wasn’t 
very clear, you know to have your own 
supervision, someone to supervise you…
so I really didn’t have many support 
within the system, within but I have to 
go outside to the community and talk to 
people.”

9.2.3 Family support
Participants identified the role of familial 
support as an enabler to workforce progression.  
Whilst familial and cultural commitments were 
identified as barriers in the previous section, 
the following excerpt identifies that, although it 
appears difficult, this barrier is short-lived and 
can be overcome.

“I must say that the only reason I 
completed the last two years was the 
support of my husband because when I 
actually told my family that I was actually 
going back I was actually going to study 
nursing which to start my first and my 
second year,  they, it was more of like, 
‘you can’t go study, you got two kids who 
is going to look after your kids?’, I told 
them that it was my husband and it sort 
of like put me down like you know maybe 
they’re right, maybe I can’t do this, but 
my husband said you can, so he worked 
around me and he did afternoon for 
two years, he did two years of afternoon 
shift, so that I could go to school in the 
morning, come back and he goes to 
work in the afternoon.  So that’s how we 
worked around you know that’s how we 
lived for two years with my hard work and 
hard study.”
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9.2.4 Self motivation and 
confidence

Participants described the notions of self-
motivation and confidence as enablers to 
overcoming the lack of confidence, familial 
and cultural barriers that were identified in the 
previous section (see Section 8).  

“But within the hospital itself I’ve found 
with the education I’ve been putting 
through within the last months, I’ve 
started to gather a strong rapport with 
the charge nurses and with heads of 
departments here and initiating what I’m 
doing…at the  same time I’m throwing 
in a lot of the PI issues and the PI, 
identifying a lot of the things with the 
PI and I’m getting a lot of support from 
those people in the hospital so you’ve 
gotta sort of cast while the irons hot and 
I’m trying to develop things fast while I 
have their attention, they know who I am. 
I’ve identified myself, what I’m doing, but 
that I am PI and I am trying to implement 
something for our people in there, yeah. 
Cause the hospital is an environment 
where there’s so many changes and 
you’ve gotta run with it while something’s, 
otherwise something’s else will come in 
and then you’ll get left behind. So you 
have to always be in their faces. It can be 
annoying, but it’s the only way to get it, 
get it done unfortunately yeah.”

Self-motivation and confidence were also 
considered as means to overcome the potential 
exploitation of health worker roles that was also 
previously noted as a barrier.

“I used to talk about it to the girls at 
work and they felt that you know that 
they felt that they knew that I was doing 
a lot, ‘oh why do you have to do it’…‘so 
and so wasn’t doing it you know but they 
get the credit’…and we got some of the 
committee, the [ethnic group] committee 
and that’s how I got into to what I 
wanted, I wanted to be treated fairly, but 
not just for me, I also wanted in paper, 
so that everyone else who comes into the 
workforce gets a fair you know gets a fair 
say and gets treated fairly because it’s 
their right as well as an employee.”

Participants also noted two influential factors 
that encouraged one’s self-confidence, 
motivation and determination.  These were 
family, Pacific values and pride.

9.2.5 Family
“Yes this was baby number three, and 
with being number three I still went to 
school and completed my, I went and 
did another seven papers which was 
to do with the elderly and having this 
baby and studying I still completed that 
paper, so I finished, that was one of, part 
of my education that I’ve completed in 
terms of my work…I was actually working 
and studying at the same time, at the 
same place.  It was hard but I did it…
cause there was time in my studies that 
I wanted to finish, I couldn’t cope, my 
kids were suffering because I don’t see 
them, you know, I didn’t see my husband, 
I do see my husband but it was like hello 
goodbye, I was too tired, I was working, 
studying, working, studying, it was like my 
daily thing, but seeing them and knowing 
that they were going through, that they 
were actually getting more or getting the 
same amount as me, I just feel like I had 
to try and do it, as a, as a brown person.”

9.2.6 Pacific values and pride
“I’m strongly focussed for you know, 
furthering and educating our people. For 
me, being a second generation, PI in this 
country I watched what my parents, how 
hard they worked for when they first came 
here and other people in that time – first 
generation migrants to NZ and it’s just, 
you know, we had a hard upbringing and 
a hard life and I guess when you grow up 
in that environment you don’t that – you 
want better for the next generation – your 
own children. So if you can keep that in 
mind and have that focus in whatever you 
do…”
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Managers 

9.3 Commitment
Managers noted that a commitment from 
organisations to provide opportunities (internal 
and external training) for non-regulated 
health workers to increase their skill base and 
qualifications was an enabler to workforce 
progression.  It was also noted that transparent 
processes in regard to the opportunities that 
are provided to staff complements effective 
organisational progression.  

“…helping people to see the bigger 
picture in terms of workforce and 
workforce development shouldn’t be 
a concept that is imposed it should be 
a concept that becomes a part of the 
culture of an organisation…I think it is 
as people get a taste for developing 
themselves that they’re they start to 
get good at it, you know like one of our 
staff… she never, never thought that 
she…I remember she had a tantrum, ‘I 
can’t do this, you were the one’… but she 
actually passed the certificate and she 
struggled and I had to say I believe you, I 
believe you can and look at what you’ve 
done, she said ‘yeah, but’, and now she’s 
in her second year of [tertiary health 
course] and the pride that she got when 
she was able to pass all her subjects she 
never thought she could and you know 
we have such a good bunch…some of 
those people were helping her do her 
maths component of her chemistry and 
they were pitching in to help her, people 
pitched in and that’s where in terms of 
the being transparent with the team and 
helping each other develop and taking a 
team approach…”

9.4 Management and 
Organisation 
Support

Management support, encouragement and 
in some cases subsidising tertiary education 
and/or other health qualifications were 
noted as enablers to workforce progression.  
Organisations were also considered an enabler 
since the practical experience gained in 
employment was said to complement theoretical 
learning from academic institutions.

Managers also identified the value in individual 
appraisals, one-on-one career development and 
focused career pathways as it was considered 
that these provide opportunities for non-
regulated health workers to achieve aspirations.

“It’s about employer empowering staff 
members and it could be from voluntary 
to paid employment, it’s about taking 
the time with your employees and taking 
through a pathway and seeing what they 
can achieve and may achieve and setting 
their goals, and some of them may not, 
may say that’s not for me, you can take a 
different path and may not need to be a 
degree but somewhere where there is a 
path that they can take.”

9.5 PPDF, Scholarships 
and Mentoring

Pacific Provider Development Funding (PPDF), 
scholarships and mentoring were noted as 
enablers to workforce progression since they 
allowed managers to strategically structure and 
implement workforce development.  They were 
also noted as incentives to study and build the 
Pacific workforce in particular health areas.
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Summary of Key Findings
PNR Workers
The information collated in this section depicts 
two overarching themes:  institutional and 
individual enablers. 

Institutional enablers
Four sub-themes emerged, which include 
developmental pathways, one-on-one personal 
development planning, management support 
and supervision.

•	Developmental pathways 
The provision of learning and developmental 
programmes provide options to develop 
in specific health areas or to progress into 
other health sectors.  Managerial support 
and accessibility within organisations for 
this is necessary.  Training opportunities 
enable PNR workers to develop their skill 
base and qualifications beyond the needs of 
the service and job descriptions.  However, 
workers have had to be persistent and 
confident to request such training and 
organisational support.

•	One-on-one personal development 
planning
This allows workers to build relationships 
and feel valued.  It also empowers and 
enables workers to advance in their careers 
and work toward personal aspirations.

•	Managerial support
Support shown via funding, motivation and 
understanding of personal circumstance 
is important in facilitating workforce 
progression.

•	 Supervision 
Communication and supervision are 
concepts associated with transparency 
and accountability within the workplace.  
These concepts are considered conducive to 
workforce progression.  

Individual enablers
Four sub-themes emerged, which include 
networking, peer support, family support and 
self-motivation and confidence.  

•	Networking
 Allows PNR workers to access peer support 

and provides opportunities to scope 
alternative employment options. 

•	Peer support 
 A collegial coping mechanism that enables 

PNR workers to build, establish and 
maintain relational arrangements, a sense 
of belonging and shared understanding 
within the workplace.  It provides exposure 
to alternative health careers and external 
advisory/supervisory networks.

•	Familial support
 An important enabler for workforce 

progression.

•	Self-motivation and confidence
 Enables workers to overcome many barriers 

such as lack of confidence, familial and 
cultural barriers and potential exploitation 
of health worker roles.  Participants 
identified two sources that encourage self-
confidence: family and Pacific values and 
pride. 
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Managers
Three overarching themes emerged: 
commitment, management and organisation 
support and PPDF, scholarships and mentoring.

•	 Commitment  
 In order for PNR workforce progression to 

occur, health organisations and employers 
of PNR workers must be committed to 
providing opportunities (internal and 
external training) that will increase skill sets 
and qualifications.  

•	 Management and organisation 
support

 Management support and encouragement 
is recognised through the provision 
of subsidies for tertiary education, 
opportunities for practical experience within 
organisations, individual appraisals and 
one-on-one career development.  These 
forms of support provide opportunities for 
PNR workers to achieve their aspirations.

•	 PPDF, scholarships and 
mentoring

 These allow managers to strategically 
structure and implement workforce 
development and enable workforce 
progression.
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10
10. Zone Four – PNR Workers’  

Needs (Resources)
Participants noted that there are several 
resource requirements necessary for PNR health 
workforce development.   

10.1 Finance
Participants emphasised the need for additional 
funding to resource study/qualifications and 
to increase pay scales.  The following excerpt 
illustrates how some workers have had to 
supplement their income via innovative methods 
to support and provide for their families.

“Yeah, we need to raise our wages 
(laughs).  At the moment I’m having 
about, I don’t want to hide it, $35,000 a 
year, which I feel is okay perhaps it’s okay 
if I compare it with the wages back in 
the island, but then we have some other 
bills to pay you know.  I sign the contract 
that I will have the wages for, there’s 
no up and down, so now I’m going for 
my two years with that contract, hoping 
that they will raise up by the end of the 
year, complete my second year, yeah I 
don’t know, I don’t know, yeah, but then 
I feel, I feel it’s okay for the time being, 
it’s okay, but then at the same time we 
have heaps of things to pay, looking at 
my kids their going to school, and now I 
have to, I remember last year, December 
last year I took my wife and my kids and 
we went to Levin farm, spent almost a 
month and a half because there is a, 
need from Otago that my daughter has 
to pay about five hundred, five thousand 
dollars for accommodation to top up, 
accommodation, but then I don’t have, I 
didn’t have that money so I took my wife 
and my kids and we went to the farm we 
went and cut onion, spring onion, man 
it’s hard life and then twelve o’clock we 
went to pick strawberry until afternoon 
and in the night we have to go and pack 
until two o’clock, you know two o’clock in 

the morning, well we managed to earn 
that money but that’s how we struggle to 
you know to survive and to have enough 
money to help our kids for our education, 
at the same time, it’s a great challenge 
for my kids and I said, if you want to 
come back here again, if you don’t 
want to come back here again, please 
concentrate on your studies and make 
sure you do your best and do it once, so 
yeah it’s a challenge, but now I’m a bit 
happy because my wife is working and 
I work and probably we have enough to 
support my family.”  

10.2 Advertising
It was considered that career options within 
the non-regulated health workforce are not 
well known or advertised in the community.  
The need to recruit and advertise widely the 
extensive opportunities and career pathways 
was noted.

10.3 Equipment
Some of the participants who spend extensive 
amounts of time in the community and away 
from the office noted a need for mobile 
communication and work access via transport 
(company cars), cell phones, laptops and 
external access to databases.

10.4 Specialist Workers 
and Targeted 
Resource

Rather than broad coverage of particular health 
areas with little resource, it was noted that 
adequate resource for specialised skills and 
targeted populations (by age, gender, etc.) could 
be a more efficient use of the non-regulated 
health workforce.
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10.5 Wider Accessibility 
to PNR Services 

Participants noted that many health services 
provided by PNR workers at the clinical/
hospital levels of intervention are not being 
utilised to their full potential since clients are 
often unaware upon arrival why they have 
been referred and that these services exist.  It 
was noted that certain PNR health services are 
required at the GP level of intervention.

“Our people don’t read the letters 
(laughs), I mean, they don’t read the 
front page, let alone turn the page, some 
people do but not all of them, they don’t 
even read, they don’t even know about 
their appointments, they go to the family 
doctor, and because of the language 
barrier they don’t understand that their 
doctor has referred them to specialists, 
cause when they come here they ask why 
they are here, and when you try to explain 
‘you must have gone to your family doctor 
for some reason’ ‘Aw, I had a sore foot’ 
or you know, so the communication is not 
very good from the start…It needs to be 
a continuous thing, it should start from 
the family doctor, there should be an 
understanding between the patient and 
the family doctor before they get here, 
what the problem is, why the patient is 
being referred here, before they even get 
here, but ninety percent of the patients 
that come here don’t even know why 
they’re here, they don’t even know what 
their family doctor told them that was 
wrong with them.”

Summary of Key 
Findings
Workers identified various resource 
requirements necessary for the development 
of the PNR health workforce.  These include 
financial resources, community advertising, 
equipment and targeting of resources for 
specialist roles. 

•	 Financial resource
 Additional funding is thought to enable 

workers to resource study qualifications as 
well as positively impact upon current wage 
earnings.

•	 Community advertising
 The advertising of opportunities within 

PNR roles is considered ineffective.  There 
is a need for broader and more effective 
advertising.

•	 Equipment
 Equipment and resource that enables 

task-based and community PNR workers to 
effectively work out in the field and maintain 
consistent contact and access to their 
organisations is required.

•	 Specialist PNR workers
 Targeting specific sub-groups within 

particular at-risk populations is considered 
a more efficient use of the PNR workforce.  
This requires targeted resources for workers 
to engage with respective populations.

•	 Wider accessibility to PNR 
services

 Access to PNR services at the GP level of 
intervention can supplement and ease the 
workload and pressures of PNR workers in 
hospital settings.
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11. Zone Four - Systems and 
Structures to Support PNR 
Workforce  

11

PNR Workers

11.1 A Pacific Forum and 
Advocacy

Participants identified the need for advocacy 
services within respective organisations to 
represent this workforce at the decision-
making level and voice/defend PNR workers’ 
needs and concerns.  In addition to advocacy 
representation, participants considered that 
a Pacific forum for non-regulated health 
workers would be beneficial as it would provide 
opportunities to network and voice their views 
and concerns.

“Oh definitely, then your voice will be 
heard, yeah somebody will hear you, 
because I’m sure there’s lots of us, lots 
of Pacific people that are working within 
the organisation that just nobody gets 
to hear them, I think for us working in a 
small organisation you know for me at 
least somebody will listen to you, but if 
you’re working for a big one, I don’t think 
nobody really wants to listen to such a big 
organisation, to listen to your views, you 
know, you don’t make any point, because 
I think I work for a big organisation 
when I was at Auckland but nobody just 
listened, and I think that’s what we need, 
that’s what we need is our people, having 
their views, having their needs met, yeah, 
like having that forum that will definitely 
help us, cause I don’t think we’ve had one 
at Middlemore, they’ve had one this year 
but it was for all the Maoris but not for 
Pacific, I think that would be a real good 
one for us.”

11.2 A Pacific 
Association 

A PNR workers’ association was considered 
an appropriate way to provide information 
on scholarships and mentoring opportunities.  
A group such as this was also considered 
appropriate to provide academic peer support 
to those studying at the tertiary level.

11.3 Partnerships with 
Clinical Workers

Participants note the important need to work 
in partnership with clinical workers to ensure 
service users are given an optimal health 
service.  This entails the need to communicate 
and understand each others’ roles and 
expectations. 

11.4 Recognition of Role
It was suggested that the value and service 
that non-regulated health workers bring to 
an organisation should be recognised and 
appreciated.  This could be reflected in the 
provision and funding of opportunities to 
develop and up-skill.

“I believe so, the very first thing I believe 
is the recognition of what that they do out 
there, yeah, I think that’s very important 
that we need to push that wherever they 
work and I think the management they 
need to appreciate and understand 
you know their role and the type of 
challenge that they face, that needs to 
be recognised… I think they should also 
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support the fact, and I’m talking about 
management, that if there are ways that 
they can support those workers in terms 
of upskilling themselves, that should be a 
number one priority to them, rather than 
putting barriers there that should stop 
them from upskilling themselves and I 
think, as well as make it easier for them 
and support them financially, I mean 
that’s really at the end of the day it’s what 
our people need, is financial support, 
and that could be a great recognition 
from the management if they value their 
contribution then they need to look at 
how they can support them financially 
to upskill and even look at ways that the 
wider community will recognise them, 
they need to say to the community how 
much they value these people in their 
organisation because of the contribution 
that they make.”

11.5 Financial Support
Participants noted in the ‘resource required’ 
section that increased funding to supplement 
income and finance further education is 
required.  The following excerpt exemplifies how 
non-regulated employees are working extensive 
hours to supplement their incomes.  It also 
suggests the need to put in place supports such 
as budgeting services.

