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Introduction: Primary care has strategic importance in Australia’s complex health system, attracting one-third of the country’s health
budget. Primary Health Networks (PHNs), established in 2015 to act as commissioners for non-hospital health and social care across
Australia, enable a more comprehensive health planning approach to identify and prioritise service gaps and commission appropriate
health services. Hence, building PHNs’ capability in health commissioning is critical to maximising health outcomes of the Australian
population.

Objective: This study was conducted to identify the skill development needs of PHNs employees to lead and manage commissioning,
and strategies to build commissioning capabilities across PHNs.

Methods: A multiphase mixed-method approach was used, including an anonymous online survey and two focus group discussions.
Results: The health commissioning practices of PHNs directly affect PHN staff’s confidence (Pearson’s r=0.484, p<0.001) and self-
perceived competence in their commissioning practices (Pearson’s r=0.335, p<0.001). This study confirms that systematic upskilling
commissioning among PHN employees, focusing on the commissioning cycle, complex healthcare environments, and data manage-
ment, is required to improve their capabilities. This highlights the importance of organisational support in strengthening the six key
factors for effective commissioning.

Discussion: The enhancement of PHNs’ capability in health commissioning should be centered around employees’ capability
building guided by the proposed PHN health commissioning capability building model. Organisation investment in performance
monitoring and enhancement, organisations’ multi-strategy approach towards internal support and development, and external learning
and development opportunities are the three key pillars.

Conclusion: Enhancing robust commissioning processes and strengthening leadership capabilities in health commissioning are
essential for PHNs to meet the evolving healthcare needs of the population. Effective commissioning requires skilled and confident
teams, systematic upskilling, organisational support, and strategic approaches to address challenges, deliver high-quality primary care,
and improve population health outcomes. Building PHNs’ commissioning capability requires a systematic and progressive skill
development approach that prioritises a staff-centred model.
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Introduction

Australia was ranked third in overall healthcare system performance among OECD countries by the Commonwealth
Fund in 2021."” Some proven advantageous features of the Australian health system include universal health care
coverage (Medicare), a mixture of public and private health insurance coverage, pharmaceutical benefit schemes, and
comparatively well-coordinated primary health.” Well-designed primary healthcare plays a key role in the provision of
continuation of care and support for chronic disease management and is also key to a resilient healthcare system that is
prepared for and responsive to crisis and challenges.” The funding and organisation of primary healthcare varies across

countries, such as the publicly funded but privately delivered system in the UK, publicly funded out-of-pocket from care
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recipients in Canada, mixed public and private provision in Australia, and primarily privately funded healthcare in the
US. A well-trained workforce is required for these systems to function and be sustainable. Identifying skill gaps aligned
with relevant core competencies ensures that the human resource aspect of each of these health systems operates to
deliver appropriate care and services regardless of the sector - private, public, tertiary, or primary care.

Primary Health Networks in Australia
In Australia, primary health care, provided by a mixture of public and private businesses for profit and non-profit entities,
includes care that is unrelated to hospital visits, such as medical services provided in general practice subsidised by
Medicare or publicly funded community health and social services, mental health and drug and alcohol services, and
maternal and child health services. In 2021-22, approximately 1/3 of the overall health spending was on primary health
care.” The Primary Health Networks were established in 2015 to address a number of challenges facing the the Australian
primary care. These challenges included the complexity of funding arrangements and difficulties in the coordination of
multilevel service providers, which signified a fragmented system that was difficult for consumers to navigate and
access.” To streamline non-hospital-based health services, enhance care coordination, and improve the effectiveness and
efficiency of primary health care tailored to the needs of the community, 31 Primary Health Networks (PHN) were
established across Australia in July 2015. Primary Health Networks are independent nonprofit organisations funded by
the Australian Government.®” Primary Health Networks have a remit to act as services commissioners, meaning that
unless significant market failure exists, they ‘do not provide health services but use a comprehensive health planning
approach to identify and prioritise service gaps, and to commission appropriate health services’® in the respective
catchment areas.

Primary Health Network commissioning across Australia is guided by the Commissioning Framework (https://www.
health.gov.au/our-work/phn/what-PHNs-do) established by the Australian Government Department of Health and Aging

(DoHAC) to ensure approaches adopted for the PHN program deliver ‘consistent, comparable and measurable outputs
and outcomes’.” This framework has guided the development of commissioning frameworks adopted by individual PHN
such as in Figure 1, a commissioning framework (https://thephn.com.au/what-we-do/commissioning-2) developed by the
Hunter New England and Central Coast PHN — one of the largest PHNs in Australia. The ability of PHNs in fully
implemented each dimension such as need assessment, annual planning, and prioritising, monitoring and evaluating

commissioning activities is crucial to achieving health outcomes for the population that they serve. Assessing and
prioritising local primary health needs is the fundamental first step of the commissioning cycle which provides evidence
to guide PHN’s in determining the type of services and associated outcomes needed, by which service providers and how
such services should be funded. Hence, effective stakeholder partnerships and engagement are critical to commissioning
health and social care.

