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Our purpose 
Our PHN works in partnership with local community organisations, healthcare professionals, regional hospital and health 
services, state and federal governments and the public, private and not-for-profit sectors to support and influence a 
high-quality health system.  

Our key objectives are to:  

• Increase the efficiency and effectiveness of medical services, particularly for those most vulnerable in 
community. 

• Improve coordination of care ensuring patients receive the right care in the right place at the right time.  

We do this by:  

• System coordination and integration: reducing fragmentation and enhancing coordinated, integrated care by 
working collaboratively across services and sectors. 

• Regional commissioning: bridging the jurisdictional, hospital-community-primary and cross-sector divides 
through collaborative commissioning with a focus on the primary healthcare system. 

• Primary care system stewardship and management: progressively improving system quality, access and equity. 

• Primary healthcare education, training and workforce development: building the general practice/primary care 
workforce of the future. 

• Health system transformation and reform: progressing agreed system reform objectives. 

Our goals 
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Our behavioural charter 
This behavioural charter represents a shared commitment from all staff to improving the future ways of working at 
Darling Downs and West Moreton PHN. The purpose of this charter is to outline the behaviours and actions expected by 
leaders and all staff across the PHN. 

 

Collaboration 

 

Innovation 

 

Integrity 

 
• I will actively look for 

opportunities to collaborate 
across both offices, teams  
and functions. 

• I will embrace diverse views 
and opportunities to work in 
new ways. 

• I will contribute to creating an 
enjoyable environment  
for others. 

 
• I will balance the use of data 

with the human elements of 
effective service delivery. 

• I will be flexible and adaptable 
to new ways of working. 

• I will support others to cope 
with ambiguity and uncertainty 
by being positive. 

 
• I will self-reflect regularly on 

my contribution to being a high 
performing PHN team member. 

• I will be authentic and honest 
with care in my interactions 
with others. 

• I will demonstrate vulnerability 
and admit when I do not have 
all the answers. 

 

Transparency 

 

Accountability 

 

Respect 

 
• I will acknowledge mistakes as 

a learning experience for 
myself and others. 

• I will be clear and concise with 
ownership when explaining 
decisions to my peers and each 
other. 

• I will openly share information 
and knowledge. 

 
• I will be open and willing to 

accept feedback and view it as 
a way to reflect and learn. 

• I will behave in an ‘above the 
line’ manner, demonstrating 
ownership, accountability, and 
responsibility for my actions 
and our collective 
responsibilities. 

 
• I will acknowledge the 

concerns of my peers and 
support them through change. 

• I will respond to others in a 
timely manner. 

• I will be polite and considerate 
of others and welcoming of all 
views. 
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Our approach 
At our PHN – ‘commissioning is everyone’s business’. Taking a broader, strategic approach involves much more than 
procurement. It’s about how, as commissioners, we reshape the health system to improve population health through 
focusing on four core aims of healthcare, which include: 

• Enhancing the patient’s experience of care. 

• Improving provider satisfaction. 

• Ensuring sustainable cost. 

• Improving quality and population outcomes. 

Person-centred care and the Bunya family 
Fundamentally, what we do is person-centred. Our person-centred approach ensures people who access health system 
supports and services, including carers and close supporters, are the experts of their personal health situation and need 
to be at the centre of our planning and commissioning decision-making. Our person-centred approach delivers care and 
support in partnership with the community to achieve the best outcomes for the community. This approach attempts to 
address the traditional power dynamic of system versus beneficiary to one where commissioners, providers and 
communities are equal system partners and we will look to patient experience measures to test its effectiveness. 

Our PHN has implemented the ‘Bunya Family´ as a scenario planning tool. The Bunya Family comprises a number of 
avatars of family members who represent ‘real life’ scenarios within the South Burnett. The use of the Bunya Family is 
based on the Welsh model of the ‘Jones Family’ which used the family to steer conversations away from territoriality and 
toward improving patient care. 
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Our commissioning levers 
To deliver on the core aims of healthcare and move our local health system towards sustainable models of care, we 
need to employ a range of change levers that builds system leadership, enhances primary care capability, and engages 
community, clinicians and consumers. 