“I think its finances, truly, because some 
of these agencies that I’ve come across, 
they work fourteen hours straight, 
fourteen hours straight, where they go 
from one job to another, you know, we’ve 
had girls come from a night shift that 
starts from seven to three, you know done 
eleven to seven, then a seven to three, 
which is crazy, and I think the only reason 
why I think they do this kind of thing is 
because of finances, but I also think that 
if they had a place, you know, its, you 
know where’s the finances going to, it’s 
going into families, maybe education, you 
know educating them how to, learn to 
budget…”

11.6 Supervision
Participants noted the need for clear 
developmental pathways and access to internal 
and external supervision.

“I think it’s just a lack of, you know, one 
thing also with us, I believe we should 
have a clear pathway in terms of setting 
up other internal external supervisors, so 
we can use that for our support system, 
because I found that was very lacking 
in the early days, and even then I have 
to find somebody who is out there in the 
community that can be my supervisor, 
culture, so I can talk to you know and 
take some of the struggle that I have and 
discuss.”

Managers 

11.7 Wages
Managers generally noted that recognition of 
the work undertaken by non-regulated health 
workers should be reflected in increased 
wages.  It is acknowledged and emphasised 
that non-regulated workers often ‘go the extra 
mile’ and that the roles and responsibilities 
for some workers are comparable with the job 
descriptions of qualified staff members who are 
paid more.  This view was also reflected in the 
workers’ interviews.  

“Cause sometimes when we started off 
we thought so and so is qualified so we 
paid them more, then we looked at what 
exactly are we hiring people to deliver 
in terms of this job and it is so unfair 
that there is people who are in these the 
non-regulated workforce who will go that 
extra mile for people and were earning 
a lot lower than a qualified, but were 
basically employed to do the same role.  
And so we’ve had a rebalancing of our 
remuneration and it sits comfortably with 
me now in terms of where we are at.” 
(Manager)
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“…it’s the same, we are, our title we are 
called is professional social worker, but 
still a social worker, maybe they want to 
put it up to look professional but after all 
this still the same job.”  (Worker)

11.8 Cultural 
Competence

Some managers noted the need for regulation 
around cultural competence.  Others noted 
that validation of cultural competence for 
Pacific health workers is required prior to the 
provision of cultural competence training for 
mainstream workers.  Whether this should be 
regulated was questioned since there are many 
in the community with little access to and need 
for training in this respect.  On this premise, it 
was considered that appropriate supervision 
and management could ensure ethical practice.  
The following excerpts provide examples that 
challenge the notion of cultural competence.  
Participants also noted the need to acknowledge 
the New Zealand-born Pacific population 
in terms of defining and specifying cultural 
competence.

“If you are Samoan do you say that you’re 
fluent in Samoan if you’re born here, if 
you don’t speak but only can only say 
talofa, are you culturally appropriate in 
terms of delivery of services?”

“One issue is cultural competence, just 
because you are from Samoa doesn’t 
necessarily mean that you are culturally 
competent?”

11.9 Sustainability/job 
security

Job security and sustainability were noted as 
structural requirements that are needed to 
support non-regulated health workers since they 
can be influenced by various factors, such as 
funders’ intentions, competing organisations 
and changing political and health priorities.  
Managers noted that the need to deal with 
these structural contentions could result in 
delays in employing new staff to replace those 
who have left, if this occurs at all.

Other managers noted that Services to 
Improve Access (SIA) funding within particular 
organisations is more sustainable than twelve-
monthly contractual arrangements.  This 
funding also provides a sense of security and 
is useful to succession planning and future 
workforce development.  

11.10 Peer support
Internal and external peer support opportunities 
and networks are considered important systems 
to have in place for the non-regulated workforce.

“…what I think is quite important and I 
think we are lucky here because we’ve 
got teams of people, but having that 
sort of support from peers that’s really 
important, and having, and I know that 
they do in the Pacific communities they 
have support external to our organisation 
usually because there in touch with 
so many other organisations too, so 
that support for the work that they 
doing in gratitude and appreciation for 
the work that they are doing I think is 
really important, and, acknowledging 
the importance of their work I think 
organisations need to do that, because it 
would be easy to look at them and think 
they’re at the bottom of the food chain so 
to speak but in reality they are far from 
that because they really making the vital 
links for those patients who need it the 
most…I was just thinking, it might actually 
be quite good having a body for those 
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people so they could get together as a 
group and discuss themselves how they 
see their work progressing, I think that’s 
quite, you know like associations do and 
look at what other things they could be 
doing so that they could feedback to their 
respective organisations, so we think we 
should be looking at this, or upskilling 
in this ways, so they can mix with their 
peers and their colleagues, yeah develop 
themselves.”

11.11 Recognition 
 (Sense of purpose)
Managers noted that non-regulated workers 
should be made to feel valued.  From an 
organisational perspective, this can be reflected 
in salary, accessibility to resources required 
for their job, through efficient systems and 
access to support.  It was also acknowledged 
that emphasis on the value of this workforce is 
necessary to the recruitment of new staff.  

“I think they definitely need to be 
acknowledged, for the great work that 
they do, they need to be well valued 
whatever that means to the person, you 
know like, well-paid for the work that 
they do, well supported in that, they’ve 
whatever organisation that they’re 
working for, they have the resources that 
they require at hand, you know because, 
and that their systems that support them 
are efficient as possible, so that’s once 
their inside an organisation, but I think 
that they’re probably needs to be quite a 
bit of work done external to organisations 
now, in developing getting people into 
that particular stream of the workforce.”

11.12 Academic Support/
Supervision

Mangers also noted the need to provide 
academic and cultural support, supervision 
and mentoring to non-regulated health workers 
studying within tertiary institutions. 

11.13 Regulatory Body/
Statutory Board

Managers generally perceived that there are 
currently few regulations governing the non-
regulated health workforce and that a statutory 
board is required to advise on matters, address 
complaints and act as a safety mechanism for 
workers.  

Managers also noted the need for a regulatory 
body similar to that of the nursing council that 
would ensure that a unified standard of practice 
was adhered to.

11.14 Systems to Monitor 
Quality

Some managers noted the need for clearer 
workforce development guidelines, frameworks 
and systems to monitor quality.  Others 
identified that particular processes already exist 
within their respective organisations.

“…we have processes in place of quality 
team, that needs to address or there’s 
also processes in place to address 
any incoming complaints and there is 
investigation and there is also addressed 
to the family that we have received 
the complaint, because we are also 
accountable to our board, anything, every 
month there is a report that comes to the 
board about any complaints that have 
come here, has it been addressed?  Why 
not?  Because if there are complaints 
we are also accountable to the Health 
and Disability Commissioner, so we’ve 
got a quality group in place for that 
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purpose for service excellence…and if 
it does, we go through the process of 
actually investigating what causes can be 
prevented and those sorts of things, if it’s 
a lack of judgement by an employee that 
will be coming out of our investigation 
and then we follow the HR policy.”

The following excerpt identifies that clarification 
around the role of PNR workers is required. 
However, systems to monitor accountability are 
challenged by the multiple roles that workers 
have.  In this case, elderly employees play dual 
roles, both as workers and cultural elders.  This 
is identified as a difficult concept to frame within 
regulations.  

“I think that we be clear on what they are 
expected to deliver, that’s where I think 
we need to be ensuring accountability, 
and for example I actually see in our 
service where we’ve got older workforce 
we have, the older workforce not only 
perform the job of the family support 
worker, but they also perform the role of 
the Matua, not only for compliance but 
for other staff, and how you frame that 
in a regulated way is I’m highly sceptical 
about, this” 

11.15 Regulation
There was consensus from managers that 
appropriately enforced regulatory requirements 
for the non-regulated workforce could: 

•	Ensure that a certain benchmark or 
standard of care is met

•	Signify that previous experience allows us 
to understand that regulation addresses 
current gaps in service. 

•	Provide developmental opportunities and 
additional skill sets for individuals

•	Empower individuals

•	Formalise the structure and roles within this 
workforce

•	Value and recognise the worth and 
capabilities within this workforce

•	Provide a measure of accountability for 
organisations and funders.

“…to be quite honest would it [regulation] 
make much difference from a client’s 
perspective in terms of the  standard of 
care they got and the answer is probably 
no, but would it help them [non-regulated 
workers] to develop as a person the 
answer is probably yes, and I think that’s 
the value of academia, if you like, and I’ve 
always believed that that’s the value, that 
helps the person to build as an individual 
and not just their skills, but help them 
develop their own personality, they way 
that they see the world, and I think that 
has real merit and value.”

Despite these opinions, managers also 
highlighted that any implementation or 
development of regulatory requirements must 
be premised on benefiting the needs of the non-
regulated workforce. 

“…whether there needs to be regulation 
or not their needs need to be met 
understandably, I, while I’ve advocated 
for or maybe said earlier in this interview 
that regulation is a good thing or needs 
to happen, that’s true to a certain point if 
regulation means that people continue to 
improve cause now they have to achieve 
a certain standard and those standards 
are important or necessary for certain 
reasons that are relevant for Pacific 
people then I’m all for it, but if it doesn’t 
meet their needs then it’s important that’s 
important we address that too and if it 
means that they stay non-regulated in 
order to meet those needs, then that’s 
something I’ll be prepared to look at as a 
manager, and have my staff work in that 
way, I’m open to those ideas, but knowing 
what those needs are yeah is important.”

Many managers also felt protective over the 
non-regulated workforce within their respective 
organisations since it was perceived that they 
are often undervalued and stereotyped as being 
non-professional when compared to those with 
clinical professions.  It was noted that a set of 
‘standards’ could act as a safety mechanism 
as long as they were not ‘sub-standard’.  In this 
respect, standards/regulation was supported if 
the boundaries around which the non-regulated 
workforce operates do not inhibit growth, 
development and appropriate delivery methods.

147Workforce Development - Technical Report

PH Tech Rep_40.indd   147 14/05/2009   2:23:36 p.m.



“I feel very protective over the non 
regulated health workforce but at the 
same time as a manager I think that it’s 
very, it needs to come to a point where we 
can put our standards in place and that 
those standards do not come out as sub-
standard and that’s the things that really 
pisses me off to be honest (laughs)…
everything that is non-clinical is non-
professional and I’ve seen it as I’ve come 
through I’ve worked in clinical services 
and it’s like if it’s not like clinical it’s not 
ethical, it’s not professional etc and if this 
embodiment of, or encompassing of our 
non-regulated workforce will give it the 
credence that it needs to be given and 
the respect that it needs to be given than 
I’ll support it all the way but I hope that 
it doesn’t create structures and barriers 
and that again doesn’t allow the growth 
of non-regulated health workforce and 
doesn’t allow them to deliver in a the way 
that they need to deliver.” 
 

Additionally, in regard to the notion of 
‘appropriately enforced’ regulation, managers 
noted two overarching themes premised on 
‘compliance pressures’ and ‘maintaining 
integrity’ that require attention.   

11.15.1 Compliance pressures
Managers identified that, despite the positives 
associated with developing the non-regulated 
health workforce for individuals and the 
health sector overall, an adverse consequence 
for managers and organisations would be 
the increased compliance, reporting and 
accountability requirements that go with an 
increasingly developing workforce.  

“I think there is merit and there is 
argument to be made that that’s a 
workforce that could be developed with 
an undergraduate, well sorry with a an 
entry level certificate, that would enable, 
that would equip them with a core set 
of skills, and they could perform that 
and could both add and derive value 
from doing that work, and maybe you 
know if they are entering, back entering 
the workforce in their late fifties, sixties, 

great that may be where they really find 
their niche and I think that there is a 
place for… but I think the difficulty, the 
difficulty or the bind that we get caught 
in is that constantly the requirements 
for accountability and reporting by the 
Ministry keep increasing and the level 
of surveillance keeps increasing and 
well what are people doing and along 
with that comes a need to have a more 
qualified workforce and I think I think 
that’s the tension, between having a 
workforce that has a base qualification 
that does the job really well to then 
having the overlayer if you like of a 
Ministry who demand more and more 
and more accountability and compliance, 
and that in order to comply with that, 
and in order to be able to be accountable 
in order to report in order to be able to 
achieve you need constantly need an 
upskilled workforce. So while for my ideal 
world it is wonderful to have the reality is 
increasing compliance means you need 
an increased skilled workforce.”

Compliance pressures were also noted as 
a potential adverse consequence for non-
regulated health workers.  This view illustrates 
the cynicism of many managers in regard 
to developing and implementing regulatory 
requirements and highlights the need to 
maintain integrity in this process.

“…we need to be clear what model 
that [regulation] operates under.  What 
values, what philosophy? And also what 
accountabilities therein that lie.  Because 
if you’re absolutely honest about non-
regulated workforce, it is compared as 
the poorer relative to regulated workforce 
and if this new embodiment means that 
we’re giving acknowledgement and 
putting people up where they need to be 
that’s wonderful and I absolutely support 
it.  But, if it means that we’re going to 
load them down with huge compliance, 
all that stuff, it just (sigh)…Great! As long 
as it doesn’t mean that you’re going to 
burden them with huge compliance.  If it 
means that they can stand up and have 
that integrity of being a discipline or be 
given the respect that they need to be 
given then that’s great!”
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11.15.2 Integrity
Managers emphasised the need to maintain 
integrity if there is consideration of developing 
regulatory requirements for the non-regulated 
workforce.  This entails specifying the overall 
outcomes and objectives of particular 
qualifications and ensuring that these are 
premised on benefits to the workers.  Also, 
maintaining integrity would ensure that 
compliance/training/studying do not become 
overwhelming or burdensome on individuals.  
Whilst it could open doors and provide 
opportunities for further tertiary education to 
post-graduate studies, it should acknowledge 
that not all non-regulated workers would need 
or want to do this.  Workers should be able 
to stop at any level/qualification and positive 
outcomes should arise.

“I’m saying as long as we’re not creating 
a model that says one size fits all its 
about for example if we know that our 
older people have such a contribution 
let’s get real about lets acknowledge 
that contribution, allow the integrity of 
the process in terms of allowing them 
to input in and harnessing that the 
skills and that they have to bring to the 
picture but also let’s get real about are 
we going to put them through all this you 
know training and development when 
it’s not really you know, what good is 
that going to do in terms of the overall 
outcome, yes, lets develop and train, but 
let’s also not assume we’ve got people 
in universities who train till their eighty 
but as long as that system and what 
we’re trying to develop isn’t so you know 
become so burdensome on our non 
regulated workforce that people come 
out of it just because of the overwhelming 
burden of needing to comply and keep 
developing when their journey in terms of 
development is right for them where they 
need to be.”

The next excerpt suggests that appropriate 
enforcement of regulatory requirements should 
include the provision of incremental pay scales 
for qualification attainment. 

“I use [health organisation] as another 
example because I know the organisation 
so well but I know that this is shared 
by other mental health providers, is if a 
person up skills then there is a, there is 
a salary band that they can move into, 
so there is a financial incentive, if they 
move from certificate to diploma they can 
move to a different pay band and that’s, 
that I think that’s a useful thing to have in 
place, cause it does give some financial 
recognition to an achievement which 
gives them hopefully, hopefully increases 
their level of competency in their role, and 
I, and so I think in that sense its really 
useful, but I, at the end of the day could 
that person still do the job well with just a 
certificate and be rewarded appropriate? 
And the answer is probably yes, upskilling 
means that they probably understand 
a bit more about what they are doing 
and why they are doing it and maybe 
they are, maybe they become more…
they, they develop some insight into what 
they’re doing and why their doing it, and 
they develop perhaps additional subset 
skills that that help them to inform their 
practice and I think that in that sense 
that, that the value, I mean I’m not, 
not denigrating the value of ongoing 
education, I think it’s critical and I think 
that people constantly strive to up skill 
their knowledge, their experience, their 
qualifications, what I question is the drive 
to say to people, if you don’t you don’t 
have value, cause I think the role does 
have value  it needs to be recognised…”

Maintaining integrity was also linked with 
valuing the experience and expertise that 
non-regulated workers currently add to their 
roles.  Whilst regulatory requirements are 
noted as being potentially beneficial, it is also 
noted that managers are adverse to systems 
becoming so rigid that workers are judged only 
on qualifications and not on the experience and 
expertise that some already have.

“…some of these things it’s really working 
with people to say not only is this about 
greater efficiencies and making sure that 
we’re able to meet people’s needs but 
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it’s also about making sure that our staff 
stand up and I’m and in doing all this I 
do it because you know I want our service 
to be get, better, and do all these things 
but I’m still of the mind that as long as 
we don’t get our systems so rigid so that 
we think that people are only as good as 
the letters after their name because we’re 
seeing a lot of people who deliver and 
deliver well but don’t necessarily have 
those letters after their name.”

11.16 Developmental 
Pathways

Managers noted several systems and structures 
necessary to enhance and develop opportunistic 
pathways that are available to the PNR 
workforce. 

11.16.1 Foundation course
Despite the value and levels of expertise and 
knowledge that currently exist within the non-
regulated workforce, managers noted that 
theoretical and tertiary training could provide 
challenging for some.  Whilst developmental 
pathways were considered important, it was 
suggested that these should be initiated from 
the foundation course entry level and progress 
through to tertiary level certificates, diplomas, 
degrees and so forth. 