Based on assessed and prioritised health needs, PHN commissioning focuses on three primary functions: 1) coordi-
nating and integrating local health care services, 2) commission primary care services, and 3) building the capacity of
local primary care service providers.'® Primary Health Networks commission local service providers to deliver services
in a number of areas, such as mental health and suicide prevention, alcohol and other drugs, health services in aged care,
Aboriginal and Torres Strait Island health, health workforce, emergency response, domestic, family, and sexual violence
support, and medical urgent care.'' As an integral part of the health system, PHNs’ success rely on how well they work,
how well they commission primary health services, and how well they work with other parts of the health system.
Essential to this is the skills and structures in place to recruit, train, and build on the core competencies of the PHNs’ own
workforces.

Health and Social Care Commissioning and Its Success

Commissioning initially emerged in the UK in the 1980s; like contracting, it has become a common model for engaging
healthcare organisations in the provision of health and social care in many other countries.'* The fundamental difference
between commissioning and contracting models is that commissioning includes a health needs assessment for
a population, which determines the types of services to be commissioned by external service providers.'
Commissioning can be defined as ‘the process of translating aspirations and needs, by specifying and procuring services
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Figure | PHN commissioning framework.
Note: Reprinted with permission from Primary Health Network. Available from: https://thephn.com.au/what-we-do/commissioning-2.

for the local population, into services for users’'® and ‘the process of assessing needs, planning and prioritising,

purchasing and monitoring health services, to get the best health outcomes’ (NHS, 2023). Commissioning in the health

and social care sectors aims to improve population health, reduce inequalities, enhance consumer experience,' and

‘target gaps in health status, and improve health equity’.'®

A rapid review of the impact of commissioning, conducted in 2016, found that the identified benefits of health
commissioning in the UK, US, and some European countries are mainly on improved efficiencies of service funding and
enhanced value of services.'” A clear policy framework of national and regional priorities that defines agreed targets for
commissioning agencies and collaborative partnerships and engagement with local service providers in developing
a needs assessment to ensure strategic priority alignments is said to be a critical success factor in health and social
care commissioning.'”'® Knowledge of the employees involved in commissioning and the time invested in working
collaboratively with service providers throughout the commissioning process is also key to ensuring that commissioned
services meet identified needs and achieve planned outcomes.'® Other key success factors include the competencies of

local commissioners and providers in local decision-making management, clear governance and accountability, project

management and leadership.'’°

Building PHN'’s Capacity — The Conceptual Framework
Capacity building refers to ‘an ongoing evidence-driven process to improve the ability of an individual, team, organisa-

tion, network, sector, or community to create measurable and sustainable results’*' and ‘the development of knowledge,

skills, commitment, structures, systems, and leadership to enable effective health promotion’.22 In the healthcare context,

organisational capacity refers to the level and potential of an organisation’s capability to deliver effective and efficient
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health services that meet patient expectations and the needs of the population it serves. It can also be understood as an
organisation’s capability to capture external opportunities® and rapidly translate knowledge/research evidence into health
practice®* Hence, building an organisation’s capacity is about the enhancement of core internal aspects that affect the
function of the organisation, such as resources, structure and processes, infrastructure, employees’ knowledge and skills,
organisational culture, leadership, management and governance.”” In addition to focusing on developing individuals’
capabilities, organisations should enhance their abilities to address local health issues, improve practices and infrastruc-
ture, and enhance capabilities to engage in evidence-informed interventions.”>® Potter and Brough (2004)*® described
that systemic capacity-building is required to meet the capacity-building needs of the nine internal components presented
in Figure 2.

Considering the functions of commissioning as discussed earlier and guided by the Potter and Brough (2004)
framework, the following three pillars are fundamental to maximising health and social care commissioning outcomes:
transparency and efficiency in the commissioning processes, efforts in encouraging innovative ideas, and investment in
supporting and ensuring that PHN employees are equipped with the skills critical to fulfilling their responsibilities.
Therefore, developing an understanding of the skill development needs of PHN employees responsible for and/or
involved in designing, leading, and managing the commissioning process implemented by PHNs is the initial step in
building the PHN’s commissioning capacity. Engaging employees in co-designing professional development opportu-
nities can ensure that appropriate support and targeted professional development opportunities are offered”” which can
systematically improve their capability and enhance PHN’s capacity. It is also critical to ensure the relevance of the
design and to encourage employee commitment to skill development. Most importantly, improving employee capability
takes many forms; skill development is only one of the many elements of transformational adult-learning.>** Therefore,
organisations’ efforts to support and enable employees to excel in their jobs and embed capacity-building efforts in

employees’ daily jobs cannot be overlooked.
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Figure 2 Conceptual framework for organisation capacity.
Note: Data from Potter C and Brough R.2¢
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Focus of the Project and Paper
The overall project aimed to clarify the role of PHN’s in building employees’ capability to design and lead the health and
social care commissioning process by investigating the following research questions.