 

Rebbeck, 2017, Rebbeck Consulting <Rebbeck.com>  
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Our commitment to place-based and person-centred commissioning 
Place-based commissioning is a core mechanism to leverage community and clinical engagement. This nuanced 
approach recognises, embraces and responds to the unique social and environmental factors at a local and regional level 
and recognises that ‘one size does not fit all’. Our place-based approach targets the specific circumstances of a 
community or group, engages local people and service providers as active participants in the identification of issues and 
challenges, and shared decision making around the development and implementation of solutions. Importantly, our 
approach involves all partners collaborating to improve health and wellbeing, rather than a focus on separate 
organisations and structures (i.e., ‘siloes’) and looks to longer term, sustainable solutions. 

 

 

 

 

 

Hambleton, D, 2021, South Tyneside Clinical Commissioning Group <England.nhs.uk/author/dr-david-hambleton/> 

Transformational change 
Core to our evolution is co-production, which includes the co-design and co-evaluation of service delivery. Co-design 
brings together the right stakeholders in a coordinated program to improve services. Importantly, this requires a 
willingness amongst partners to listen to ideas and feedback that may be different to what was expected. 

A critical success factor will be the establishment of robust relationships across traditional sector boundaries in 
collaborative and integrative ways, with partners who contribute to health and social care (such as hospital and health 
services, local government, housing, employment, community services, and family and social supports) to tailor and 
implement solutions that respond uniquely to a place.  

Our commitment to place-based and person-centred approaches is long-term – transformational change cannot happen 
overnight. With longer term commitment to investing resources and working in partnership with communities we believe 
we have the right foundations for transformational and sustainable change. 

Louise Litchfield
Tamara – could you please clean this up for me? You are definitely safe in your role!
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Our theory of change 
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Our PHN commissioning function 
‘Commissioning’ as a PHN function, is best explained as a continual and iterative cycle involving the development and 
implementation of services based on needs assessment, planning, co-design, procurement, monitoring and evaluation. 
Commissioning encompasses this full range of activities; it is not simply the procurement of services. 

It is depicted in the following graphic: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Brian Kurth
Should this be investment, to be consistent with the diagrams and descriptions below?

With our broader concept of commissioning, the process may not always result in procurement?

However, for DOH, and in their diagram below, they see commissioning as a method of procurement.
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Our commissioning principles 
Our PHN commissioning principles outline the values our organisation considers when undertaking a commissioning 
process, underpinned by the importance of working collaboratively with our stakeholders. 

1. Understand the needs of the community by engaging and consulting with consumers, carers and close 
supporters, providers, peak bodies, community organisations and other funders alongside other relevant 
sources of evidence and data.  

2. Enable innovation by focusing on the outcomes and impact we aim to achieve rather than restrict through 
prescriptive input and activity-based models.  

3. Apply a place-based approach which targets investment in areas of disadvantage where the need is greatest to 
enhance parity of access and impact across the region.  

4. Lead a person-centred culture by actively engaging people with lived experience in co-designing, co-producing 
and co-evaluating approaches and solutions throughout the commissioning cycle.  

5. Invest in building the capacity of community and service providers to take them on the journey with us. 

6. Ensure procurement and contracting processes are fair, transparent, and accountable by implementing the most 
appropriate approaches aligned with our Health Needs Assessment (HNA) and market analysis, rigorous risk 
assessment and due diligence processes, and investing in ongoing systems development to increase efficiency 
and enhance auditability.  

7. Build partnerships and elevate integration and collaborative approaches across sector boundaries that respond 
to the complexity of our region, consider the whole system and help us to achieve transformational change 
through a culture of trust and reciprocity.  

8. Drive efficiency and value for money through effective prioritisation of investment, procurement, and proactive 
monitoring, support, and evaluation.  