“I think there needs to be an introductory 
certificate designed which is probably 
needs to sit around level three or four on 
the NZQA framework, and I think that 
certificate would be some core base 
skills on how to support and provide 
fundamental  care for someone…and 
it could cover a range of competencies 
from caring for a disabled member, the 
family or disabled person through caring 
for an older person who has dementias 
or simply for an older person who in 
some way is socially incapacitated.  But 
I think there needs to be some core skills 
training, I know there have been some 
training programmes developed at local 
polytechnic levels but I think there needs 
to be a national framework for carer 

qualifications and I’ve been having that 
discussion with [training organisation].  
And, I know they are developing some 
of these core unit standards, I am a little 
cynical about what is being developed, 
I don’t know, I don’t personally and 
this is only a personal opinion, I don’t 
believe the courses they’re designing are 
designed for the entry-level person…I 
think it needs to be a foundation course…
it’s like the University back to learning 
course that they, I don’t know what they 
call it now, but it’s the foundation entry 
level learning to go back learning to 
study learning what’s entailed in writing 
assignments and you know the basic sort 
of study concepts there is nothing there, 
and we’re expecting a an unqualified 
workforce to suddenly jump from often 
little formal education into formal tertiary 
study and there needs to be an entry 
point for that. And I think a foundation 
course followed by something at level 
three or four would meet the need. If 
you do that you can then start to look 
seriously at stair-casing people into 
national certificates in mental health, 
support work national certificate for 
carers whatever might come out of the 
woodwork.”

Managers considered that there should be 
some formal recognition, assessment and 
qualification associated with the life experience 
and skills that non-regulated health workers 
bring to their roles.  It was noted that these 
should be taken into account at the foundation 
entry level.  Although the difficulties in doing this 
were acknowledged, it remained an important 
structure that was considered necessary to 
workforce development for the non-regulated 
health workforce.

“Often you get an, get an unqualified 
workforce or not formally educated 
workforce and they are people who have 
an enormous set of sub-set of life skills 
that and experience and knowledge and 
understanding and empathy but it’s 
never been quantified or articulated in 
terms of formal qualification.  And so 
any, any foundation entry level course 
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needs to incorporate some element of 
RPL (recognition of prior learning) so 
that some of that can be recognised and 
given credit for, because I don’t think 
it is…The whole area of recognition of 
prior learning has never been done well 
by anyone in my opinion… the problem 
is, you’re not dealing often with, you’re 
often dealing with very subjective areas, 
like the affective domains, where you’re 
looking at thoughts and feelings and 
attitudes and beliefs which are very 
difficult to quantify…and even more 
difficult to measure and how do you 
translate those into some recognition of 
something which relates to a core set 
of programme outcomes, educational 
programme outcomes, so I think there is 
some tension there, some work, a body 
of work that needs to be done in terms of 
quantifying what that really means, what 
does life experience mean, what does 
cultural expertise mean, and there’s lots 
of ideas around it, but I think it needs to 
be quantified so people who come into 
a foundation skills programme actually 
have they don’t come in cold they come in 
with some recognition that their a person 
who has quite a range of skill/skills albeit 
they may not even be aware of them.”

11.16.2 Internship
The following excerpt illustrates that, whilst 
qualifications are encouraged and considered 
to enhance skill-sets, these do not necessarily 
implicate competency within the workforce.  

“I think there needs to be a formal 
academic pathway for people, having 
said that often academic, pure academic 
qualifications don’t necessarily mean that 
person is any good in the workforce what 
it does do in is that it provides people 
who already have a set of skills with a 
more formalised structure within which 
to operate and some additional skills 
to draw upon which perhaps are more 
academically robust and I think that’s the 
amalgam that we should be striving for.”

The need for internship opportunities within 
particular health organisations was noted as a 
practical component of regulatory requirements, 
particularly for those from tertiary/educational 
institutions with less experience in the 
workforce.   

11.16.3 Scholarships
The provision of scholarships at the foundation 
level as well as at tertiary level education was 
considered an important support requirement.

“I think there is an argument to be 
mounted for increasing the numbers of 
scholarships often scholarships are at 
masters or at doctorate level, I think the 
scholarships need to be at entry level, so 
that we can encourage people back into 
a workforce and we can mentor them and 
bring them through.”
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11.17 Systems and 
Structures 
to Support 
Organisations

11.17.1 Voluntary sector
Managers noted the importance of the 
volunteer sector and how monies and/or 
other alternatives are internally funded within 
organisations.  They highlighted a critical need 
to acknowledge the contribution of the volunteer 
sector to the health workforce and argued that 
additional Ministry funding to compensate and/
or employ volunteer workers was required.

“…often we will, make them a donation 
of some kind by way of a, we tend to, 
we might tend to over cater so we give 
them a box of groceries or something 
to take away to help out at home…but 
I mean formal being able to recognise 
that in a monetary way which will be 
hugely beneficial, the reality is that non-
governmental organisations are grossly 
under-funded, you’ll hear this from every 
NGO person and every District Health 
Board person will probably tell you that 
they are over funded, the reality is that 
NGO sector has always been under 
funded there is a pecking order in the 
sector, and at the bottom of the priority 
lists often are the disability and mental 
health services and at the top of the list 
are the sexy things like cardio-vascular, 
renal, the real things like where can I get 
a heart transplant?”

All managers state that they pay their 
PNR workers.  However, the discussion of 
volunteers and carers raised a number of 
issues.  Managers defined the voluntary sector 
as individuals who may carry out healthcare 
roles similar to PNR workers but are not paid 
for their efforts.  Some managers viewed the 
use of volunteers within health services as a 
form of exploitation.  One manager noted that 
volunteers should be formally recognised for the 
role that they play. 

“There are two things, one is paid 
regulated force and one unpaid, the 
voluntary one is taken for granted, the 
hours they put in, they’re not recognised 
for their contribution…voluntary, people 
use voluntary as a way of avoiding paying 
people…its exploiting them and I refuse 
to get people on as voluntary, if you’re 
gonna take them on take them on paid 
work, value them, because you value 
them, and I think most organisations 
exploit that to their advantage, they do 
the same level of work like anybody else 
in their team but they don’t get paid for it, 
they might have koha and that could only 
be very little, twenty dollars or fifty dollars 
for petrol, but the effort that they have 
contributed and the success they have 
contribute to the organisation outweighs 
anything that they give, so that’s the 
thing I believe that voluntary needs to 
be recognised some way or another, it 
could be monetary, but it cannot be seen 
as exploitation of people’s passion or 
commitment.”

One manager noted that small organisations 
such as themselves utilise volunteers to support 
their business activities.  These volunteers assist 
in tasks including general administration and 
support for elderly service users.

“Organisations that are quite small in 
terms of critical mass, they often tend 
to have to rely on the unpaid workforce 
to support them in their activities.  And 
we’re no different.  So, to, although albeit 
to a lesser degree on our case, we tend to 
for example, we have a international day 
for older people, Pacific older people and 
disabled coming up in December in order 
to actually put that day on and to make it 
a successful venture we need to engage a 
raft of unpaid Pacific people to assist us 
in that.  Cause the funding is simply isn’t 
there to enable us to either pay them or to 
engage paid staff to do that.”

“Often in that situation they are people 
who would assist disabled people who 
are attending who didn’t come with a 
carer.  So they would assist them and 
support them throughout the day.  They 
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would help in setting the hall up, setting 
the venue up, in manning some of the 
stalls that we would have there that 
display information about disability and 
older peoples services and generally 
helping out with the structure of the 
day…. often what happens is that carers 
would drop people off and then there 
would be an expectation that there would 
be a workforce there that will take care of 
them throughout the day until the carers 
come back and pick them up.”  

11.17.2 Carers
Some managers noted that their services 
depend largely on the support provided by 
unpaid carers.  Carers help service users access 
health services and participate in activities.  
Managers note that these carers are primarily 
women; however, differences are noted in the 
ages and qualification levels.  

“We rely fairly heavily on carers who 
are really caring in a, in a, a very an 
unformal unpaid way for their older 
family members and we rely on them 
to bring them to get them to the to the 
groups to participate with them and to 
support them through that activity… 
they tend to be from probably 15-25.  So 
predominantly younger.”

“The carers tend to be people more early 
thirties onwards…still relatively young, 
a number of the carers for some of our 
older people are in their thirties, a large 
number if I were to look at a split, I‘d 
say probably a third, thirty to forty and 
two-thirds forty plus age group…gender 
there tends to be more women than men.  
And the volunteer workforce and the 
carer workforce tend to be predominantly 
women…the carers seems to be more 
predominantly New Zealand born as does 
the volunteer workforce…often they are 
unqualified, often the carers are, may 
have done some introductory courses at 
a polytech, but nothing, it’s unusual to 
find someone with formalised training or 
education.”

153Workforce Development - Technical Report

PH Tech Rep_40.indd   153 14/05/2009   2:23:37 p.m.



Summary of Key 
Findings

PNR Workers
The structures and/or systems identified by 
PNR workers to support workforce development 
include: a Pacific forum and advocacy service, a 
Pacific association, improved partnerships with 
clinical workers, tangible recognition of PNR 
workers roles, financial support and supervision.

•	 A Pacific forum, advocacy group 
and association

 An advocacy service is needed to represent 
this workforce at the governance and 
decision-making levels.  This service would 
be purposed to voice and defend the needs 
and concerns of PNR workers.  Frequent 
Pacific forums for PNR workers are also 
required to provide opportunities for 
workers to network and voice their views 
and concerns.

 A PNR workers’ association is also 
considered an appropriate way to provide 
information on scholarships and mentoring 
opportunities.  This association would 
provide academic peer support to those 
studying at tertiary level.

•	 Partnerships with clinical 
workers

 There is a need to improve partnerships 
with clinical workers to ensure optimal 
service delivery.  This entails the need to 
communicate, clarify and understand each 
others’ roles and expectations.

•	 Tangible recognition of workers 
role

 The recognition of the value that PNR 
workers contribute to healthcare is essential 
and could be reflected in the provision of 
accessible funding opportunities to develop 
and up-skill.

•	 Financial support
 Increasing funding to supplement income 

and finance further education is required. 
Budgeting support services are also 
beneficial.

•	 Supervision 
 Access to internal and external supervision 

is indicated as a necessary support system 
required by PNR workers.  
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Managers
Managers identified nine systems and structures 
necessary to support the PNR workforce (wages, 
cultural competence, sustainability and job 
security, peer support, recognition and sense 
of purpose, statutory board, academic support, 
quality systems, regulation [which encompasses 
compliance pressures and integrity] and 
developmental pathways [incumbent within 
developmental pathways are themes premised 
on a foundation course, internship and 
scholarships]).  In addition, managers identified 
structures and systems necessary to the 
development of the organisation and identified 
the importance of the voluntary sector and 
unpaid carers in supporting health organisations 
to achieve their objectives.  

•	 Wages 
 The work undertaken by PNR workers 

should be reflected in increased wages.  
This includes tasks that are deemed ‘extra’ 
to those ascribed in the job description. 
Some of the ‘extra mile’ work undertaken 
by PNR workers is comparable with tasks of 
qualified staff members who are paid more.

•	 Cultural competence
 There are mixed and challenging views 

from managers on defining and regulating 
cultural competence and its practical 
application.  Some identify that there is 
a need for regulation around cultural 
competence.  Others note that validation 
of cultural competence for Pacific health 
workers is required before cultural 
competence training for mainstream 
services can be conducted.  Appropriate 
supervision and management within Pacific 
services can ensure ethical practice.

•	 Recognition
 Recognition of PNR workers is essential. 

Recognition of value can be reflected in 
many ways from salary to work resources.  
This is necessary for recruitment and 
retention of the workforce. 

•	 Sustainability/job security
 Job security and sustainability are 

structural requirements needed to support 
PNR workers.  They can be influenced by 
various factors, such as funders’ intentions, 
competing organisations and changing 
political and health priorities.  Sustainability 
is difficult to deal with as it is influenced 
by these external factors.  Some managers 
acknowledge that SIA funding is more 
sustainable than 12-monthly contracts and 
is useful to succession planning and future 
workforce development.

•	 Peer support
 Internal and external peer support 

opportunities and networks are important 
and are required by the PNR workforce.

•	 Academic support/supervision 
 There is a need for support in areas of 

academic study, cultural needs, supervision 
and mentoring for PNR workers studying in 
tertiary institutions.

•	 Regulatory body/statutory 
board

 Since there are few regulations governing 
the PNR workforce, a statutory body (similar 
to the NZ Nursing Council) is required to 
advise on matters, address complaints, act 
as a safety mechanism for PNR workers and 
to ensure a unified standard of practice.

•	 Systems to monitor quality 
 There is a need for clearer workforce 

guidelines, frameworks and systems to 
monitor quality.  Processes that already exist 
within organisations are acknowledged; 
however, it is argued that systems are 
required to monitor and clarify PNR roles.  
However, framing the multiple roles of many 
PNR within this concept is challenging.  
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•	 Regulation
 “Appropriately enforced” regulatory 

requirements for the non-regulated 
workforce could benefit standards of care, 
regulate and address gaps in service 
provision, provide opportunities and 
additional skill sets, empower individuals, 
formalise roles, recognise value and provide 
measures of accountability.   

 “Appropriately enforced” regulatory 
requirements would serve to prioritise 
the needs of the PNR workforce, provide 
standards/regulations that do not inhibit 
growth, development and appropriate 
delivery models.  Regulations enforced 
appropriately would also address and 
acknowledge potential compliance 
pressures and would be developed on 
maintaining integrity.

•	 Developmental pathways
 In the event that standardised 

qualifications/levels are introduced for the 
PNR workforce, these would need to begin 
from the foundation/base level.  Whilst 
qualifications are encouraged by many, it 
is important to continue to acknowledge 
the skill sets that PNR workers bring to 
their roles and integrate these within 
a foundation/entry level qualification.  
Managers noted the need for internships 
within organisations to provide practical 
experience that complement theoretical 
learning.  Also, scholarships at all levels of 
learning are required (i.e. not only for post-
graduate training).

•	 Voluntary and unpaid carers 
 In addition to the need for additional 

funding to support current systems and 
structures for the development of PNR 
workers, managers also noted the need 
for additional organisational funding to 
support voluntary and unpaid carers who 
are pertinent to this workforce.  
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12. Zone Five – Workforce Model 
12

Despite the idealistic integrated model of 
care described above, the following excerpt 
indicates that integrated models of care that 
lack transparency and display inappropriate 
communication between health services serve 
only to provide ineffective and dysfunctional 
models of care.  It is noted that communication 
and understanding between service providers 
and specific interventions that require follow-up 
are required.

 “...the board, the [ethnic group] that own 
it, then you have your nurse manager, 
then you have your EN, then you have 
your senior nurse, senior nurse assistants 
that’s us, then you have your nurse aides, 
from your nurse aides, the clients…we 
do have doctor…we have our own house 
doctor but a lot of these people [clients] 
prefer the doctors that they’ve always 
had, so they, they are taken out, but we, 
that’s the other challenge with us, every 
day, is that all of a sudden we’ve got 
the pharmacists coming in dropping off 
tablets, that we haven’t got a report of 
why is she on it, you know, because they 
go to their own doctors, the doctors will 
change the prescription without telling us, 
they tell us like a week later, you know.”

Some participants discussed the need to 
provide ‘user-friendly’ services and systems 
within clinical settings.  This can be considered 
reflective of a service user needs model that 
prioritises the comfort, safety and needs of 
clients.

“Mine one is more a down-trend from 
that and more for the people. It’s more 
implementing a system, systems within 
the hospitals that is user-friendly…our 
people can use it as well as everyone else. 
It’s implementing the education within 
the different languages, once again I’m 
aiming heavily at PI because they don’t 
cater for that here so much. We have 
translators which is good but it’s good 
for patients coming in and out but for the 

PNR Workers
When discussing questions specific to workforce 
models, the discourse primarily focused on 
aspects of service delivery that exist within 
particular working environment(s).  These 
aspects are analogous with integrated models 
of care and a medical model.  An alternative 
model of care evocative of a systems first model 
was also discussed.

12.1 Integrated Model of 
Care

The following excerpt illustrates workers’ 
perceptions that an effective workforce model 
is one that integrates complementary models of 
care.  This entails several layers of intervention, 
which work together to address physical and 
psychological healthcare within a broader 
societal setting.  

“I think that this is a good model, 
involving different expertise, for example 
as you said before only one doctor and 
his recommendation given you know 
based on that, but this one here, I mean 
this model the one that we are operating 
in say for example I am working with my 
client, he has about three or four other 
social workers, see I am working from 
the social aspect, somebody looking 
after the health, I mean, and somebody 
counselling, counsellor for his habit and 
characters, and you know about four 
or five, see in that way we are helping 
our clients moulding him you know and 
of course he will learn heaps and you 
know of course we have different ways, 
different way of approaching, different 
techniques, different approaches, so it’s 
not only we are helping his problem in 
particular but we become a model to that 
person from different pictures so it’s up to 
him you know, he learns more in this way 
than being only one model…”
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workers that we have within the hospital 
we need some sort of programme 
to develop them you know from the 
education side of things. and a lot of that 
is to do with how, what where when, you 
know, it’s asking those questions and 
having those open questions asked rather 
than the closed-questions, you know, 
which is so easy for our people you know. 
Do you enjoy here? Nah. Yeah (giggle). 
You know, it’s…you gotta make them 
talk and trying install something that ah, 
and it’s just using programmes that are 
already available but twisting it around to 
making it PI user-friendly.” 