1. Does PHNs’ current commissioning practices and capacities affect employees’ confidence in their commissioning
practices and competence?

2. What are the skill development needs of PHN employees in effectively leading and managing the commissioning
process, and how can these skills be developed?

3. What improvements are required for PHNs to develop and support their employees and improve the current PHN
commissioning processes?

The identification of skill gaps and the building of capabilities beyond the clinical skills needed to deliver healthcare are
the focus of the current study, particularly the exploration of the capabilities needed by those undertaking health and
social care commissioning in the primary care sector of the Australian healthcare system.

Materials and Methods

The project adopted a mixed-method design, comprising an online survey and focus group discussions (FGDs). Both
methods partially and fully investigated the research questions. The focus group discussions also played a role in
verifying some of the information such as perception of current commissioning practices and strengths and required
improvements identified in the online survey and added depth to the findings by delving into participants’ actual
experiences. The online survey identified skills development needs of the participants which were further discussed at
the focus group to guide confirming professional development and support direction.

Online Survey
An online survey was conducted in May 2024 using Qualtrics software. The survey participants were as follows.

1. Core employees, with employee management responsibilities, from eight of the 11 PHNs in NSW/ACT, are
responsible for the overall commissioning processes.

2. Core employees, without employee management responsibilities, from eight of the 11 PHNs in NSW/ACT, who
are involved in supporting the commissioning process.

In addition to collecting information on participants’ positions, number of years working in similar positions, and
qualifications, the online survey also collected data from the following four sections:

1. PHN’s current commissioning practices

Evidence-based strategic planning (4 items)

Stakeholder engagement in planning (6 items)
e Time investing in commissioning (3 items)

Capability in commissioning (3 items)
1. PHN employee’s self-confidence in

¢ Planning and commissioning practice (6 items)
e Self-confidence in assessing needs and using evidence (4 items)

1. Professional development and support need of PHN employees (9 items)
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2. PHN employees’ self-assessed competence in demonstrating core behaviours essential to their roles (30 items).

The questions included in sections one—three were developed based on evidence from the literature and recommended health

commissioning practices, as discussed in the introduction. The questions in section four included 30 management competency

behavioural items from the validated MCAP tool.**! Four different scales were used in the survey (Table 1). All questions in

the survey were developed to understand the PHN staff’s current practice and perception at the time of the survey, rather than

the change of practice and competency overtime. The actual survey questionnaire is included as Appendix 1.

Focus Group Discussions
Online FGDs were held via Microsoft Teams in July 2024, with core management employees responsible for the overall

commissioning processes and non-management employees who supported the commissioning process from different

PHNs in the NSW/ACT. A detailed schedule for each FGD was developed using a rigorous process before conducting

the focus group. The schedules of the two FGD are attached to the appendices. The process included

. Initial discussions between the facilitator, note taker, and project principal investigator prior to drafting each focus group

schedule to ensure that all questions included in the schedule could comprehensively answer the research questions.
seeking input from representatives of PHNs on the draft focus group schedule to ensure all questions are
appropriate and relevant to the PHN context, and

Final preparation meeting prior to each focus group to ensure that the team conducting the focus group was on the same
page. This is particularly important to ensure rich discussions through skillful facilitation and accurate notetaking.

Key questions asked during the FGDs included

. Can you share your experiences with the commissioning work process from service providers that have worked

well? As we talk through your examples, can you identify the factors that enable the various aspects of
commissioning to work effectively?

In your view, what do you think are the strengths of this commissioning process? What aspects need to be
addressed? What do you think needs to be done to achieve such improvements?

The commissioning process involved several steps. Which steps or aspects are more difficult to manage, based on
your experience? What are your suggestions on what your PHN can do to make your job easier?