9. Prioritise accessibility and responsiveness throughout engagement, planning, design, capacity building, 
procurement, monitoring, and evaluation with a focus on vulnerable groups and populations. 
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Our Localised Commissioning Cycle 
 

 

 

 

 

 

 

 

 

 

 

 

 

Click here to download > 

https://www.ddwmphn.com.au/uploads/banner_images/Commissioning-Framework_Final.pdf
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Our PHN’s Localised Commissioning Cycle incorporates the principles of a Results Based Accountability Framework to focus 
our PHN on making a difference. We do this by asking ourselves four fundamental questions throughout the commissioning 
process:  

1. What is the problem we are trying to solve? (Need and strategy) 

Understanding need, or defining the problem, is fundamental to the commissioning cycle. To target investment towards 
priority places and to a ensure balanced regional approach, a deep understanding of the region’s health ‘problems’ or 
‘need’ is critical. To do this, we can draw on a range of information and resources. 

Local health intelligence 

Using a place-based Community Development Engagement Framework our PHN provides community members and 
stakeholders (consumers, health service providers, local government, and others) with a framework for identifying and 
responding to local needs and improving social, emotional, and physical wellbeing in a particular location. The 
information gathered through this PHN lead process provides nuanced, local insights into health need and service gaps, 
which informs the commissioning cycle. 

Consumer and provider voice 

We engage with community members, healthcare providers and their workforce, hospital, and health services, councils, and 
universities to ‘ground-truth’ to data. Members of our Board as well as our Clinical Council and Community Advisory 
Committees provide expert advice, and we have established networks throughout our region who are able to tell it like it is. 

Data and analytics 

We have access to a comprehensive range of data and dataset, both regional and national. Our in-house Data and 
Analytics team support us in finding meaning and insights from data to inform health needs and what we need to focus 
on to improve health outcomes for our communities. 

Health Needs Assessment 

Our PHN Health Needs Assessment (HNA) identifies the health priorities and opportunities for our region. It is an 
integrative, ongoing process that brings together information from the community, local health services and workforce, 
to provide a clear picture of health need and gaps in service delivery. It helps us understand how we can help improve 
the health of people living in our region. This includes programs and services that can provide people with the right care, 
in the right place, at the right time.  

Our 10 community-driven priorities for the region have been identified through a rigorous process of research and 
community-facing consultation, focused around the seven national PHN priority areas: Aboriginal and Torres Strait Islander 
health, aged care, alcohol and other drugs, digital health, health workforce, mental health, and population health.  

Alignment with Strategic Plan  

Ensuring alignment with our PHN’s Strategic Plan seeks to optimise our finite resource and identify other levers to drive 
the greatest impact on population health in our region. Rather than spread our resources thinly, limiting our ability to 
drive transformational change or have any sustainable impact, resources are aligned to priority populations, places, and 
systems, concentrating our efforts so that the greatest impact can be achieved. 

Departmental obligations 

Our PHN is funded by the Commonwealth Government. Funding is aligned with the seven national priority areas and 
comes with parameters, reporting obligations and expected outcomes. During the problem definition phase, our 
obligations to our funder must be properly considered. 
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2. What works and who needs to be involved? (Plan and design) 

Once the problem has been properly defined and determined to fit within our remit, the next step involves researching the 
evidence around what works to solve the problem and involving those stakeholders critical to the solution in the process.  

Program logic (Expected outcomes and evaluation)  

Our PHN uses program logic models to describe the activities it is commissioning and implementing. The development of 
a program logic and evaluation early in the commissioning cycle is critical to defining the desired outcome of a service or 
intervention and framing an evaluation framework to determine whether the service or intervention had an impact. The 
logic models illustrate how we anticipate program design will bring about change. Cascading down from our Strategic 
Plan and lifting locally identified need, the development of program logic models, during planning, ensures that we make 
explicit how we expect our activities to be implemented, what immediate and short-term outcomes we anticipate and 
how these contribute to medium-and long-term health system and population health outcomes.  

Service specifications 

The development of outcome-based specifications describes the purpose or function that a service or intervention must 
fulfill to meet the desired consumer outcomes. Ideally the program logic informs the service specifications. 