12.2 Medical Model
Some participants identified that the workforce 
model within which they practice is primarily 
the medical model.  It was noted that, in 
terms of addressing Pacific health needs, 
alternative family and home-based models and 
interventions are required within this practice.

“It’s the medical model, we’re working, 
and that’s, the management here, we 
already talk about in working towards a 
separate PI team, we’ll probably need to 
look at a different way of doing things, 
not so much of a medical model, but we 
need to look at how we can best help our 
people, so we may, there is a possibility of 
looking at different ways of doing things 
and move away from the medical model…
yeah, doctor and nurse, that’s the you 
know, but I believe that we can look at our 
own way of doing things where we can 
use a lot of family resource you know, look 
at our own alternative medicines, look 
at things we can use as island people 
to assist in our own health and all those 
things, and use the, use the community 
approach, do a lot of our work in the 
community, we don’t have to come to this 
service or a clinic or rooms here, we could 
look at if we want to do it at the home or 
even if we can link up with a place where 
our people feel comfortable, at a church, 
yeah so all those things I think we need to 
be part of our development.”

12.3 Alternative Model
One participant discussed brief intervention as 
a workforce model within which they worked.  
This included the referral of service users to 
appropriate health services.

“…we use this model; it’s the ABC…
it’s the smoking cessation guidelines, 
Ministry of Health, and we use this 
cessation ABC…so it’s, we use the ABC 
model which is Ask about and document 
smoking status for all people.  We give 
them brief advice, which is give them 
clear advice, personalise the advice and 
then we document that advice that was 
provided, and then cessation, by referring 
to the necessary healthcare workers, or 
we provide the support which we can 
provide through our smoke-free service.  
If we can’t then we refer them onto the 
appropriate service that is, you know 
right for that particular person…that’s the 
model that I’m aware of.”

Managers
In contrast to PNR workers, managers discussed 
various aspects and components of what 
might be considered a wider PNR workforce 
development model.  These include strategic 
workforce development issues, models of care 
(needs-based [service user and organisation 
needs]), a systems approach (takes account of 
organisation, its markets and other external 
stakeholders as an integrated whole) and an 
integrated model.

12.4 Community Needs-
based model 

Some managers noted that their organisation 
worked within a community needs-based 
model and framework.  The following excerpt 
identifies a distinction between biomedical and 
community needs-based models and suggests 
that the latter focuses on broader distal social, 
cultural and economic factors relative to 
improving health needs.
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“And a lot of the issues that we see, 
especially with our families is that they 
are multi-level, multi-faceted, not only 
confined within the clinical needs of.  And 
it’s not about you know some people 
could argue that we’re not funded to 
do some of this stuff, but we’re actually 
talking about outcomes of people’s lives, 
you can talk to people about taking 
medication and getting good sleep in 
order to manage their wellness but if 
they’re in overcrowded situations where 
you know the real need is getting them 
into their own space where this is where 
we’re finding a lot of the input of support 
workers is absolutely integral.”

Some managers also discussed client/worker 
matching as a model within which they work.  
This is premised on developing relationships 
with clients and providing an accessible, 
comfortable and secure environment within 
which to work.  These aspects can be considered 
evocative of a community needs-based model.

“… it’s been important for us that we 
match our workers with the community 
and being at the same level where 
the community are at, and yet our 
workplace has certain demands that are 
required from the workers so things like 
qualifications, and a certain amount or 
degree of intellectual capacity to work in 
a certain way or I guess be flexible with 
different ways of working, and one of 
them is being able to relate to clients in a 
certain way, so that if someone presents 
who is a senior person and prefers to talk 
to someone of his type, we can provide 
that or that staff who come close to 
providing that can still talk to them in a 
certain way and change the way they 
speak to match or to meet that client’s 
expectations.  I wouldn’t know how to 
describe such a workforce model just that 
well you’d pretty sure you understand 
how we’ve worked if we have a cook 
island client and they prefer to talk to talk 
to someone who is cook islander so we 
try and meet that, and where we can’t 
we have to make best but if we can’t its 
usually because of the limitations that 

have been brought about by funding 
and not enough money and those sorts 
of factors that I talked about, the third 
thing, that structure trying to provide 
that security if I had in an ideal world, I 
could provide all those things and tell my 
staff that we’re going to be around for a 
hundred years and therefore they can be 
here with us for as long as we want, or as 
long as they’re motivated.  We’ve always 
tried to match clients with counsellors 
that’s been important and tried to 
downplay a lot of that authoritarian type 
of relationship that may have existed in 
the past with other healthcare services 
or how the public or community have 
previously perceived healthcare or 
health providers in order to I guess more 
with the community.  I don’t like to say 
empowerment it’s almost a dirty word 
these days.”

12.5 Systems Model 
Other managers discussed an integrated 
model that utilises various systems within an 
organisation to deliver services.  Workers within 
each of the systems (e.g. clinical services, non-
regulated services, I.T. and business services) 
utilise and access others as needed.  The 
following excerpt highlights the importance 
of transparency and effective communication 
within and between each system as well as with 
those at the governance level.

 “…that team of people I mean they 
are fabulous they will take input from 
anywhere, they really do, and then if they 
don’t, well if they don’t have the skills or 
the ability to help in a situation they will 
come back to the organisation and say 
have a look around and see who might 
be able to help with that situation, for 
example they might need a Samoan 
clinician, so they’ll come back to the 
organisation and help you know because 
they won’t be able to talk to somebody 
about meds or other then you should be 
taking them…but they certainly couldn’t 
advise in that so they would come back 
to the organisation, or get them to their 
GP or their nurse to try and help so yeah 
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it’s a really integrated model and I know 
that, they’re just talking all the time 
(laughing) and did you know this and 
there is a meeting over there and you 
know so it’s really you know like, there’s 
just so much information flow into those 
workers and then back out again, I mean 
that’s another vital thing for us, you know 
in terms of community engagement 
and knowing what’s going on out there, 
what meetings are happening, what’s 
happening here, what’s happening there, 
how we’re gonna be involved in that, so 
it’s a highly integrated model, we we’ve 
got a huge and complex structure we 
have you know we have all the backings 
and support an organisation has such as 
IT, finance, we have a business services 
team and they look at, mainly involved 
with our general practices  from a clinical 
and business perspective, we have a 
design and development team developing 
clinical programmes, we have a clinical 
services team implementing those clinical 
programmes we’ve got quite a huge 
governance structure so you know it’s 
really important as a model to have this 
all integrating and feeding into each 
part or relevant part of the organisation 
and the non-regulated workforce they 
they’re like (pause) they’re just like little 
messengers everywhere and anywhere 
sort of thing yeah, yeah.”

Some managers prioritised and emphasised 
that cultural systems, structures and services 
were an integral component of an effective 
integrated model.

“…no not really…our own…all I know is 
one that applies, one is that we try and 
incorporate but it doesn’t work in terms 
our organisation and where we need to 
head, but we try to you know pick what 
is relevant for us, yeah,  yeah…I think our 
model, we’ve got a good model, one is 
that I think we’re the only Pacific in South 
Auckland to have some social workers 
attached to the service that we provide, 
acknowledging that there are, health 
determinants is social issues and if we 
can’t take care of that then we can’t, so 

you know, it’s a cycle where you need to 
have a holistic team to address those, 
those issues…and we also have cultural 
advisors, that is, that also provide what 
do you call, that framework enabling 
things to happen and also how not to do 
it, because of cultural sensitivities and 
ethnic specific…we also have a cultural 
framework within the organisation… I 
think if you want to sum it up, you have 
a multi-disciplinary team which we do, 
but we also have other elements to sum 
it all up about the cultural competency, I 
think if you could put a name on the label 
I think we have a very equipped model to 
meet all those needs.” 

Managers were generally against the notion of 
a ‘one-size fits all’ or ‘one-stop-shop’ model.  It 
was noted that the non-regulated workforce is 
a unique system within organisations that is as 
important and effective as clinical services.  This 
workforce is thought to complement clinical 
practice and is considered apt to address needs 
that lie beyond clinical confinements.  

“…it’s about identifying how the puzzle 
fits together, and the fact that when it 
comes to clinical it’s okay that’s part of 
that puzzle but let’s not move the puzzle 
to try and be clinical, you know what I 
mean? It’s about identifying people’s 
strengths and skills and putting it where 
it needs to be put, and being clear about 
what boundaries are there in terms of 
clinical boundaries, about boundaries of, 
not necessarily in saying that one is better 
than the other, and one of the things, 
and this is where my whole thing around 
the non-regulated survey is that as long 
as this survey and research doesn’t end 
up being something that says ah ha you 
know this is where we should be putting 
in and getting people to move towards 
clinical as an ideal picture of what we 
should be at, because the reality for our 
families and the community are yes, there 
is a definite clinical, there are clinical 
needs that need to be met but all their 
needs do not lie within just in clinical 
and so it’s really understanding in order 
to make this puzzle all come together 
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it’s not about getting all the pieces to 
be cut out to be the same to be in the 
same shape its actually recognising 
what shape and what difference that this 
part of this puzzle makes to the overall 
wellness of our communities and saying 
that’s alright and if you’ve reg you know 
non-regulated workforce this is what you 
have to contribute it is not any less or any, 
I could argue to some stages the work 
that we do as and I’ve seen the regulated 
non-workforce do has made huge impacts 
on the outcome for people’s lives, it’s not 
pitching one against the other it’s about 
putting the respect to each equally and 
where it needs to go and that’s where I’d 
like to see in terms of this focus around 
the non-regulated workforce and that’s 
where I’m saying as long as we’re not 
creating a model that says one size fits…
when HPCA, the Health Practitioners 
Competency Act it was, I sat my team 
down and said this is in the picture and 
I saw some shifts in the mainstream 
services they were trying to, they cleared 
out some of their non-regulated workforce 
because of their compliance around 
HPCA…as a provider arm of the DHB 
their key model is clinical but don’t 
impinge that on us because we in terms 
of and this is also about boundary setting 
that we’re really clear and we’re saying 
to our team let us not get mixed into the 
clinical delivery that clinical needs to 
go where clinical lies and our role is to 
support that function yes but you know 
I’m also, so I’m not putting that down but 
I’m just saying that needs to go where 
that needs to go but I see that yes we 
need to be clearer about a frame around 
how we frame put a it’s a maybe it can 
seem like a dirty word in this respect but 
almost protect our non regulated health 
workforce…”

12.6 Organisational 
Development Model

Some managers noted that organisational 
development was the model within which they 
worked.  It was considered that growth within 
the organisation would serve to better enhance 
workforce development as opposed to growth 
within the workforce, since few organisations 
would be in positions to retain an increasing 
number of workers.  

“…which is what we’re doing with our 
new model here, we’re saying let’s make 
conscious business decision that we’re not 
going to sit here as a boutique provider 
for the rest of our lives getting caught 
up in this never ending cycle, of trying to 
create a workforce and retain them.  Lets 
step outside that and say what can we do 
to build an organisation which is strong 
and robust that we, we’ll, that people will 
want to come and work for externally, 
not to lose sight of the need to continue 
to develop our own workforce but also to 
recognise that if we, that if we develop 
as an organisation to a big enough 
degree, great enough degree, then we 
will be able to be some, an organisation 
that is attractive for people to come 
work for and then people will we will in 
fact make much more of a difference 
to the clients we provide services for…
the non-government unregulated sector, 
unregulated workforce I should say, where 
there isn’t always the funding available 
base to enable people to build capacity 
and so the organisations that have built 
capacity have been the ones that have 
taken up that challenge and said we are 
going to do something constructive about 
creating critical mass for our organisation 
and building some capacity and some 
capabilities around what we do…”

Most managers discussed working within a 
workforce development model that consists 
of recruiting non-regulated workers, providing 
training and opportunities to increase skill 
sets and developing strategies to retain these 
people.  The overarching consistency amongst 
managers working within this model was the 
importance placed on succession planning.   
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 “…it’s about transitioning people and, 
and  I guess because of the difficulty in 
attracting trained staff we often have 
to train our own, so we can’t afford for 
example to advertise for a registered 
nurse and bring someone here as a 
registered nurse at the moment because 
we don’t have the funding base to be 
able to afford that, but what we can do 
is bring someone who has got life skills 
and has got knowledge and experience 
and we can train them and support them 
through training, the challenge then of 
course as like I said before is retaining 
them…”

12.7 New Model of 
service

One manager proposes a new model of service 
that will give service users the freedom of choice 
regarding service provision.  This model will be 
efficient, as it will lessen the need for service 
users to go to several different health venues 
and repeatedly share the same information.

“I think what’s needed is for an 
organisation to be able to offer a menu 
of services to service users and the sort 
we’re setting up here I’m promoting 
obviously what we’re doing but I think 
we are doing it because we think it’s a 
good model, and it’s a bit like going into 
a restaurant, I mean I go out for dinner 
…and I get a menu in front of me and 
there’s an entrée, an appetizer, there’s 
a main, there’s a dessert and there’s a 
wine list and I make some choices from 
having some options, and I guess it’s 
no different from someone in the health 
sector who comes as a service user, there 
is a range, there are a range of options 
that they should be able to choose from 
and we shouldn’t be dictating to them 
what these options might be, we should 
be offering them, but encouraging them 
to choose what is most appropriate for 
them and I think that if a person can 
come to an organisation whether they 
have a mental health problem or whether 

they have a disability whether they are 
an older person whether they have three 
heads and five arms, if they can come to 
us and present their particular difficulties 
and we can respond by saying here are 
some options and we can support you to 
access those options without having to go 
around ten different organisations and 
tell your story ten different times then I 
think we are providing a useful service to 
those people and I think we are meeting 
the needs of those service users have…”

It is also noted that the term ‘one-stop-shop’ 
can often be misunderstood and that service 
users would benefit from someone working 
alongside them to help access the service most 
appropriate to their personal situation.

“A one stop shop says gives a message 
to a person that you can go there and 
everything’s gonna be done for you that’s 
not what a good health service should 
deliver, what a good health service 
should deliver is a range of options that 
people can be, can look at and can make 
their own judgements about accessing 
and then helping them to access those 
services so it’s not predetermining or 
determining when they arrive what they 
need its working alongside them to help 
them to access what is most appropriate 
to them as an individual.”
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Summary of Key Findings
PNR Workers
Discourse on workforce models primarily 
focused on aspects of service delivery models, 
which include integrated models of care, the 
medical model and an alternative model. 

•	 Integrated model of care
 An integrated model of care is described 

as an effective model because of the idea 
that it entails several cohesive levels of 
intervention that work together to address 
physical and psychological healthcare 
within a broader societal setting.  However, 
in order for this idealistic concept to 
be effective, it requires transparency 
and appropriate communication and 
understanding between health services, 
otherwise it serves only to provide an 
ineffective and dysfunctional model of care. 

 There is a need to provide ‘user-friendly’ 
services and systems within clinical settings 
that reflect a service user needs model that 
prioritises the comfort, safety and needs of 
clients.

•	 Medical model
 Some workers identify using a medical 

model within their service.  They note that 
to address Pacific health needs, alternative 
and home-based models and interventions 
are also required. 

•	 Alternative model
 An alternative referral system-based model 

was also noted (i.e. the ABC model), which 
entails the provision of advice to service 
users followed by referral to appropriate 
health services.  

Managers
 Discourse focused on various aspects and 

components of what might be considered a 
wider PNR workforce development model.  
The models described include: a community 
needs-based model, a systems model, an 
organisational development model and a 
proposed new model of service.

•	 Community needs-based model
 Some managers noted that their 

organisation worked within a community 
needs-based model and framework.  Others 
discussed client and worker matching as a 
model within which they work.  This involves 
developing relationships with clients and 
providing an accessible, comfortable and 
secure working environment.

•	 Systems model
 Some managers discussed an integrated 

model that utilises various systems within 
an organisation (e.g., clinical services, 
non-regulated services, I.T. and business 
services) to deliver services.  There is a 
need for each of these services/systems 
as well as governance-level groups to be 
transparent and communicate effectively. 

 Cultural systems, structures and services 
are also considered an integral part of an 
effective integrated workforce model for 
Pacific peoples.

 The notion of a ‘one-size-fits-all’ or ‘one-
stop-shop’ model is generally not accepted 
by managers.  The non-regulated workforce 
is considered a unique system within 
organisations that complements clinical 
practice.  This workforce is considered 
capable of addressing needs that lie outside 
of clinical boundaries. 