Table | Four 7-Point Likert Scales Used in the Online Survey

Point Agreement Scale | Frequency Scale Importance Scale Competency Scale

| Strongly Disagree Never Very unimportant Completely Incompetent
2 Disagree Rarely Unimportant Incompetent

3 Slightly Disagree Occasionally Somewhat Unimportant | Somewhat Incompetent
4 Neutral Sometimes Neutral Neutral

5 Slightly Agree Often Important Somewhat Competent
6 Agree Very Often Somewhat Important Competent

7 Strongly Agree Always Very important Very Competent
Used section 1-6 7 8 9
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Sampling and Recruitment

Purposive sampling was used in this study. Seven of the 11 PHNs across the NSW and ACT in Australia agreed to
participate in the study. Management and non-management employees working at the 11 PHNs were invited to
participate in an online survey. The Australian Bureau of Statistics tool was used to calculate the minimum sample
size being 52: (https://www.abs.gov.au/websitedbs/D3310114.nsf/home/Sample+Size+Calculator) with a 95% confidence
interval, 5% margin of error, and the assumption that all staff have good understanding of PHN’s current planning,

stakeholder engagement and commissioning practice. Further considering that 1) 30 or more samples were considered
sufficient to answer the survey questions based on the Central Limit Theorem and 2) 30 is the minimum sample size for
a Spearman correlation test to obtain reliable results, 52 or more valid completion of the survey should be regarded as
adequate for the study. An Email invitation containing the participant information sheet and survey link was sent to
potential participants by the commissioning manager (or equivalent) of each PHNs. Implied consent was obtained from
each of the online survey participants by adding a informed consent page at the beginning of the online questionnaire. At
the end of the online survey with PHN employees, the participants who completed the survey were asked whether they
would like to participate in FGDs. Participants who ticked ‘yes, I would like to participate in one of the focus groups,
were then directed to a separate online link, allowing them to provide their consent to participate in the FGD and their
names, positions (management vs non-management), and Email addresses. This link also provides several dates and
times for the proposed FGDs, allowing them to indicate their availability. The purpose of creating a separate link was to
protect the anonymity of the survey responses. Once the date and time that suited the majority of PHN management
employees or PHN non-management employees were identified, a calendar invitation, together with a link to a Microsoft
Teams virtual meeting, was sent to management and non-management employees. The targeted number of participants

for each FGDs was between 8 and 12, which is the ideal number for achieving data saturation and virtual FGD.***?

Ethical Considerations

Ethics approval was received on 23 May 2024 from the James Cook University Human Research Ethics Committee
(approval H9451; expiry 30 September 2024). For the online survey, no name or other identifiable personal details were
collected making the survey completely anonymous. For the focus group discussion, no name, position title, or name of
the organisation was recorded during the focus group discussions. Instead, a code was created for the focus group
transcript to maintain participants’ anonymity. No payment or remuneration was provided for the FGD participation.

Data Collection and Analysis

After being downloaded from the Qualtrics website in Microsoft Excel, the survey data were checked for completion and
errors. Questionnaires with missing data from one or more complete sections were excluded from analysis using IBM
SPSS Statistics version 29.0. The mean of each question from all employees, management employees, and non-
management employees was calculated. A z-test was performed to test the statistical significance of the mean scores
of the management and non-management employees. Univariate analyses including tests for normality were performed.
Correlations between PHN employees’ confidence in their own health commissioning practices, PHN employees’ self-
assessed competency, and PHNs’ current and capacity in health commissioning practices were tested using Pearson’s
correlation coefficient, with the alpha level of significance set at 0.05.

Two focus groups were conducted using Microsoft Teams (TEAMs), with video recording and transcription enabled.
Key points from the discussions on each question were captured through note taking. Transcriptions were used to verify
the notes and check for possible missing key points. Both the focus groups were conducted by a professional facilitator.
The principal researcher (ZL) attended both focus groups as observer and for quality assurance. One research officer
(LK) also played the role of notetaker. Each focus group took approximately 120 minutes to complete. Consolidated
criteria for reporting qualitative research (COREQ) were applied to meet the recommended qualitative data reporting
standards.® Participants were provided with the opportunity to request a copy of the notes taken from the FG for further
comments. Thematic analysis was then conducted on the key points captured from the focus group to develop concepts,
categories, and themes guided by Braun and Clarke’s (2019) six-phase reflexive thematic analysis.>
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Results — Online Survey

In total, 62 participants completed the survey excluding two who did not complete more than half of the survey
questions, which yielded a response rate of approximately 35.6%. Among the 62 participants, 24 were management
employees and 38 were non-management employees.

PHNSs and Employee’s Planning and Commissioning Practices

Participants were provided with 26 items to rank, using the 7-point agreement scale, in relation to PHNs’ evidence-based
strategic planning, stakeholder engagement in planning, time invested in commissioning and capability in commission-
ing, and PHN employees’ self-confidence in planning and commissioning practice, assessing needs, and using evidence.
Figure 3 presents the mean scores for each section for management employees, non-management employees, and all
employees. The results show that the mean score received for each of the sections from management employees was
consistently higher than that from non-management employees. The differences between these two groups of participants
were not statistically significant, except in section two - PHNs’ stakeholder engagement in planning (P0.019).