Specifications for solutions to the problems we are trying to solve are written in terms of the desired outcomes along 
with the capabilities needed to achieve them rather than as requirements regarding how things should be done. This 
affords the necessary flexibility to make design trade-offs so that overall outcomes are advanced rather than only the 
outputs of processes.  

Ensure specifications describe outcomes rather than prescription for how each might be achieved.  

• Describe the system in terms of capabilities and the performance needed to achieve and sustain desired 
outcomes. These should be measurable, realistic, sustainable, and verifiable. 

• Specify standards where applicable to indicate performance and compliance requirements. 

• Specify interactions and dependencies that the system will operate within. The system must be more than the 
sum of its parts and it must participate in the larger context in the same way. 

• Identify uncertainties related to the outcomes and capabilities. 

Ensure that all specifications have a value-based healthcare evaluation criteria that validates outcomes and measures 
success meaningful to the stakeholders. 

Co-design with consumers and partners 

Where possible and appropriate our PHN conducts planning and design in a collaborative and inclusive way through co-
design. This might involve other hospital and health services, and potential providers. Most importantly, consumers and 
close supporters (people with lived experience) representative of priority populations and places are involved in the 
development of the high-level service specifications and solutions.  

Co-design can occur around what will be commissioned based on intended results, through to detailed specifications of 
services or activities to be delivered. This would usually be followed by a procurement process, creating further 
opportunity for providers to innovate and build on the model in response to their unique contexts. 

Evidence based and data driven 

Co-design entails a process where our PHN design team researches the evidence and literature to identify interventions 
and models of care that have worked elsewhere, appraising the findings for quality and applicability to the local 
environment and then testing those potential models with consumers and key stakeholders.  

Market analysis 

‘Market analysis’ is a critical step in the development of service specifications and involves considering the range of 
activities and services available within our region, and the kinds of relationships that exist between them.  

Erica Newman
Is change this correct? This paragraph opening needed a little more context. 
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This helps us to understand market maturity, emerging trends, service saturation and gaps. In turn, this means we can 
further prioritise investment, reduce duplication, enhance efficiency, and identify opportunities for engagement to inform 
our procurement approach in the context of place.  

Our PHN is committed to building capacity of the sector to help shape the services landscape in response to assessed need.  

Our market analysis seeks to consider:  

• Location and reach – physical location and geographic reach (urban, regional, rural, remote) operating hours, 
modes of delivery such as locally based services, fly-in / out, outreach services and use of digital technology. 

• Utilisation – including measures of occasion and duration of service with considerations of under-utilisation, 
duplication and efficiency. 

• Accessibility and responsiveness – geographic, financial and cultural accessibility, eligibility criteria, access 
to specialists and secondary referred services and wait times. 

• Quality – relevant accreditations, consumer experience and satisfaction with the quality of provision, provider 
experience. 

3. How do we make it happen? (Deliver) 

Once we have defined the problem, researched the evidence, developed the program logic, identified and involved the 
key stakeholders, we need to consider and execute the plan through a decision to provide, partner or procure the 
service.  

Provide, partner or procure? 

Provide: In some instances, it may be appropriate for our PHN to lead an initiative. Such situations include where there 
is specific direction from the Department of Health (such as the provision of General Practice Support), or where the 
PHN is best-placed to deliver either through skills or relationships.  

Partner: Our PHN partners with another organisation to jointly lead an initiative or work towards a mutually beneficial 
and shared goal.  

Procure: When the design phase results in a new specification we may ‘approach the market’, which means providing an 
opportunity for providers to assess alignment with their own strategies and priorities, and to respond. As a 
commissioner, it opens opportunities to ‘test the market’, to reveal new or different providers and solutions. Although 
this approach is often specification based, the level of specificity would depend on context. Wherever possible we would 
enable flexibility to respond innovatively to the outcomes being sought.  

The approach is determined by several factors relevant to the specific context including: 

• Strength of the market and how developed the provider community is. 

• Size of procurement opportunity and the level of resource available. 

• Urgency and time available to stand up the initiative. 

• The service specifications. 

• The uniqueness or targeted specifications that require additional considerations. 