•	 Organisational developmental 
model

 Some managers prioritised an 
organisational development model.  Growth 
and development within an organisation 
is considered to better enhance workforce 
development as opposed to growth within 

163Workforce Development - Technical Report

PH Tech Rep_40.indd   163 14/05/2009   2:23:38 p.m.



the workforce since few organisations would 
be in a position to retain an increasing 
number of workers (i.e. financially).

 Most managers described working within 
a workforce development model that 
consists of recruiting non-regulated workers, 
providing training and opportunities to 
increase skill sets and developing strategies 
to retain these people.  Much importance, 
priority and time is utilised on succession 
planning.

•	 New model of service
 There is a proposed new model of service 

that offers to give service users the freedom 
of choice regarding service provision.  Its 
aim is to lessen the need for service users 
going to several different health venues and 
repeatedly sharing the same information.

 This model purports to benefit the service 
user by having someone working alongside 
them to help access the service or services 
most appropriate to their personal situation.
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13. Discussion and Implications
13

The findings of this study resonate with much of what has been addressed in the current available 
literature regarding the non-regulated health workforce.  An important distinction in this study is the 
additional information specific to the Pacific non-regulated (PNR) workforce within New Zealand.  Given 
that there is little data specific to the PNR workforce, these findings provide valuable information.  
The discussion section has been broadly divided into two parts. Part One provides context of the 
characteristics, impacts, barriers and enablers and needs of the PNR workforce.  Part Two refers to key 
implications from issues pertinent to the PNR workforce highlighted in the study.

Part One

Characteristics and attributes 
of the PNR workforce
It is evident in this study that the non-regulated 
health workforce plays a significant role in 
providing quality service delivery and improving 
health outcomes.  The unique attribute of this 
workforce is their ability to effectively engage 
with traditionally hard-to-reach communities.  
The perceived cost effectiveness of this 
workforce is another notable trait.  Literature 
repeatedly highlights that this workforce 
encompasses a plethora of roles and titles, 
as well as cultural, personal and professional 
attributes.  Often these workforce attributes are 
not formally recognised or remunerated. 

The current information gathered about 
the PNR workforce, both in the survey and 
qualitative interview components of this study, 
shows that PNR workers (in the CMDHB 
region) are situated in various health sectors 
and organisations, such as public and mental 
health services and rest home and residential 
care services.  The majority of work was in 
the aged care sector and in respite and day 
services.  A high proportion of PNR workers are 
employed full-time, female, of Samoan ethnicity, 
aged between 31 and 50 years, earn between 
$11.00 and $35.00 per hour and are bilingual 
(with a small proportion that have written 
communication difficulties).  It is important 
to note that these findings must be read with 
caution given the limitations of this survey and 
the recent changes to the national average 
wage.  Nonetheless, the qualitative component 
of this study does provide information that 

identifies the composition, characteristics and 
constitution of this workforce.  One important 
feature identified by both managers and PNR 
workers is the passion and drive that serves to 
motivate and enhance the service delivery of the 
PNR workforce.  

However, literature on the non-regulated 
workforce highlights the ongoing issues of high 
staff turnover rates and continuing workforce 
shortages.  Subsequently, central to the stability 
of this workforce is identifying factors that help 
to retain workers in these roles.  Following this, 
these identified factors must be used to inform 
targeted and appropriate retention strategies

Another characteristic of this workforce is that 
very few PNR workers have any formal training/
education. The development of responsive and 
skilled community-based services relies on the 
skill base and training level of the workforce and 
therefore effective training programmes and 
support can not be overlooked. 

It is important to mention at this point that 
anecdotal evidence as well as participant 
discourse identifies the ambiguities associated 
with the term ‘non-regulated’.  The term 
encompasses a wide range of roles, including 
some staff undertaking managerial positions.  
The broadness of the term could be deemed 
problematic, given the vast and differing needs 
of individuals within this workforce.  The term 
‘non-regulated’ is also viewed negatively by 
some given the implicit meaning/s associated 
with ‘non’, including: lacking, exclusion and 
negation.  ‘Non-regulated’ is also perceived by 
some as a term that minimises the value and 
importance of the roles undertaken within this 
workforce.   
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The effectiveness of the PNR 
workforce
Consistent with international and national 
literature, PNR workers and managers report 
that this workforce provides a plethora of 
health services that are not only conducive to 
supporting the health needs of Pacific service 
users, but are also of benefit to clinical and 
non-Pacific staff in health organisations.  Most 
important is the realisation that the health 
sector is not sustainable without the non-
regulated workforce.  With the anticipated 
demographic shifts (with regards to increasing 
numbers of Pacific people and the ageing 
population of New Zealand), the Pacific 
non-regulated workforce will also become 
increasingly crucial to the health sector.   

This study identifies a wide range of 
competencies and roles undertaken by PNR 
workers that include but are not limited to: 
advocacy and cultural knowledge, community 
leadership and follow-up, first point of contact, 
educate and support to empower and prevent 
illness, link between primary care, community 
and policy development, multi-tasking abilities, 
clinical support, holistic service delivery, 
caring and crisis support.  The benefits that 
these health providers afford service users 
are premised on PNR workers’ and managers’ 
perceptions.  However, an exploration of 
service users’ perceptions would provide useful 
information to validate these claim.  

It is important to acknowledge at this point that 
service users, and thus user needs, will continue 
to evolve and change; therefore, even if user 
needs are currently being met, this does not 
provide any assurance that they will continue to 
be met.  This suggests that PNR workers’ roles 
will also need to be continually reviewed, so as 
to ensure that the roles evolve to address the 
changing user needs.  It also highlights that a 
formal evaluation of PNR services and roles is 
required to determine not only how effectively 
the PNR workforce is utilised in meeting 
service user needs, but also to determine what 
resource, structures and systems this workforce 
requires to provide effective and sustainable 
services to meet future demands/needs.

Barriers that affect workforce 
progression for PNR workers
PNR workers and managers held contrasting 
views with regards to the barriers that they 
identified as affecting workforce progression.  
The majority of managers implicitly rather than 
explicitly stated that organisations provided 
adequate support and developmental pathways 
for PNR workforce progression.  Comparatively, 
PNR workers generally identified that on top of 
the fact that there was little recognition of the 
work undertaken by this workforce, there was 
also a lack of managerial and organisational 
support and little access to developmental 
opportunities within particular organisations.  
The exception with respect to this contrasting 
view was held by PNR workers employed by 
NGO services.  These workers commended the 
efforts made by their respective organisations 
to secure access for PNR workers to meaningful 
development opportunities (interestingly a 
DHB employee participant made the exact 
same claim).  As a subsequence of this, NGO 
managers identified the challenge of retaining 
staff members that became qualified because of 
an inability to provide financial incentives and 
recompense.  They indicated that the qualified 
staff would often be enticed in to taking on roles 
within the public health sector services, due 
mostly to the permanency of the roles and the 
associated financial benefits.

It appears that many in the PNR workforce 
perceive that the opportunities and 
developmental pathways provided for specific 
roles are not accessible to many who already 
undertake PNR work or those who wish to 
undertake alternative roles.  The general 
consensus (PNR workers and managers) was 
that the regulated workforce had much greater 
access to developmental support, but that there 
were inconsistencies across the entire health 
sector with regards to accessing developmental 
opportunities.  These inconsistencies were 
identified as being more largely evident within 
the non-regulated workforce sector.   
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PNR workers identify that the managerial 
priorities and current organisational structures 
emphasise the development/pathway needs 
of the organisation/service as opposed to the 
needs of the individual PNR workers.  This needs 
to be further explored to ensure that the needs 
of both can adequately be addressed.  

Workforce shortages and the fact that some 
organisations utilise workers from other services 
to address specific user needs highlights that 
there is a need for further recruitment efforts 
to target more PNR workers and to potentially 
include those with skill sets from non-health 
sectors.

Enablers to workforce 
progression for PNR workers
Whilst there are some major barriers that 
hinder the progression of the PNR workforce 
there are also a plethora of enablers noted 
by both the workers and managers within 
this study.  For PNR workers, these enablers 
were categorised into two areas: institutional 
and individual.  Institutional factors included 
developmental pathways, one-on-one personal 
development planning, management support 
and supervision.  The individual factors 
identified were networking, peer support, 
familial support, self-motivation and confidence.  
These enablers were considered to encourage 
PNR workers to develop, learn and up-skill as 
well as allow organisations to develop and build 
competence and capacity.  

Both workers and managers concede that 
organisational commitment to facilitate 
workforce progression is critical.  Organisational 
commitment can be shown in the form of both 
personal and structural mechanisms.  Personal 
mechanisms include management support 
in the form of motivating and encouraging 
staff to progress and understanding workers’ 
personal circumstances (e.g. allowing time 
away from work commitments to study).  
Structural mechanisms include funding (e.g. 
subsidising tertiary education, scholarships, 
training opportunities and mentoring/
supervision) and other incentives to study.   
Although developmental pathways were 
noted as a critical enabler, not all participants 
consider these opportunities to be available or 
accessible.  

Retention of PNR workers is key to ensuring 
there is scope for building the capacity 
of the workforce.   One of the retention 
factors identified in this study is ‘feeling 
valued’.   Strategies that make PNR workers 
‘feel valued’ need to be prioritised, given 
that a sense of ‘feeling valued’ is conducive 
to PNR workers gaining the confidence and 
the motivation to develop within the health 
sector.  It is important to note that one-on-one 
personal development planning that assists 
workers with increasing self-confidence, is 
also identified as an important enabler to 
workforce progression.  The effort from some 
organisations that currently provide this 
opportunity is commendable since PNR workers 
noted that appropriate individual planning and 
reviews with managers provide workers with 
opportunities to build relationships, confidence 
and to ‘feel valued’.  It is also thought to be 
a mechanism of empowerment that enables 
workers to advance in their careers and work 
towards personal aspirations.  Affirming for 
PNR workers that they are valued could be 
demonstrated through financial recompense 
and/or concerted and systematic strategies 
for which to acknowledge and pay respect 
to workers (e.g. open communication, 
transparency, a team environment and positive 
affirmations).  Moreover, managers highlight 
that providing developmental pathways and 
opportunities for PNR workers to set goals 
(which they are supported in achieving) assists 
with improving the retention of this workforce. 

In terms of personal enablers, PNR workers 
noted that networking provides access to peer 
support and is a collegial coping mechanism 
that enabled PNR workers to build, establish 
and maintain relational arrangements.  
Networking was also conducive to providing 
PNR workers with a sense of belonging and 
shared understanding within the workforce.  
The other benefits of networking cited by PNR 
workers was the exposure to alternative health 
careers and external advisory/supervisory 
networks.  Other personal enablers identified by 
PNR workers were familial support (important 
for encouragement in aspiring to progress 
further in the workforce) and self-motivation 
and confidence (important in assisting workers 
to overcome cultural barriers and potential 
exploitation of health worker roles).  
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The needs of the PNR 
workforce
Several resources were noted by PNR workers 
that are necessary to meet the needs of the 
PNR workforce (the needs of the individual PNR 
workers and the PNR workforce more broadly).  
Interestingly, in contrast, managers prioritised 
the need for additional funding over tangible 
resource requirements. 

PNR workers identified the need for 
opportunities for professional development, 
finance and funding, equipment to access 
organisational databases and computer 
systems whilst ‘on the road’ and specialised 
roles that involve targeting specific sub-
groups within particular at-risk populations 
with targeted resource.  As well, PNR workers 
noted that access to PNR services at the GP 
level of intervention can supplement and ease 
the workload and pressures of PNR workers 
in hospital settings.  More importantly, PNR 
workers highlighted the benefits to service users 
when adequate levels of PNR support are made 
available at the initial stages of the service 
users requiring support.  

In order to meet the recruitment needs of 
the PNR workforce, participants identified 
that a more concentrated effort needed to 
be channelled towards a more targeted and 
effective advertising campaign.  The current 
advertising of opportunities within PNR roles 
is considered ineffective.  It is important to 
mention that another finding of this study was 
that recruitment through networking (with other 
health workers) was considered just as effective 
as formal recruitment strategies undertaken 
within tertiary institutions.  

Although the volunteer sector was excluded 
from this study, participants made reference 
to the crucial healthcare support and services 
provided by this workforce.  It was noted that 
there is minimal (if any) financial support 
within organisational funds to acknowledge 
and resource this workforce.  This inability 
to resource is viewed by some managers as 
exploitation of these individuals.  

It is important that for effective operation of 
services, it is vital to have appropriate systems 
and structures in place that support both the 

workers and organisations.  Both the PNR 
workers and managers recommend a number 
of systems and/or structures that will help 
facilitate the sustainability and progression of 
the PNR workforce.  

The identified issue of support or structures 
needed for the PNR workforce varied in the 
specifics of what these support or structures 
were.  Generally, PNR workers acknowledged 
a need for advocacy services, Pacific forums, 
improved partnerships with clinical staff and 
appropriate and accessible supervision as 
being required.  In addition, systems to enhance 
and recognise ‘value’ were also identified as 
being of importance.  In particular for health 
promotion roles, the need was noted for a 
regulatory body.  For those PNR workers in 
administrator roles the support or structure 
needed was for an advocacy group to help 
with PNR issues.  The specific issue, for nurse 
assistants and healthcare workers, was the 
need for a buddy system for academic support.  
For interpreters working in mainstream 
organisations, the support or structures needed 
were culturally appropriate interventions.  It 
is important to note that this issue relates to 
a perceived lack of cultural sensitivity from 
clinical staff.  Therefore, there is a need to 
improve partnerships with clinical workers to 
ensure optimal service delivery.  This requires 
improved levels of communication, clarity with 
regards to understanding each others’ roles 
and responsibilities.  For community health 
workers in Pacific services the main area of need 
highlighted was developmental pathways that 
allowed for learning on the job through training 
and from other staff members. 

PNR workers implied that an advocacy service 
is needed to represent this workforce at the 
governance and decision-making levels.  This 
service would be purposed to voice and defend 
the needs and concerns of PNR workers.  Pacific 
forums for PNR workers are also important in 
that they provide opportunities for workers to 
network and voice their views and concerns.  
The development of a PNR workers’ association 
may be a useful mechanism to provide 
information on scholarships and mentoring 
opportunities, as well as academic peer support 
to those studying at tertiary level.
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Through the interviews with managers, nine 
systems and structures were identified as 
necessary to support the PNR workforce: wages, 
cultural competence, sustainability and job 
security, peer support, recognition and sense 
of purpose, statutory board, academic support, 
quality systems, regulation (which encompasses 
compliance pressures and integrity) and 
developmental pathways (incumbent within 
developmental pathways are themes premised 
on a foundation course, internship and 
scholarships).  In addition to the need for 
extra funding to support current systems and 
structures for the development of PNR workers, 
managers also noted the need for additional 
organisational funding to support voluntary 
and unpaid carers who are pertinent to this 
workforce.  

The most prominent issue dominating the 
managers’ discourse focused on the advantages 
and disadvantages associated with regulatory 
requirements and the standardisation of 
qualifications for the PNR workforce.  There 
were contrasting and ambivalent views 
toward this.  It was noted that, in the event 
that standardised qualifications/levels are 
introduced, managers recommended these 
should begin from the foundation/base 
level.  It was also noted that PNR workers 
should be recognised for the skill sets that 
they bring to their roles and that this should 
be integrated into a foundation/base level 
qualification.  Theoretical learning was thought 
to be enhanced by practical and experiential 
skills and vice versa.  Some managers implied 
that there was a need to validate cultural 
competencies, prior to the development of 
training programmes for non-Pacific and 
mainstream workers.  In addition, whether this 
workforce should be regulated was questioned 
(by managers), given that this community may 
not require or wish to undertake training in this 
respect. 

Managers also reported that, in the event that 
regulatory requirements are introduced, it is 
advised that they are appropriately enforced.  
This would entail prioritising the needs of the 
PNR workforce, providing standards/regulations 
that do not inhibit growth, enable appropriate 
service delivery and support both organisational 
and individual development.  In the event 
that regulatory requirements are introduced, 
there must also be acknowledgement given 
to the potential compliance pressures that 
could eventuate for both individuals and 
organisations. 

This study also identifies that it is not 
uncommon for organisations to spend 
proportions of funding on addressing 
community and staff needs that sometimes lie 
beyond service specifications.  Whilst these are 
considered necessary, there are ambivalent 
perspectives to consider with regards to the 
legality of the service being provided and the 
impact that going beyond designated service 
specifications has on core business.
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Part Two

Key implications
Based on the evidence gathered, the research 
team has identified key areas for the MoH and 
HRC to consider with regard to informing and 
improving opportunities for PNR workforce 
development.  The involvement of other health 
organisations (such as DHBs, DHBNZ, health 
employers) and other government sectors 
(including Ministry of Education and Ministry 
of Pacific Island Affairs) is crucial to the 
effectiveness of PNR workforce development.  
Strategically, it is essential that the series 
of implications discussed be addressed and 
responded to, to ensure that efforts to develop 
the workforce are robust and effective.  The 
implications are not detailed in any particular 
order of priority. 