To best understand the PHN employees’ views of the current PHN and their own commissioning practices, agreement
(agree or strongly agree) from the proportion of employees may be more accurate. Figure 4 presents the proportion of
management and non-management employees who collectively agreed or strongly agreed with the statements in each
section ranging between 15.8-28.9% for management employees and 29.1% - 37.5% for non-management employees.

Correlation Between PHN’s Health Commissioning Practices, PHN Employee’s
Confidence and Self-Perceived Competence

Pearson’s correlation tests confirmed that the following did not have a significant effect on PHN employees’ confidence
in their commissioning practices and self-perceived competency.

1. With or without a master’s degree, the Mann—Whitney U-test p-value was 0.572 vs 0.472, respectively.

2. Number of years working at a PHN: Pearson’s p-value of 0.677 vs 0.119 (management employees) or 0.885 (non-
management employees)

3. With or without management responsibilities: Pearson’s p value of 0.752 vs Mann—Whitney U-test of 0.753.

Mean Scores Comparison

5.9
5 .7 5 .6 5 .5 8
5.31
5.5 YT
- 5.31

53 5.25

53
5.1 5.27
4.9 5.01 5.06

4.92 4.79
4.7
One Two Three Four Five Six
Sections
Management Non-management

Figure 3 Mean scores comparative view. Section one PHN'’s Evidence-based strategic planning. Section two PHN's stakeholder engagement in planning. Section three PHN’s
time investing in commissioning. Section four PHN’s capability in commissioning. Section five Self-confidence in own planning and commissioning practice. Section six Self-
confidence in assessing needs and using evidence.
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% of participants chose a score of 6 or 7
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Figure 4 Proportion of participants chose a score of 6 or 7. Section one PHN'’s Evidence-based strategic planning. Section two PHN’s stakeholder engagement in planning.
Section three PHN’s time investing in commissioning. Section four PHN’s capability in commissioning. Section five Self-confidence in own planning and commissioning
practice. Section six Self-confidence in assessing needs and using evidence.

Pearson’s correlation tests confirmed a significant positive correlation between a PHN’s current commissioning practice
and PHN employees’ confidence in their own commissioning practice and competency with p-value <0.001 and 0.012
respectively. Details scores of the tests are detailed in Table 2. When testing the correlations for management and non-
management employees separately, the results vary.

Pearson’s correlation test further showed a significantly positive correlation between PHN employees’ average scores
for self-assessed competency and average scores for confidence in their own health commissioning practices (P <0.001).
When testing the correlation between management and non-management employees, a significant positive correlation
remains. Figure 5 shows the positive correlations between three factors: PHN practice, PHN employees’ confidence in
their own practice, and competency.

Importance of Professional Development and Support

Participants were also asked to indicate the importance of each of the ten professional development and support to
improve their performance in their current role and/or for future career advancement at PHN. The following five among
the provided choices were perceived as important or very important by no less than 2/3 of participants:

Table 2 Correlation Matrix

Correlation Matrix PHN’s Current Commissioning Practice
All Management Non-Management
Employee Employee Employee

PHN Employees’ confidence in own commissioning Pearson’s r 0.484 0.583 0.188
practice

df 58 33 22

p-value <0.001 <0.001 0.379
PHN Employees’ confidence in own competency Pearson’s r 0.335 0.368 0.422

df 54 29 22

p-value 0.012 0.042 0.04
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PHN’s capacity in
commissioning, planning
and stakeholder engagement

Positive Positive
(P-value 0.012) (P-value <.001)
PHN employees’ self- PHN employees’ confidence in
perceived competency < > their health commissioning
Positive practices

(P-value <.001)

Figure 5 PHN's capacity affecting PHN employee’s perception.
Abbreviation: PHN, Primary Health Networks.

A series of comprehensive training progressively developing skills relevant to health commissioning (77%).
Regular team meetings to share ideas, discuss problems, and identify solutions (75%).

Allocating self-study time in my workload (75%).

Regular coaching by experienced colleague at my PHN (69%).

Al

More opportunities to attend networking activities (ie network meetings, communities of practice, and curated
learning where employees from other PHNs are present) (66%).
6. Targeted training using a problem-based approach provided externally (63%).

Competence in Demonstrating Various Skills

Thirty behavioural items associated with evidence-based decision-making, leadership, change management, operation
and resource management, and personal and interpersonal skills were provided to participants to rank based on their
perceived competence level. Overall, the mean scores for the 30 behavioural items ranged between 3.88 and 6.5 for
management employees and between 4.38 and 6.58 for non-management employees (Figure 6). There was no significant
difference between the mean scores received for management and non-management employees for each of the 30

behavioural items, with the Mann p-value ranging from 0.213 to 1.

Self-assessed behavioural items - Mean
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Figure 6 Self-assessed competence level of behavioral items.
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Figure 7 Proportion of employee choosing the score of 6 (competent) or 7 (very competent).