• The likely level of competition and contestability amongst the provider community. 

Our PHN may use a range of tools to go to market, including an expression of interest or request for tender process. 
Each selection process has regard for value for money, probity, confidentiality, ethics and fair dealing, accountability, 
and transparency. 

The selection process broadly involves: 

• Evaluation of eligible applications against the agreed evaluation criteria. 
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• Due diligence checks. 

• Moderation of independent scoring. 

• Other robust evaluation, including interviewing shortlisted applicants. 

• Formal notifications. 

• Negotiation. 

• Opportunities for feedback. 

• Contracting. 

Provider relationships, engagement, and monitoring 

A strong relationship between commissioners and providers is the ‘cornerstone’ of outcomes-based commissioning. 
Relationship management with providers is just as, if not more, important than the systems for effective contract 
management. Collaborate on solving minor issues and escalating major issues. 

Joint or co-commission 

Joint commissioning, or co-commissioning, means joining with other commissioners to fund or resource approaches, 
services, or outcomes where there is alignment in strategic priorities. The benefits of joint commissioning and pooling 
resources offers the potential to increase scale, depth or reach of approaches; and enhance an integrated systems-
approach to addressing local health and service needs. This may mean, as local commissioners, we collaborate with our 
Hospital and Health Service partners in the planning and implementation of service models that deliver better care 
outcomes. 

Stakeholder engagement – consumer/provider consultation 

We appreciate the determinants of health: Social, economic, physical, and individual are many and complex and means 
we cannot improve population health outcomes on our own. Therefore, we need partnerships across traditional sectoral 
boundaries to explore and commission solutions together. Our strategic planning therefore also seeks to identify 
opportunities to enhance our approach by working collaboratively towards shared goals with our partners. 
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Darling Downs and West Moreton PHN Stakeholder Engagement Framework 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Click here to download > 

  

https://www.ddwmphn.com.au/uploads/attachments/Darling-Downs-West-Moreton-PHN-Engagement-Framewwork_2022-08-08-074933_uaqy.pdf
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Service implementation 

This step involves the finalisation and execution of the necessary funding agreement and schedule between 
our PHN and provider/s required to get the service operating. Alternatively, dependent on the decision 
whether to partner/procure or provide, it may involve the formalisation partnership arrangements to 
implement a particular model of care or terms of reference to bring together key stakeholders around a 
particular issue.  

Coaching for outcomes 

Outputs are designed around the amount of activity being provided, whereas outcomes focus on the person 
receiving the service. Designing, delivering, and monitoring with a focus on achieving the desired outcomes 
drives value within the health system. It is contingent upon our PHN staff to work alongside our providers 
and/or partners to encourage a focus on outcomes.  

A focus on outcomes can contribute value by improving: 

• Health outcomes that matter to patients and the community. 

• Experiences of receiving care. 

• Experiences of providing care. 

• Effectiveness and efficiency of care. 

Using coaching as an approach to support provider development, which involves our PHN staff actively 
listening, challenging beliefs, and allowing providers to come up with their own solutions to be accountable 
and learn from mistakes. 

4. How will we know if we have made a difference? (Impact and value) 

System impact 

Impact measurement. Theory of change. Impact evaluation. Program logic. Outcomes measurement. These 
terms are bandied around a lot in our PHN and can be confusing or even intimidating for people. Impact 
measurement is about how our PHN demonstrates the results of our work. It’s about going beyond tracking 
what we and our providers ‘do’ (monitoring) and articulates the ‘so what’? 

At its heart, system impact measurement helps our PHN understand whether we are driving positive change. 
This is vitally important for all PHNs. By better understanding our impact, we can make decisions about which 
activities to start, enhance, stop, or change. 

In practice, impact measurement summarises the data collected throughout the lifecycle of an ‘initiative’ or 
‘service implementation’ to evidence our theory of change (program logic). It takes the logic of our theory of 
change and looks for ways to evaluate, back up and (ideally) prove change is happening on the ground and 
positively influencing our regional health system. 