Accessibility to training 
opportunities
While established training programmes exist for 
the non-regulated workforce, the evidence from 
this study suggests that there are low levels 
of accessibility to these training programmes 
as well as a greater need for awareness of the 
training opportunities available within the PNR 
workforce.  

It has been identified that there are differences 
between PNR workers in mainstream 
organisations, and NGO Pacific-led and 
aged care services in accessing training 
opportunities.  It has also been identified 
that there is a need for foundation/base level 
training that integrates into a qualification, the 
skills, cultural capacities, knowledge and values 
that PNR workers bring to their roles.  

An important factor arising from the study is 
that a lack of confidence acts as a barrier to 
development.  Integral to the training of the 
Pacific non-regulated workforce is the need to 
include foundation/base level programmes 
that incorporate practical elements such 
as assertiveness skills training as well as 
practical work-based components.  It would 
be advantageous for the progression of 
this workforce to conduct a stock-take of all 

education and training opportunities available 
to PNR workers.  There is also a need to 
develop clear guidelines on access to training 
opportunities within mainstream and NGO 
sectors.      

Access to health scholarships
Accessing health scholarships is important to 
the recruitment, retention and professional 
development of the PNR workforce.  The 
availability and awareness of scholarships 
however, is minimal.  Currently there are 
scholarships in place for certain health 
graduate and post-graduate programmes 
within academic institutions.  In order to 
effectively develop and train the non-regulated 
health workforce a wider scope for health-
related training programmes and associated 
scholarships needs to be considered and 
planned for.  Two practical approaches include 
a review of the current provision and promotion 
of health scholarships available to PNR workers.  
A second approach is the development of 
guidelines tailored to improving accessibility 
and opportunities for all PNR workers (including 
those studying for non-tertiary/academic 
qualifications, such as foundation/base level 
certificates).

Review of professional development 
approaches 
This study recognises the value of managerial 
and/or organisational commitment to 
professional development and the provision 
of appropriate pathways to achieve this.  A 
one-on-one personal development plan being 
undertaken within some organisations is both 
advantageous and beneficial to future workforce 
capacity and capability planning and should 
be encouraged as part of PNR workforce 
development for all organisations.  This 
approach should encompass both the needs of 
the organisation as well as the aspirations of 
the individual PNR worker.  For the purposes 
of quality assurance, consistent and regular 
reviews, monitoring and tailoring to meet the 
professional development needs of individual 
PNR workers as well as organisations is 
important.
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Academic support
The evidence from this study suggests that PNR 
workers are not accessing academic support 
provided by tertiary institutions for a range of 
reasons.  This highlights the need for a review 
of the current academic support systems within 
tertiary institutions to identify how the needs 
of PNR workers/students can best and more 
effectively be addressed.  New and innovative 
academic support strategies are required to 
address the needs of the PNR workforce.  This 
may involve establishing academic support 
within the workplace.  For example, a work-
based academic support team (e.g. those 
in organisations who have already achieved 
post-graduate qualifications) that is responsible 
for mentoring, pastoral care and providing 
workshops on basic writing skills, essays, exam 
preparation, etc.

PNR health worker 
associations and forums
PNR workers would benefit from a body that 
will advocate for their needs and ensure 
their safety within their workplace.  These 
needs include remuneration and professional 
development issues.   While there are current 
support mechanisms in place (e.g. unions), the 
majority of the participants within this study 
were not aware of these unions nor did they 
explicitly claim membership to such groups.  
One approach to this issue is to review current 
non-regulated advocacy bodies for the purposes 
of assessing their effectiveness.  It would also 
be useful to explore the development of a “PNR 
health worker association”.  

This study further identified that workforce and 
professional development for PNR workers is 
centred upon the nature of relationships with 
management and peers.  An exploration of 
issues related to levels of accessibility and/or 
participation of PNR workers at health worker 
forums is likely to highlight areas requiring 
improvement and strengthening of worker-
management-peer relationships.  Health 
forums play an important role in encouraging 
and enabling the PNR workforce to network, 
collaborate and access peer support.  A crucial 
issue is the availability of funding to attend 

or participate in regional and national health 
forums.  The provision of these opportunities to 
PNR workers can serve as an effective means by 
which to raise morale and motivate individuals 
in their roles.  Participation at such forums can 
therefore serve as a positive retention strategy. 

Recruitment strategies for the 
PNR workforce
This study identifies that a desire to be ‘of 
service’, having opportunities ‘to help’ and 
having a ‘passion’ for working with people 
are attractive features of the workforce and, 
therefore, successful messages to relay through 
the recruitment process.  This warrants the need 
to explore future recruitment strategies that 
target these messages to Pacific communities, 
so as to promote an uptake in to PNR roles.  
Study participants noted that they became 
aware of their health roles from personal 
contacts.  The most powerful channel of 
communication with regards to recruitment 
was undoubtedly through the PNR workforce 
themselves, i.e., word of mouth.  Given the 
connectedness of the Pacific community, it 
would therefore be deemed commonsense to 
strategically investigate ways in which to target 
the key messages through the PNR workforce.

Further, this study acknowledges that there 
are complexities associated with defining and 
assessing cultural competence when recruiting 
PNR workers.  The discussions and debates 
on issues surrounding assessment of cultural 
competency within the work administration are 
ongoing.  There is a need for research to explore 
how cultural competence is measured and 
remunerated within the recruitment processes 
specific to the PNR workforce.
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Recruitment strategies at high 
school/secondary level
In light of workforce shortages within the health 
sector and demographic projections, the Pacific 
youth population serves as a potential supply 
of health workers.  Ongoing efforts by the 
MoH and various DHBs towards the promotion 
of health careers targeted at this population 
are to be commended.  Continual efforts and 
evaluations of these recruitment drives will 
ensure greater success.  

Remuneration strategies for 
the PNR workforce
Evidence suggests that the skills that PNR 
workers bring to their roles can often be 
exploited, that is, that many take on additional 
work with little recognition and recompense.  
There have been efforts by the MoH to 
address this through the Care and Support 
Workforce initiative.  This initiative involves the 
development of a career pathway for care and 
support workers that will consider appropriate 
recognition for their skills.  A further review of 
current remuneration practices amongst other 
healthcare service providers would be useful.  

It was also highlighted that pay ranges and 
increments for PNR workers vary across health 
settings.  This has led to some PNR workers 
leaving the health workforce or moving into 
other health services due to the enticement 
of higher salaries.  The implications of PNR 
workers exiting from the health sector or 
into other health services, creates significant 
complexities with regard to the recruitment, 
retention and viability of this workforce.  This 
has been evident within NGO services that   
highlight their inability to compete with salaries 
offered by DHB and larger organisations.  
Incremental salary progressions need to be 
seriously considered and implemented within 
the PNR workforce.

Assessing effectiveness
Evidence shows that the work of non-regulated 
workers effectively contributes towards 
improving various health outcomes.  This study 
provides insights specific to the effectiveness of 
the PNR workforce as experienced by managers 
and PNR workers.  It would be useful to explore 
the views of service users to assess the scope of 
effectiveness and the limitations within services 
provided by the PNR workforce.       

 This study also identifies the need for 
partnership and collaboration between clinical 
and non-regulated health services workers.  
Central to this is the recognition of value.  An 
exploration of the attitudes and views of clinical/
medical staff towards the effectiveness of PNR 
workers will provide a balanced view to validate 
claims within this study.  

Pacific volunteer sector 
The volunteer sector is identified as an integral 
component of the health workforce.  The 
Pacific volunteer sector plays a crucial role 
in supporting service users and/or health 
organisations to fulfil service specifications.  
Anecdotal evidence however suggests that 
these volunteers are being exploited.  Further 
exploration of the nature and prevalence of 
exploitation occurring within this sector and, 
how best to address identified issues, is urgently 
required. 
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Workforce models
This study identifies that there is no generic 
Pacific workforce model that providers and PNR 
workers adhere to.  Each organisation works to 
a model that benefits respective organisational 
and service user needs and each of these can 
be considered sub-systems of a wider workforce 
model.  It would be useful to undertake a 
comprehensive literature review that provides 
insights into the requirements necessary to 
develop a wider Pacific workforce model that 
incorporates and integrates all the systems, 
approaches and gaps identified. 

Information collection
Information that informs the development of the 
PNR workforce is collected by the New Zealand 
Health Information Service (NZHIS).  The 
information is sourced from professional bodies 
who undertake the role of regulating their 
members through annual practising certificates 
and licences.  Problematic with the information 
is its usefulness.  It is important to note that 
from 1 July 2008, the NZIS and HealthPAC 
services have been merged into the Ministry of 
Health’s Information Directorate.

The challenges surrounding the usefulness of 
information relates to the lack of robust and 
comprehensive data.  There is a need for regular 
and consistent recording of the demographic 
details and role descriptions of PNR workers.  
Although this practice may be undertaken by 
some health services, there is no systematic 
national database that holds this information.  

The role of the MoH is central in the 
development of an improved national database.  
Existing reports on the non-regulated workforce 
will provide the baseline information upon 
which to build data specific to the requirements 
of developing the PNR workforce (Acqumen 
Quality solutions; 2006; Parsons, Brandt, 
Thomas, Peri, Gundersen-Reid, Kirkpatrick et 
al, 2004; Parsons, Dixon, Brandt, Wade, Adam, 
Daniel et al, 2004b).  Further, increased and 
effective collaboration between health services 
and key stakeholder employers of PNR workers 

will assist towards ensuring the collation of 
meaningful data and its ongoing relevance to 
PNR service provider development.

The research team acknowledges that the 
development of a national non-regulated 
workforce database will require time, 
extensive effort and resources.  The outcomes 
gained by having current, reliable and 
accurate information will ensure the ongoing 
development of a PNR workforce that is highly 
skilled, motivated, and effective, enable better 
working relationships across mainstream health 
services and, achieve positive health gains for 
Pacific populations. 

Conclusion
This study provides a snapshot of the PNR 
workforce at this point in time, and provides 
an insight in to areas for improvement.  
Addressing and responding to the gaps and 
concerns highlighted in this report will provide 
stakeholders with the means by which to 
effectively develop the PNR workforce.  The way 
forward is to build on the current information, 
whilst working towards what will be required 
of this workforce in the future.  Effective 
collaboration and engagement between key 
stakeholders, such as the MoH and DHBs, 
will be critical to ensuring that the issues 
encountered by this workforce are addressed 
and that relevant opportunities for development 
are established.
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Constitution
CMDHB was established on 1 January 2001 
under the provisions of the New Zealand Public 
Health & Disability Act 2000 (NZPH&D Act with 
sections 22 and 23 of the Act setting out the 
functions and objectives of CMDHB (Counties 
Manukau District Health Board, 2006).  
CMDHB is responsible for the funding of health 
and disability services and for the provision 
of hospital and related services for the people 
of Counties Manukau.  As well, the CMDHB’s 
funder arm is responsible for planning 
and funding health services for its resident 
population.  These services include primary, 
secondary and tertiary care services, Maori 
health and Pacific health services, mental health 
and services for older people.  This section will 
provide demographic information and priorities 
of CMDHB relating to its Pacific population.

Characteristics of Counties 
Manukau
There are notable features of the population 
served by CMDHB.  It is:

•	one of the youngest DHBs

•	the most multicultural of any DHB

•	the DHB with the most Pacific people 
resident

•	projected to be one of the fastest growing 
DHBs

•	projected to have the fastest proportionate 
growth in the 65+ population

•	the DHB with the largest number of 
relatively deprived adults

•	the DHB with the largest number of 
relatively deprived children (Counties 
Manukau District Health Board, 2006).

Appendices
Appendix 1: 

Counties Manukau District Health Board (CMDHB)

Population
The projected Counties Manukau population 
for 2007 was 451,100, 10.8% of the total New 
Zealand population.  A high proportion of 
Maori, Pacific peoples and Asian peoples live 
in Counties Manukau.  Approximately a third 
(37%) of the New Zealand Pacific population 
live in Counties Manukau (Counties Manukau 
District Health Board, 2006).  Of the CMDHB 
population, just under half is made up of 
European and other ethnicities (48%), with 
Pacific (20%), Maori (17%) and Asian (15%) 
making up the majority (Counties Manukau 
District Health Board, 2006).   

The Counties Manukau population is growing at 
2-3% per year, with an additional  
8-12,000 residents per year.  Although fertility 
rates in New Zealand have been reducing in 
recent years, in Counties Manukau the birth 
rate has been increasing. Pacific women in 
Counties Manukau had the highest fertility rates 
for all women aged 25 and above in 1999 and 
2003 (Jones, King, & Gaw, 2005). 

Significant population issues impacting the 
CMDHB region include a growing population 
and an ageing workforce.  As a result of 
the rapid population growth of the Pacific 
population in Counties Manukau, the need for 
services will increase by approximately 75% by 
2021, compared to about 50% for the wider 
population (Counties Manukau District Health 
Board 2006a).  The proportion of Pacific peoples 
aged 0-14 is projected to decline, whilst the 
proportion of people aged 65+ is projected to 
increase and the median age is projected to 
increase.  This places pressure on the current 
health system and influences labour supply for 
the CMDHB hospital workforce.  Health worker 
shortages are projected to emerge in the near 
future (Cox, Hope, & NZIER, 2006). 
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Deprivation
Nearly 37% of the Counties Manukau 
population (i.e., 160,000 people) live in areas 
defined as very deprived (based on the NZ 
Deprivation Index 2001 (NZDep01) with deciles 
1 and 2 being the 20% relatively most deprived 
areas in New Zealand).

Maori and Pacific residents of Counties 
Manukau are concentrated in deciles 1 and 2 
areas – 58% of all Counties Manukau Maori 
and 79% of Counties Manukau Pacific people.  
A significant population (46%) of Counties 
Manukau toddlers (aged 0-4 years) live in 
deciles 1 and 2 areas (Counties Manukau 
District Health Board, 2006).   

In relation to its other regional DHBs, Counties 
Manukau has a greater proportion of the 
population in deciles 1 and 2 (35%), whereas 
Waitemata has (8%), Auckland (20%) and total 
New Zealand population (20%) (Statistics New 
Zealand, 2001).  The projected population 
figures for 2005 estimated that the proportion 
of the population in deciles 1 and 2 was 37% for 
Counties Manukau, 9% for Waitemata, 21% for 
Auckland and 20% for the total New Zealand 
population (Counties Manukau District Health 
Board, 2006). 

Education and features of health 
worker qualifications
An ethnic-specific health needs assessment 
undertaken by Brad Novak (2007) found 
Samoans and Tongans in Counties Manukau 
tend to be more likely to be educated (to certain 
levels) than Cook Islanders and Niueans, 
which is in contrast to what has been thought 
previously.  This is an area that requires further 
investigation (Novak, 2007).

A further survey undertaken of all health 
workers within CMDHB community and hospital 
settings found that the community workforce 
employs a larger proportion of workers with 
lower level qualifications (i.e., either with no 
qualifications or with New Zealand high school 
qualifications only).  Compared to the hospital 
workforce, the community workforce are almost 
twice as likely to have no qualifications or only 
school leaving qualifications and significantly 
less likely to have tertiary qualifications.  

Conversely, the hospital workforce has larger 
proportions of staff with tertiary qualifications 
(Hope, Cox, & NZIER, 2005).  NZIER and 
CMDHB note caution in respect of interpreting 
the qualification findings as the response rates 
to the questions around qualifications were not 
particularly good in both the hospital workforce 
census and individual census. 

Ethnic specific health inequalities
Novak (2007) noted from his study that there 
are many inequalities between ‘all Pacific’ and 
non-Pacific/non-Maori, and these inequalities 
are often large.  He also concluded that, 
amongst Pacific ethnic groups, there are more 
similarities than differences, and the differences 
are=nd non-Pacific/non-Maori.  Where these 
differences exist amongst Pacific ethnic groups, 
he argues a pattern seems to be emerging.  
For example, Samoans and Tongans share 
similarities on several indicators, as do Cook 
Islanders and Niueans. There are some specific 
areas where each Pacific ethnic group is faring 
less well than some others (Novak, 2007).  

Accessing Pacific health providers
A survey conducted by the NZHS over a 12 
month period from 2002-03 showed that a 
greater proportion of Pacific in CMDHB visited a 
Pacific health provider compared to those Pacific 
people in Auckland, Waitemata or nationally 
(NZHS, 2002/2003).  A report by CMDHB 
(2006a) assumes that at least one third or one 
half of Pacific people patients would elect to be 
treated by Pacific people staff, given the choice.

Deprivation and housing 
The high proportion of the Counties Manukau 
population living in deprivation has a 
significant impact on health and health service 
provision.  Counties Manukau has a high rate 
of illness related to overcrowded housing, 
and this has resulted in the highest number 
of hospitalisations for these illnesses in New 
Zealand.  Furthermore, Maori and Pacific 
residents in CMDHB have had relatively higher 
rates of hospitalisation compared to the New 
Zealand average, while Asian and Europeans 
have a lower rate than the New Zealand average 
(Counties Manukau District Health Board, 2006).
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Health improvements
More positively, the health of the residents in 
CMDHB has steadily improved over the past 
five years.  Pacific life expectancy has been 
improving in CMDHB, gaining 2.6 years from 
2000 to 2005, a faster rise than European 
and Other, and faster than all New Zealand 
Pacific.  Pacific life expectancy in 2005 was 76, 
a six-year shortfall compared to New Zealand 
European and Other rate. Around half the 
rise in life expectancy over the past decade 
in industrialised nations is thought to be due 
to good health service provision (Counties 
Manukau District Health Board, 2006).