To understand the self-perceived strengths and weaknesses of the employees, the proportion of management (ranging

between 28% and 91%) and non-management employees (ranging between 25% and 100%) who chose a score of 6

(competent) or 7 (very competent) was calculated (Figure 7). There was no difference in the proportion of management and

non-management employees choosing 6 or 7 for each of the 30 items, with a Mann’s p-value ranging between 0.095 and 1.

Opverall, ten items were given a score of 6 or 7 by less than 50% of management and non-management employees

respectively as detailed in Table 3, which could be perceived as skill weaknesses. Behavioral items 5, 10 and 16 received

a score of 6 or 7 from less than 1/3 of the employee.

Two more weaknesses are relevant to management employees:

Beh Item 28 Effective balance consultation and decisiveness in decision-making (47%)

Beh Item 30 Evaluate the processes and outcomes of change (47%)
Five items as detailed in Table 4 were given a score of 6 or 7 by more than 80% of both management and non-

management employees which can be perceived as skill strength.

Table 3 Skills Weaknesses

Behavioral Item Behavioral Item Details

Number

Beh Item 3 Critically appraised the validity and relevance of the evidence and data (44% vs 42%).

Beh Item 5 Set and use measures to evaluate decision outcomes (31% vs 25%)

Beh ltem 7 Monitor financial performance by analysing a variety of financial data (44% vs 38%)

Beh Item 8 Develop budgets in accordance with organisational objectives (44% vs 42%)

Beh Item 9 Manage budgets in accordance with organisational objectives (44% vs 42%)

Beh Item 10 Establish and maintain the organisation’s insurance contracts and financial relationships (25% vs 25%)

Beh Item |1 Use performance measures and industry benchmarks to inform continuous performance improvement (41% vs 38%).
Beh Item 16 Apply relevant legislation, ethical principles, and accountability frameworks specific to healthcare settings (31% vs 38%)
Beh Item 17 Apply quality indices and benchmarks to identify opportunities, set performance standards and improve quality (28% vs 29%)
Beh Item 18 Apply risk management concepts and techniques (41% vs 46%)
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Table 4 Skill Strengths

Behavioral Item Behavioral Item Details

Number

Beh Item 19 Engaged confidently and constructively in verbal and nonverbal interactions with others (84% vs 92%)

Beh ltem 20 Communicates verbally in a clear, logical, and grammatically correct manner in both formal and informal situations

(88% vs 92%).

Beh ltem 22 Function effectively in a team by developing and maintaining professional relationships with people from a wide range of
backgrounds (84% vs 100%).

Beh Item 23 Build collaborative internal and external relationships (81% vs 100%)

Beh Item 25 Empower others to achieve goals (19% vs 92%).

Results - Focus Group Discussion

Two focus groups were conducted between late June and early July 2024. Ten PHN employees who managed
commissioning with employee management responsibilities attended one focus group. Eight PHN employees involved
in commissioning work without employee management responsibilities participated in the second focus group.

Key Factors for Effective Commissioning

PHN employees in both focus groups were asked to identify the factors that enabled various aspects of commissioning to
work effectively. Participants were reminded of each key step in the commissioning cycle during the discussion and were
prompted with a broad range of topics, such as relationships, teams, management and leadership, organisational factors,
and stakeholder engagement. In total, 23 factors were discussed, based on their similarity in relation to different aspects
of commissioning, and the key factors mentioned by both FGs were put into seven themes relevant to the key functions
of commissioning, as detailed in Table 5.

Challenges and Difficulties During the Commissioning Process

During the focus group discussions, participants were asked to share the challenges and difficulties encountered during
the commissioning process. Participants were reminded of each key step in the commissioning cycle, particularly those
related to tendering, co-designing, implementation, and working with, and engaging with, key stakeholders. Participants
were also encouraged to explore the causes of these difficulties. In total, 12 challenges/difficulties were raised in both
focus groups. Based on their similarities in relation to different aspects of healthcare commissioning, they were divided
into five themes, as detailed in Table 6.

Table 5 Key Factors for Effective Commissioning

Categories Key Factors

Clear procurement process ® Service providers outlining plans and demonstrating evidence of achievements
® Service-based procurement provides evaluation criteria for tender processes

Community involvement ® Engage community members to understand their needs through panels or direct involvement

® Adapt funding strategies to meet community-specific requirements
Effective communication and ® Engage in continuous communication and agree with service providers about program expectations and
agreement timelines

)

Learn from past experience to set realistic targets and collaborate to achieve them

® Embrace change and flexibility to adjust and align with service providers’ needs
Flexibility in funding & ® Be open to co-funding and combining resources with other organisations when there’s agreement on
contracts measures and accountability

® Adjust contract terms to allow flexibility, especially in challenging environments

(Continued)
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Table 5 (Continued).