Consumer feedback (PREMs and our PHN’s TALK ABOUT strategy) 

TALK ABOUT is a way for our PHN to ask consumers about their experience with healthcare in their 
community. We routinely ask consumers to TALK ABOUT what they think is working well and what they think 
could be done better. This process is augmented by a series of consumer led ‘kitchen table’ discussions 
around core topic areas.  

The valuable qualitative data gleaned through the TALK ABOUT strategy augments our HNA with a rich source of 
valuable information that provides local insights into our region’s health needs and service delivery gaps.  
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Patient-Reported Experience Measures (PREMs) gather information on patients’ views of their experience 
while they are receiving care or accessing a service. They indicate the quality of patient care received by a 
patient, although they do not measure it directly.  

Outcomes/evaluation  

Continuous monitoring of service delivery forms a basis for our PHN’s ongoing evaluation of programs and 
activities. This is a critical step to understand whether the activity or program has been implemented as 
intended and is likely to contribute to the desired performance, quality, and outcomes that we seek over the 
longer term. Programs and activities can be prioritised for evaluation by considering the size, strategic 
significance, and degree of risk of the activity or program.  

Once the purpose of the evaluation has been identified by stakeholders, the key questions and available 
resources can provide context for the evaluation design. The evaluation design, data collection tools and 
methods will focus the evaluation. A range of designs and methods can be applied to evaluation. Collecting, 
analysing and integrating both qualitative and qualitative data can enable evaluators to draw on the strengths 
of each approach and to explore diverse perspectives.  

Evaluation results provide us with information about whether the program or activity should be continued, 
expanded, modified, or discontinued. This information assists us to further understand regional needs, and 
how our programs and activities meet those needs. Monitoring and evaluation results can be used to engage 
and work within the healthcare system, with our providers and with local communities to continuously 
improve the services that we provide to ultimately improve health and wellbeing for everyone. 

Evaluation results will be noted in several ways from our regular reporting to government, to direct 
community and provider feedback (e.g. TALK ABOUT results), review of our Health Needs Assessment and 
input into our commissioning processes. 

Performance and evaluation framework 

Our PHN collates key performance indicators which are uniform across all PHNs as part of the National PHN 
Program Performance and Quality Framework and our localised PHN Performance and Outcomes Framework. 
This enables us to capture consistent, comparable, and measurable outputs and outcomes across the whole of 
our region. In addition, we develop other key performance indicators and metrics collaboratively, that are 
aligned to the approaches we take through joint commissioning, service provision, place-based and 
partnership opportunities.  

We establish and monitor process indicators and short-term outcomes across domains including access, 
appropriateness, fidelity, efficiency, consumer health, and program performance (such as consumer 
experience of care, cost efficiency and sustainability), viewed through the overarching lens of quality and 
safety. This information is considered in layers; at the individual provider level, at the program level and at 
the organisational level (all commissioned activity), in context of ‘place’, sub regionally and whole-of-region.  

Our PHN actively monitors key performance indicators and other metrics within programs and services against 
planned targets and accesses, analyses and responds to real time data throughout the commissioning cycle.  

This helps us to understand:  

• What is working well, so we can build on these aspects and share good practice. 

• Where there are challenges emerging, so we can provide proactive support to identify solutions and 
work through barriers. 

• Any gaps and opportunities, so that we can respond effectively.  
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Increasingly, in alignment with our place-based and partnership approaches, we provide aggregated data 
back to partners in relation to our collective place-based targets, which helps to focus our shared approaches 
and further our sense of mutual accountability. 

Monitoring is underpinned by formal quarterly reporting processes that include qualitative and quantitative 
data capture, analysis, reporting and consultation with our commissioned providers and partners. 

Cost/benefit analysis 

A cost benefit analysis is a process by which our PHN can analyse decisions, systems or projects, or determine 
a value for intangibles. It involves identifying the benefits of an action as well as the associated costs and 
subtracting the costs from benefits. When completed, a cost benefit analysis can yield concrete results that 
can be used to develop reasonable conclusions around the feasibility and/or advisability of a situation, model 
of care or service implementation. 
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