CMDHB health workforce - 
priorities
CMDHB has invested heavily in exploring and 
developing its health workforce. Improving the 
health of Pacific people and reducing health 
disparities is one of the strategic priorities 
for CMDHB, as outlined in the following 
documents: CMDHB District Strategic Plan 
(2006); Tupuola Moui, 2005; and CMDHB’s 
Pacific Health & Disability Action Plan, (Counties 
Manuaku District Health Board, 2006; Cox, 
Hope, & NZIER, 2006).  Growing the Pacific 
health workforce is also an important goal for 
CMDHB.  CMDHB also recognises the need 
to implement a range of actions in the area of 
Pacific people workforce development, with an 
emphasis on increasing the supply, through 
better recruitment, development and retention 
of Pacific people staff (N. Counties Manuaku 
District Health Board, 2006a).  This resonates 
strongly with the MoH’s Pacific Health and 
Disability Workforce Development Plan, 2004 
(Cox, Hope, & NZIER, 2006). 

One of the goals of the District Strategic Plan 
(DSP) is to reduce health inequalities.  As part 
of this plan, there is a strategic goal to improve 
the capacity of all providers to deliver services 
to the populations with high health needs, which 
includes implementing workforce development 
initiatives to increase the proportion of Pacific 
people in the health sector and implementing 
models of care by providers that support service 
delivery to Maori and Pacific people.  Growing 
the Pacific workforce is beneficial for the health 
system in that it provides for an ethnically 
diverse workforce that ensures they are more 

responsive to the needs of the communities 
that enter their front door (Counties Manukau 
District Health Board, 2006).

Another goal aims to improve the capacity of 
the health sector to deliver quality services, 
effectively allocate resources and ensure safety 
of services.  As such, there is an aim to ensure 
that the health sector workforce meets the 
community’s needs for services by enhancing 
the size, skills and competence of the workforce, 
encouraging people into health professions 
who reflect the community being served and 
encouraging people to remain in the health 
sector in Counties Manukau (Counties Manukau 
District Health Board, 2006).  CMDHB 
commissioned NZIER to undertake a census 
analysing the CMDHB community, NGO and 
primary care workforce.  The purpose was to 
identify planning initiatives, census on size, 
demographic characteristics, qualifications, 
experience and location as well as identify 
key workforce development risks.  This census 
consisted of two separate surveys: one for 
organisations and another survey for individual 
participants.  The response rate was 54% for 
the individual survey (i.e., 2,637 from 4,902 
people) while the organisation survey received 
a response rate of 82% (276 responses from 
an estimated 335 eligible organisations).  This 
census revealed significant issues facing the 
CMDHB workforce (Hope, Cox, & NZIER, 2005).

Current health workforce
Growing the CMDHB Pacific health workforce 
– through employment and creating economic 
opportunities – is one way of increasing socio-
economic benefits, which in turn impact on 
health inequalities.  Health is a significant 
industry employer in the local community.  In 
respect of contribution to local employment, 
the wider health and community services sector 
(which includes a small but significant number 
of people employed mainly in veterinary 
services) contributed less than 10% of jobs. The 
community workforce, with a head count of 
4,951, employs around 3.6% of all those aged 
over 15 years in the Counties Manukau area, 
classified as being employed (Cox, Hope, & 
NZIER, 2006; Hope, Cox, & NZIER, 2005).
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In respect of the population growth statistics, 
NZIER projects that, in order for Pacific people 
to no longer be under-represented relative 
to their share of need or their share of the 
population, the number of Pacific people in the 
hospital workforce would have to increase by 
nearly four-fold by 2021 (Cox, Hope, & NZIER, 
2006). Pacific people (as well as Maori) are 
significantly under-represented in the CMDHB 
hospital workforce, relative to their share of 
the local population.  At the time of the CMDHB 
hospital workforce census throughout 2004 
and 2005, there were 3,514 total FTE24 staff, 
although the “head count” of employees was 
5,236, indicating that there is a high percentage 
of staff who mainly work part-time.  Just 9% of 
the staff who disclosed their ethnicity in the 
census were Pacific people. Nurses accounted 
for the majority of Pacific people staff in all 
the service areas, apart from mental health 
and support services.  The census showed that 
Pacific people were much more likely to be 
employed in the support services than in any 
other service area (Cox, Hope, & NZIER, 2006).

Health workforce characteristics
Females make up a significant portion of 
both the CMDHB community workforce 
and the hospital workforce.  Furthermore, in 
comparison to the hospital workforce, the 
community workforce comprises relatively large 
proportions of very young workers (i.e., less 
than 25 years old) and older workers (aged 
50+).  Conversely, the community workforce 
has relatively few 25-40 year olds.  European 
females made up 40-45% of the workforce.  In 
comparing the CMDHB hospital workforce 
census with the individual census, the pattern is 
relatively similar for most ethnic groups by sex 
combination, although the community workforce 
seems to comprise slightly larger proportions of 
female Maori and Pacific people.  Conversely, 
the hospital workforce comprises slightly 
larger proportions of Asian and Other females. 
Of interest, a relatively small proportion of 

participants noted that they experienced 
barriers to training, mainly related to financial 
or time constraints (Hope, Cox, & NZIER, 2005).  
The CMDHB community, NGO and primary 
care workforce census reported a majority 
of participants employed on a full-time basis 
(54%); however, there is a significantly large 
number of part-time employees (40%) as well.  
Casual and/or temporary staff and contracted/
self-employed staff only accounted for 6% of 
participants.  Surprisingly, a relatively large 
proportion of casual and/or temporary staff 
stated that they were not sure what contract 
they are signed up for.  Furthermore, nearly 40% 
of all contracted/self-employed staff stated they 
had no formal employment contract (Hope, Cox, 
& NZIER, 2005).  

-

24 FTE is an acronym for “Full Time Equivalent” 
and refers to the total number of full-time 
employees. One employee is counted as one 
FTE and is typically someone who works 40 
hours a week. Therefore, total FTE is the sum 
of full-time employed workers.
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(Source:  Health Workforce Advisory Committee, 2003a)

Appendix 2: Workforce Development Model
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(Source:  Advisory Committee on Health Delivery and Human Resources and Advisory Committee on 
Population Health and Health Security, 2005)

Appendix 3: Canadian Public Health Framework
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Appendix 4: Core Objectives of Workforce Management 

(Source:  Chen et al., 2004)
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Appendix 5:   National Health Service Career Framework

(Source: Ministry of Health, 2006a)
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Appendix 6: Pacific Non-regulated Workforce Survey  
 
SERVICE NAME: ________________________ NAME OF PERSON: _________________________________ 
 

Section One:  Non-regulated Health Workers 
 Is your service in the CMDHB region? Or do you have satellite services in the CMDHB region?  
  

1 
How many Pacific non-regulated health workers do you 
currently employ?   

Number of workers:  
                                

         

2 
What is the average number of hours for your part-time and full-time Pacific non-regulated 
staff?  

       Part-time:     
           Full-time:     
         

3 
How many Pacific non-regulated workers are employed within the age ranges below? (Please estimate if unknown). Please 
specify by gender. 

  Gender 
Under 
20 21-30 31-40 41-50 51-60 61-70 Over 70 

 Male               

 

Number of Pacific  
Non-regulated 
workers: Female               

4 
What ethnic group(s) do your Pacific non-regulated workers belong to?  Please specify how many belong to each ethnic 
group. 

 Ethnic group     Number of workers   
 Samoan       
 Cook Island       
 Tongan       
 Niuean       
 Fijian       
 Tokelau       
 Tuvalu       
 Other: Please specify       
         
5 How many of your Pacific non-regulated workers are able to communicate verbally in a Pacific language and English? 
 Number:               
         

6 
How many of your Pacific non-regulated workers have difficulty 
communicating by writing in English?     

         

7 
What are the hourly rate ranges for Pacific non-regulated workers (e.g. from $7.50 to 
$9.50 per hour?)   

       
from $ per 
hour  To $ per hour 

 Pacific non-regulated Health workers       
8 Please provide a brief description about your service: 
  
  
  
9 What are the roles that your Pacific non-regulated undertake?  
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Appendix 7: Qualitative Questionnaire Schedule – For PNR 
Workers 
 
Introduction 
Thank you for agreeing to take part in this research.  Before we get to the questions, 
I need to go over some information with you. 
 
GO THROUGH PARTICIPANT INFORMATION SHEET AND CONSENT FORM 
 
If you’re ready to start I will switch on the recorder and begin my questions 
 
Zone One – Stock Take 
 
1. What are your general thoughts on the Pacific Non-regulated workforce?  

o E.g. what do you think the Pacific Non-regulated workforce does?   
2. Who do you think makes up the Non-regulated workforce? 

o Prompts - Age, Gender, Island born vs NZ born, qualified/unqualified 
o E.g. Do you think there are more females than males? 

3. What are the main characteristics of the Pacific Non-regulated workforce? 
o Prompts – Qualifications, number of years, experience 
o E.g. what is your definition of a Non-regulated worker...Do they have 

to have worked for a certain number of years?  Do they have to have 
qualifications? Etc. 

 
Zone Two – Developmental Pathways 
 
4. What leads people to do the work they do? 

o How did you become involved in this type of work? 
o How long have you been employed in this type of work? 
o What other types of employment have you had? 
o What training have you had? 
o What qualifications do you have? 
 Prompt – NZ recognised qualifications and/or qualifications received and 

recognised in the Pacific Islands 
o What do you enjoy about your work? 
o What about your work could be improved?  

5. What are the possibilities for the future? 
o Have you thought about developing your career in health? 
o Have you thought about other careers or other employment opportunities? 
o What do you aspire to be? What would you like to be involved in? 
 How do you think this could be achieved? 
 Does your workplace provide/offer opportunities for you to achieve your 

aspirations? 
6. How do the Non-regulated workers get to have the roles they do? 

o What led you to your role in the Non-regulated workforce? 
o What skills and/or qualifications and/or networks do you think people need 

to become employed as Non-regulated workers? 
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7. What is the potential role of the Pacific Non-regulated worker?  
o What is your role as a Pacific Non-regulated worker?  

 Do you think this can be increased? Improved? 
 How do you think this can be increased? Improved? 
  

Zone Three – Impacts 
 
8. What impact does the Pacific Non-regulated workforce have on the Pacific 

community? 
o Is there a need for your service in the Pacific community? 
o Do you think your role helps Pacific peoples with health needs? 

 If yes, in what way does your role help Pacific peoples with health 
needs?  If No, Why not? 

o What does the Pacific Non-regulated workforce do for the Pacific 
population? 

o  What can the Pacific Non-regulated workforce do for the Pacific population? 
9. What are the needs of the service users? 

o What type of clients do you currently have? 
 Prompts – Demographics: male/female, age group, ethnicity, 

long/short term clients, types of illness/needs 
o What services does your organisation provide for clients?    

 Prompts – Mental healthcare, respite care, homecare, pickups etc 
o What services do you provide for your clients as an employee? 

 Prompts – Mental healthcare, respite care, homecare, pickups etc 
 Prompts – Job Description and duties that exceed expectations 

10. Are the needs of the service users being met? 
o Do you feel your services help your client(s)? 
o How does your role as _________ help your client(s)? 

 Prompt – Do you perceive any health gains? (Physical, mental, 
spiritual) 

11. What is the impact of current policies on the Pacific Non-regulated workforce? 
o Are you aware of any policies that exist on the Pacific Non-regulated 

workforce? 
 If YES, what impact(s) do these have your role? 
 E.g. do they help define your role, do they restrict/extend your 

abilities etc 
 If NO, do you think that policies are needed and what kinds of 

policies?  
 
Zone Four – Barriers and Enablers 
 
12. What are the barriers that affect workforce progression? 

o In terms of workforce development what do you think are the barriers to 
progression? 
 Prompts – job descriptions (lack of?), supervision (cultural, clinical) 

13. Is there anything that you think has held back/inhibited your development? 
 Prompts – finances, opportunities for upskilling, time off for training etc 
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14. What are the enablers that affect workforce progression? 
o In terms of workforce development is there anything that has or could 

enable workforce progression? 
o What do you think has helped workforce development? 

15. What are the needs of the Pacific Non-regulated workforce? 
o What do Pacific Non-regulated workers require to progress? 
o How can the role of Pacific Non-regulated workers be improved? 

16. If you work as a member of a health team, do you feel you are a valued 
member? 
o How do you contribute to your team? 
o How are you made to feel valued? 

17. What structures must be put in place to support the workers of the future? 
 
18. What resources do you think need to be put in place for Pacific Non-regulated 

workers to effectively develop and serve the needs of their clients? 
o E.g. funding, training, supervision etc 

 
Zone Five – Workforce Model 
 
19. Are you aware of any workforce model(s) that currently exist? 

 If Yes, 
o Which workforce model(s) do you use? 
o How effective are/is the workforce model(s) for current Non-

regulated workers? 
o How could this/these model(s) be improved? 

 If No,  
o What would do you think a workforce model would 

include/require/need? 
20. Is there anything else you would like to mention/discuss in regard to Pacific 

Non-regulated workers and workforce? 
 

Thank you for your time! 
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Appendix 8: Qualitative Questionnaire Schedule – For 
Managers 
 
Introduction 
Thank you for agreeing to take part in this research.  Before we get to the questions, 
I need to go over some information with you. 
GO THROUGH PARTICIPANT INFORMATION SHEET AND CONSENT FORM 
If you’re ready to start I will switch on the recorder and begin my questions 
 
Zone One – Stock Take 
 
1. What are your thoughts on the Pacific Non-regulated workforce?  

o E.g. what do you think the Pacific Non-regulated workforce does?   
2. Who do you think makes up the Non-regulated workforce? 

o Prompts - Age, Gender, Island born vs. NZ born, qualified/unqualified 
3. How would you define the Pacific Non-regulated workforce? 
4. What are the main characteristics of this workforce? 
 
Zone Two – Developmental Pathways 
 
5. What leads people to do the work they do? 

o How do people become involved in this type of work? 
o How long do you think people remain employed in this type of work? 
o What experience/training/qualifications do think is required before 

embarking on a Non-regulated worker health role?  
 Prompt – NZ recognised qualifications and/or qualifications received and 

recognised in the Pacific Islands 
6. What are the possibilities for the future? 

o What other careers or employment opportunities do you think exist for Non-
regulated workers? 
 How do you think this/these could be achieved? 

7. How do the Non-regulated workers get to have the roles they do? 
o What leads people into their roles in the Non-regulated workforce? 
o What skills and/or qualifications and/or networks do you think people need 

to become employed as Non-regulated workers? 
8. What is the potential role of the Pacific Non-regulated worker?  

 Do you think the current role of Non-regulated workers can be 
increased? Improved? 

 How do you think this can be increased? Improved? 
 
Zone Three – Impacts 
 
9. What impact does the Pacific Non-regulated workforce have on the Pacific 

community? 
o Is there a need for Non-regulated workers services in the Pacific community? 
o Do you think the Pacific Non-regulated workforce helps Pacific peoples with 

health needs? 
10. What can/does the Pacific Non-regulated workforce do for the Pacific 

population? 
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11. What are the needs of the service users? 
o What type(s) of clients do you currently have? 
o What services do the Non-regulated workers employed by you provide for 

your clients? 
12. Are the needs of the service users being met? 

o Do you feel your services help your client(s)? 
o How does your role as _________ contribute to the Pacific Non-regulated 

workforce to help your client(s)? 
13. What is the impact of current policies on the Pacific Non-regulated workforce? 

o Are you aware of any policies that exist on the Pacific Non-regulated 
workforce? 
 If YES, what impact(s) do these have your Pacific Non-regulated 

employees? 
 E.g. do they help define roles, do they restrict/extend abilities etc 
 If NO, do you think that policies are needed and what kinds of 

policies?  
 
Zone Four – Barriers and Enablers 
 
14. What are the barriers that affect workforce progression? 

o In terms of workforce development what do you think are the barriers to 
progression? 
 Prompts – job descriptions (lack of?), supervision 

15. Is there anything that you think has inhibited the development of the Non-
regulated workers employed by you? 
 Prompts – finances, opportunities for upskilling, time off for training etc 

16. What are the enablers that affect workforce progression? 
o In terms of workforce development is there anything that has or could 

enable workforce progression? 
17. What are the needs of the Pacific Non-regulated workforce? 

o What do Pacific Non-regulated workers require to progress? 
o How can the role of Pacific Non-regulated workers be improved? 

18. What structures must be put in place to support the workers of the future? 
19. What enablers do you think need to be put in place for Pacific Non-regulated 

workers to effectively develop and serve the needs of their clients? 
 