Categories Key Factors

Good relationship with service | ® Foster strong relationships by going beyond quarterly meetings and understanding the unique challenges
providers faced by service providers in different communities (rural vs urban)
® Encourage open communication and access support from outside agency when necessary

Internal Organisation ® Clarify roles and responsibilities within the organisation and establish a support system (eg, a buddy
processes & training system)
® Provide comprehensive internal training on the commissioning process to ensure all team members

understand the workflow

Transparency & ® Utilize good documentation tools (eg, Folio software) for risk management, contract tracking, and
Documentation approval processes

® Maintain transparency within the organisation and manage expectations with other teams

Table 6 Challenges and Difficulties in Health Commissioning

Categories Challenges and Difficulties

Disconnect Between Commissioning | ® Funding often used for traditional services rather than addressing community needs.
& Needs Analysis ® |ong-term service providers lack innovation and prefer maintaining the status quo.

® Service providers limited by their specific experiences, such as lack of clinical backgrounds.

Evaluation challenges Evaluation is not integrated into the commissioning process.
No dedicated funding for evaluation; funds are reallocated from underspent budgets.

Inability to adapt services for evaluation if it diverges from initial program goals.

Purposes of evaluation often unclear: activity vs outcome and impact

Reluctance to innovate ® Thin profit margins and KPI pressures reduce risk appetite.
® Rising costs, overheads, and lack of surplus funds.

® Short-term contracts (usually not exceeding two years) hinder long-term relationships.

System and geographical barriers Lack of flexibility in co-funding and combining resources with other organisations when there’s

agreement on measures and accountability.

Rigid contract terms do not take into consideration of challenging environments,

Challenges specific to non- Frequent role changes lead to knowledge loss.

management employees Remote work post-COVID reduces informal information exchange.
Lack of subject matter expertise, particularly in clinical aspects.

Incomplete data leads to difficulties in evaluation and providing feedback.

Discrepancy between data-identified needs and funding availability.

Discussion

The establishment of Primary Health Networks (PHNs) in Australia represents a significant reform in primary care
enhancing local planning and prioritisation of healthcare needs. By leveraging the expertise of local services, PHNs
facilitate the development of targeted, community-based care solutions.>*> Effective commissioning of PHNs is vital for
the prevention and management of chronic diseases, leading to improved health outcomes and a reduction in the demand
for costly acute care services. The study clearly demonstrates how PHNs’ commissioning practices and efforts in
developing the capacity of commissioning affect employees’ confidence in their capabilities, practices, and demonstra-
tion of the required skills. This strongly supports the organisational capacity development theory proposed by Potter and
Brough (2004)*° as mentioned earlier. The development of external skills alone is inadequate to develop employee
capabilities. Organisational efforts in supporting employees’ skill development and enabling employees to demonstrate

and apply their skills are equally important.>> Improving employees’ confidence in their own work has positive links to
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improved job satisfaction and morale, which are important for improving retention and prevent burn out.***” Maximised
support and professional development opportunities can positively affect employees’ self-confidence which ultimately
affects their own performance.®’** On the other hand, improved employee capability has a direct and positive effect on
an organisation’s capacity to provide high quality services.*’

Although there were consistent differences in the results between management and non-management employees in
each survey section, the trend of the scores in each section was very similar between the two groups of employees. Such
differences are not significant, indicating that there is a minimum impact of qualifications, years of service, and whether
or not the individual has line management responsibilities on employees’ confidence in their own practice and self-
perceived competencies. Based on the organisational capacity development theory discussed earlier, the findings support
the idea that consistent and transparent organisation-wide policies and mechanisms to support and develop employee
capabilities are fundamental to employee performance improvement.”**>~° Management employees tended to give
a lower score to current PHN commissioning practices related to strategic planning and stakeholder engagement
compared to non-management employees. One possible explanation is that management employees might have been
exposed to additional training and development opportunities, given the scope of their roles. This could include ad hoc
development opportunities such as participation in strategic planning sessions or general interactions with boards,
strategic partners, and system-wide engagement, which present a broader view of the local health ecosystem.
Potentially, this system-wide influence or additional training and development has led management employees to develop
critical and analytical skills and a better understanding of the impacts of the commissioning process as a whole. ‘You do
not know what you don’t know’ may also be an explanation for non-management employees who hold more positive
views of the current PHN’s practice, indicating that knowledge improvement may be required before skill development
can be achieved.