Zone Five – Workforce Model 
 
20. What workforce model(s) currently exist? 
21. Are you aware of any workforce model(s) that currently exist? 

 If Yes, 
o How effective are/is the workforce model(s) for current Non-

regulated workers? 
o How could this/these model(s) be improved? 

 If No,  
o What would do you think a workforce model would 

include/require/need? 
23. Is there anything else you would like to mention/discuss in regard to Pacific 

Non-regulated workers? 
Thank you for your time! 
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Appendix 9: Participant Information sheet – For PNR Workers 
 
 
Pacific Health 
School of Population Health 
 
 
 
Insert date 2007 
 
 
 
 
 

Participant Information Sheet 
For Individual Interviews 

 
Title:  Workforce Development:  A Study of Pacific Non-regulated Workers 
 
To:  The participant (Pacific Non-regulated workers) 
 
Researchers:  Principal Investigator, Ms. Lana Perese, Ext 86723,  

Email: l.perese@auckland.ac.nz 
Associate Professor Colin Tukuitonga, Ext 86554 
Ms. Analosa Ulugia-Veukiso, Ext  84845 
Ms. Kathleen Seataoai Samu, Ext 84845  
 

What is the purpose of the study? 
This project is co-funded by the Ministry of Health and the Health Research Council of 
New Zealand to investigate the characteristics and constructs of the Pacific Non-
regulated health workforce in New Zealand. 
 
Developing the Non-regulated workforce has been identified as an immediate priority 
for building Pacific health workforce capacity since health inequalities, disparities and 
negative health status is disproportionately represented amongst Pacific peoples in New 
Zealand and the increasing demand for Pacific health workers is not currently being met 
by the existing Pacific labour market.  Despite this, there remains a paucity of 
information and literature on the Pacific Non-regulated workforce.   The purpose of this 
study is to develop this knowledge base and identify mechanisms to increase the 
capacity and capabilities of this workforce as a means of addressing and reducing the 
inequalities of health for Pacific communities. 
 
This proposed research focuses on the Pacific Non-regulated workforce in New Zealand.  
It aims to examine the characteristics and constructs of this workforce and explore 
current and potential roles, effectiveness, impacts, developmental pathways, barriers 
and enablers, future options, and the requirements needed to ensure high quality 
services from this workforce.  Accordingly, the central theme of this study is to 
recommend means by which to improve the effectiveness of the Pacific Non-regulated 
workforce to meet the health needs of the Pacific population in New Zealand.       
 

 
 

The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
85 Park Road, Grafton 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86723 
Facsimile: 64 9 373 8751 
Email: l.perese@auckland.ac.nz 

Appendix 9: Qualitative Participant Information Sheet 
     - For PNR Workers

195Workforce Development - Technical Report

PH Tech Rep_40.indd   195 14/05/2009   2:23:46 p.m.



224

 
 
Invitation to participants 
You are invited to take part in this research project.  Participation involves one face-to-
face interview, taking approximately 60 minutes.  This interview will be tape-recorded 
and written transcripts will be made from the tape-recording.  We will meet at your 
place of work or alternative location that is convenient to you at a time that is also 
convenient.  We are interested in discussing your views on the Pacific Non-regulated 
workforce and what you consider might improve the effectiveness of this workforce on 
health outcomes. 
 
Keeping what you share safe 
Your assistance in this matter is greatly appreciated and anonymity is promised.  The 
audio tapes and written transcripts will not be marked with your real name – a 
pseudonym will be used instead – and this material and all other information you give 
us will be kept strictly confidential.  If the information you provide is reported or 
published, this will be done in a way that does not identify you as its source. 
 
Please note that you do not have to take part in this interview if you do not feel 
comfortable and that you can refuse to answer any particular question, have the 
recorder turned off, or the interview stopped at any time.  Agreement to participate is 
voluntary and you may withdraw from the process at any time and ask any questions 
about the research at any time during participation.  You have the right to edit the 
transcript of your interview.  You have the right to withdraw your information/data up 
to 31 January 2008.  If  you decide to withdraw part way through the process you do not 
have to give a reason, and any information you have supplied us with will not be used in 
the research and will subsequently be destroyed.  Participation/non-participation in the 
project will not affect your employment status.  .   
 
The researchers are intending to keep the data for up to six years after this research.  
During this period, the data will be kept by Lana Perese in a locked cabinet on University 
premises.  After this period, the data from interviews will be destroyed by shredding. 
 
Research findings will be outlined in a comprehensive report to the Ministry of Health 
and the Health Research Council of New Zealand for wider distribution.  
Payment/koha/mealofa will be offered to participants for any travel expenses incurred 
in this research. 
 
What are the discomforts and risks? 
There should be no discomforts or risks in your participation in this research.  However, 
if you feel uncomfortable talking about employment related issues or experience any 
distress about your participation in the interviews, please advise the research 
interviewer and/or team who are able to refer you on to services that can help. 
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Any Questions? 
If you have any queries or wish to know more please contact the principal investigator, 
Lana Perese, or any of the researchers on the above contact details. 
You may wish to contact the Head of Department: 
Associate Professor Colin Tukuitonga 
Pacific Health Section, School of Population Health, The University of Auckland 
Phone: (09) 3737599 Ext 86554 
Email: c.tukuitonga@auckland.ac.nz 
Or for any queries regarding ethical concerns please contact: 
The Chair, The University of Auckland Human Participants Ethics Committee, The 
University of Auckland, Office of the Vice Chancellor, Private Bag 92019, Auckland 
Phone: (09) 3737999 Ext 87830 
 
“APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 
COMMITTEE ON 20/06/07 FOR 3 YEARS FROM 11/07/07, REFERENCE NUMBER 
2007/185” 
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Appendix 10: Participation Information Sheet – For Managers 
 
 
Pacific Health 
School of Population Health 
 
 
 
Insert date 2007 
 
 
 
 
 

Participant Information Sheet 
For Individual Interviews 

 
Title:  Workforce Development:  A Study of Pacific Non-regulated Workers 
 
To:  The participant (Manager of Pacific Non-regulated workers) 
 
Researchers:  Principal Investigator, Ms. Lana Perese, Ext 86723,  

Email: l.perese@auckland.ac.nz 
Associate Professor Colin Tukuitonga, Ext 86554 
Ms. Analosa Ulugia-Veukiso, Ext  84845 
Ms. Kathleen Seataoai Samu, Ext 84845  
 

What is the purpose of the study? 
This project is co-funded by the Ministry of Health and the Health Research Council of 
New Zealand to investigate the characteristics and constructs of the Pacific Non-
regulated health workforce in New Zealand. 
 
Developing the Non-regulated workforce has been identified as an immediate priority 
for building Pacific health workforce capacity since health inequalities, disparities and 
negative health status is disproportionately represented amongst Pacific peoples in New 
Zealand and the increasing demand for Pacific health workers is not currently being met 
by the existing Pacific labour market.  Despite this, there remains a paucity of 
information and literature on the Pacific Non-regulated workforce.   The purpose of this 
study is to develop this knowledge base and identify mechanisms to increase the 
capacity and capabilities of this workforce as a means of addressing and reducing the 
inequalities of health for Pacific communities. 
 
This proposed research focuses on the Pacific Non-regulated workforce in New Zealand.  
It aims to examine the characteristics and constructs of this workforce and explore 
current and potential roles, effectiveness, impacts, developmental pathways, barriers 
and enablers, future options, and the requirements needed to ensure high quality 
services from this workforce.  Accordingly, the central theme of this study is to 
recommend means by which to improve the effectiveness of the Pacific Non-regulated 
workforce to meet the health needs of the Pacific population in New Zealand.       

 
 

The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
85 Park Road, Grafton 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86723 
Facsimile: 64 9 373 8751 
Email: l.perese@auckland.ac.nz 
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Invitation to participants 
This research project aims to recruit between 10 and 20 Pacific Non-regulated health 
workers, and up to 10 Managers. 
 
You are invited to take part in this research project.  Participation involves one face-to-
face interview, taking approximately 60 minutes.  This interview will be tape-recorded 
and written transcripts will be made from the tape-recording.  We will meet at your 
place of work or an alternative location that is convenient to you at a time that is also 
convenient.  We are interested in discussing your views on the Pacific Non-regulated 
workforce and what you consider might improve the effectiveness of this workforce on 
health outcomes. 
 
Your organisation is also invited to take part in this research project.  Participation 
involves a separate face-to-face interview taking approximately 60 minutes with Pacific 
Non-regulated workers within your organisation.  These interviews will be tape-
recorded and written transcripts will be made from the tape-recording.  We will meet at 
a location that is convenient to your employees at a time that is also convenient.  We 
are interested in discussing your employee’s views on the Pacific Non-regulated 
workforce and what your employees consider might improve the effectiveness of this 
workforce on health outcomes. 
 
Keeping what you share safe 
Your assistance in this matter is greatly appreciated and anonymity is promised.  The 
audio tapes and written transcripts will not be marked with your real name – a 
pseudonym will be used instead – and this material and all other information you give 
us will be kept strictly confidential.  If the information you provide is reported or 
published, this will be done in a way that does not identify you as its source. 
 
Please note that you do not have to take part in this interview if you do not feel 
comfortable and that you can refuse to answer any particular question, have the 
recorder turned off, or the interview stopped at any time.  Agreement to participate is 
entirely voluntary and you may withdraw from the process at any time and ask any 
questions about the research at any time during participation.  You have the right to 
edit the transcript of your interview.  You have the right to withdraw your 
information/data up to 31 January 2008.  If  you decide to withdraw part way through 
the process you do not have to give a reason, and any information you have supplied us 
with will not be used in the research and will subsequently be destroyed.  Withdrawing 
from the project will not affect your term of employment.   
 
Your permission for access to the Pacific Non-regulated workers employed by your 
organisation is also greatly appreciated, however, this does not indicate that you as the 
employer can give permission on the behalf of the employee to participate, withdraw or 
be recorded in any way.  You cannot withdraw the information of your employees but 
you can withdraw the participation of your organisation.   
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Please note that your employee(s) do not have to take part in this interview if they do 
not feel comfortable and that they can refuse to answer any particular question or have 
the recorder turned off at any time.  Agreement to participate is entirely voluntary and 
they may withdraw from the process at any time and ask any questions about the 
research at any time during participation.  Your employee(s) have the right to edit the 
transcript of their interview.  Your employee(s) have the right to withdraw their 
information/data up to 31 January 2008.  If  they decide to withdraw part way through 
the process they do not have to give a reason, and any information they have supplied 
us with will not be used in the research and will subsequently be destroyed.  The 
researchers will seek a guarantee from the Managers that participation/non-
participation in the research will not affect their employment status.   
 
The researchers are intending to keep the data for up to six years after this research.  
During this period the data will be kept by Lana Perese in a locked cabinet on University 
premises.  After this period the data from interviews will be destroyed by shredding. 
 
Research findings will be outlined in a comprehensive report to the Ministry of Health 
and the Health Research Council of New Zealand for wider distribution.  
Payment/koha/mealofa will be offered to participants for any travel expenses incurred 
in this research. 
 
What are the discomforts and risks? 
There should be no discomforts or risks in your participation in this research.  However, 
if you feel uncomfortable talking about employment related issues or experience any 
distress about your participation in the interviews, please advise the research 
interviewer and/or team who are able to refer you on to services that can help. 
 
Any Questions? 
If you have any queries or wish to know more please contact the principal investigator, 
Lana Perese, or any of the researchers on the above contact details. 
You may wish to contact the Head of Department: 
Associate Professor Colin Tukuitonga 
Pacific Health Section, School of Population Health, The University of Auckland 
Phone: (09) 3737599 Ext 86554 
Email: c.tukuitonga@auckland.ac.nz 
Or for any queries regarding ethical concerns please contact: 
The Chair, The University of Auckland Human Participants Ethics Committee, The 
University of Auckland, Office of the Vice Chancellor, Private Bag 92019, Auckland 
Phone: (09) 3737999 Ext 87830 
 
“APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 
COMMITTEE ON 20/06/07 FOR 3 YEARS FROM 11/07/07, REFERENCE NUMBER 
2007/185” 
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Appendix 11: Consent Form – For PNR Workers 
 
 
Pacific Health 
School of Population Health 
 
 
 
Insert date 2007 
 
 
 
 

 
CONSENT FORM 

For Individual Interviews (Pacific Non-regulated workers) 
 

Title:  Workforce Development:  A Study of Pacific Non-regulated Workers 
 
Researchers:  Principal Investigator, Ms. Lana Perese, Ext 86723,  

Email: l.perese@auckland.ac.nz 
Associate Professor Colin Tukuitonga, Ext 86554 
Ms. Analosa Ulugia-Veukiso, Ext  84845 
Ms. Kathleen Seataoai Samu, Ext 84845  
 

This Consent Form will be stored for six years in a locked cabinet, separate from data, on 
University premises, before it is destroyed. 
 
I have read the Information Sheet and have had the details of the research explained to 
me.  My questions have been answered to my satisfaction, and I understand I may ask 
further questions at any time.  I understand I have the right to decline to answer any 
particular question. 
 
I understand that the interview will be tape-recorded and that a written transcript of 
the interview will be made from this tape.  I understand that the recorder can be turned 
off at any time.  I understand that the research tapes and full transcripts will be marked 
with a pseudonym and not my name, and that they will be kept strictly confidential.  I 
agree to provide information to the researcher on the understanding that my name will 
not be used. I understand that I have the right to edit the transcript of my interview. 
 
 
 
 
 
 
 
 
 
 

 
 

The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
85 Park Road, Grafton 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86723 
Facsimile: 64 9 373 8751 
Email: l.perese@auckland.ac.nz 
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I agree that anything that I say in the interview may be quoted or cited in presentation, 
reports or publications arising from this research.  Such quotations will be anonymous, 
with any potentially identifying details changed.  I reserve the right to stipulate certain 
areas of conversation or details I talked about as not available to be used as part of the 
research findings.   
 
 
 
 
 
I understand that I am free to withdraw from the research at any time without giving a 
reason and that I have the right to withdraw my information/data up to 31 January 
2008. 
 
I understand that a report of research findings will be sent to the Ministry of Health 
(MoH) and the Health Research Council of New Zealand. 
 
I agree to take part in this research under the conditions set out in the Information 
Sheet. 
 
Signed: 
 
Name: 
 
Date: 
 
“APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 
COMMITTEE ON 20/06/07 FOR 3 YEARS FROM 11/07/07, REFERENCE NUMBER 
2007/185” 
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Appendix 12: Consent Form – For Managers  
 
 
Pacific Health 
School of Population Health 
 
 
 
Insert date 2007 
 
 
 
 

 
CONSENT FORM 

For Individual Interviews (Manager of Pacific Non-regulated workers) 
 

Title:  Workforce Development:  A Study of Pacific Non-regulated Workers 
 
Researchers:  Principal Investigator, Ms. Lana Perese, Ext 86723,  

Email: l.perese@auckland.ac.nz 
Associate Professor Colin Tukuitonga, Ext 86554 
Ms. Analosa Ulugia-Veukiso, Ext  84845 
Ms. Kathleen Seataoai Samu, Ext 84845  
 

This Consent Form will be stored for six years in a locked cabinet, separate from data, on 
University premises, before it is destroyed. 
 
I have read the Information Sheet and have had the details of the research explained to 
me.  My questions have been answered to my satisfaction, and I understand I may ask 
further questions at any time.  I understand I have the right to decline to answer any 
particular question. 
 
I understand that the interview will be tape-recorded and that a written transcript of 
the interview will be made from this tape.  I understand that the recorder can be turned 
off at any time.  I understand that the research tapes and full transcripts will be marked 
with a pseudonym and not my name, and that they will be kept strictly confidential.  I 
agree to provide information to the researcher on the understanding that my name will 
not be used.  I understand that I have the right to edit the transcript of my interview. 
 
I agree that anything that I say in the interview may be quoted or cited in presentation, 
reports or publications arising from this research.  Such quotations will be anonymous, 
with any potentially identifying details changed.  I reserve the right to stipulate certain 
areas of conversation or details I talked about as not available to be used as part of the 
research findings.   
 
I understand that I am free to withdraw from the research at any time without giving a 
reason and that I have the right to withdraw my information/data up to 31 January 
2008. 

 
 

The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand,  
 
85 Park Road, Grafton 
www.health.auckland.ac.nz 
 
Telephone: 64 9 373 7599 extn 86723 
Facsimile: 64 9 373 8751 
Email: l.perese@auckland.ac.nz 
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I understand that a report of research findings will be sent to the Ministry of Health 
(MOH) and the Health Research Council of New Zealand. 
 
I agree to take part in this research under the conditions set out in the Information 
Sheet. 
 
I agree to the research accessing Pacific Non-regulated worker(s) employed within this 
organisation for the purposes of this research.  I understand that I cannot give 
permission on behalf of these employees to participate.  I give my assurance that 
participation/non-participation in the research will not affect the employment status of 
my employees. 
 
Signed: 
 
Name: 
 
Date: 
 
“APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 
COMMITTEE ON 20/06/07 FOR 3 YEARS FROM 11/07/07, REFERENCE NUMBER 
2007/185” 
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