Informal or formal training is only one of the many means of developing the required skills of employees and
building their capabilities to excel in their roles.”®*’ This study argues that investing in developing PHN employees’
overall understanding of the commissioning process is needed, coupled with a focus on developing a comprehension of
the health system to allow a strategic understanding of what is being achieved by the PHN and its system partners
through health and social care commissioning. PHN employees further emphasised the needs for systematic and
progressive training and skill development opportunities to be made available to them. Ad hoc training may help
develop an understanding of specific topics or skills, but it may not be adequate to meet the overall skill development
requirements.* To excel in a particular role, the application of specific and appropriate skill sets is essential. PHN
employees are required to possess excellent communication and interpersonal skills when working with consumers and
health professionals from various backgrounds.'® Competence was clearly captured in the self-assessments completed by
both management and non-management employees. In addition to setting performance indicators and evaluating
commissioned work, the focus of training and development for PHN employees should include data and information
management, developing and managing budgets, monitoring financial performance by analysing a variety of financial
data, applying risk management concepts and techniques, and applying relevant legislation, ethical principles, and
accountability frameworks specific to healthcare settings.

Skills should be developed with a good understanding of what they are for, and how they should be adapted to
different situations. In addition to systematic training and skill development, this study confirms the importance of
organisational efforts in building employee capability.>*** These efforts may include regular coaching by PHN collea-
gues, learning from each other by sharing ideas, discussing problems, identifying solutions at regular team meetings, and
attending networking events with the employees of other PHNs. Including self-study time in employee workload was
also consistently viewed by PHNs as important professional development.

Further, considering the discovery of the correlation between an organisation’s current practice, employee confidence
in their own practices, and self-perceived competency, as detailed in Figure 5, a new model for building PHN’s health
commissioning capacity placing employee at the centre of all efforts, is proposed in Figure 8. Employees are the
backbone of quality service provision. Hence, policies, procedures, and investments should be designed around how best
to support, guide, and build employee capabilities.
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Figure 8 PHN Health Commissioning Capacity Building Model.

Successful commissioning starts with the identification of local needs, developing a good understanding of local
service providers’ capacity, and ends with generating evidence to evaluate the outcomes of the commissioned work. "’
Hence, organisational capacity in planning, evaluation, and key stakeholder engagement and consultations is an indicator
of health commissioning success.'>*' The regular review of the Primary Health Networks of their own core health
commissioning practice against a standardised set of commissioning competencies which includes key domains of data
collection and evaluation processes, key stakeholder and community engagement strategies, and community-based needs
assessment, is an important step for quality assurance and improvement. Employees who manage or are involved in
commissioning should be engaged in the review process to ensure that their experiences and opinions are captured.

In the current economic climate and considering the financial constraints faced by our health system, healthcare organisations
are pressured to improve service quality and efficiency.** Continuous quality improvement involves regular monitoring of service
processes and evaluation of service outcomes, which rely on the establishment of relevant performance indicators and the
determination of appropriate data collection and analysis processes.”> However, the ability of Primary Health Networks to set
performance indicators and evaluate the outcomes of commissioned works has not been well recognised. This study indicates that
the support and guidance of PHN employees can be improved in these aspects. This is reflected in the low level of confidence
among a large proportion of PHN employees in their ability to set performance measures and use performance indicators to
evaluate the outcomes of commissioned work. Primary Health Networks’ efforts in setting and applying quality indices and
benchmarks to set performance standards and inform continuous quality improvement are needed to build PHNs’ capacity for
commissioning health and social care. To improve service quality and develop maturity over time, all levels of the organisation
must be mobilised to share responsibilities. ***

As health and social care commissioners, a key aspect of PHN’s responsibilities is working with a large number of local service
providers to co-design services that can meet the primary healthcare needs of the local population.®'? Primary Health Network
employees are required to possess excellent communication and interpersonal skills when working with consumers and health
professionals from various backgrounds. Competence was clearly captured in the self-assessments completed by both
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management and non-management employees. In addition to setting performance indicators and evaluating commissioned work,
the focus of training and development for PHN employees should include data and information management, developing and
managing budgets, monitoring financial performance by analysing a variety of financial data, applying risk management concepts
and techniques, and applying relevant legislation, ethical principles, and accountability frameworks specific to healthcare settings.

The study also highlighted both successful practices and significant challenges in commissioning processes and
suggested the following critical factors for successful health commissioning.

e clear procurement processes,

e cffective and regular communication with service providers,

e flexibility in funding and contractual arrangements,

e fostering stakeholder relationships, and building partnerships and leveraging resources,
e involving community members in needs assessments, and

e well established performance and outcomes expectations.

Commissioning primary care services can be difficult because service outcomes may be difficult to specify and measure,
particularly when paired with rigid funding models, time constraints, and finite financial resources.'”*'® Primary Health Networks
might be challenged to select the right service providers with the capacity to provide quality service delivery that meets identified
local needs."” Addressing communication gaps and funding constraints and enhancing governance are essential for improving
commissioning outcomes. Capacity building through comprehensive training to support the novice commissioner in developing
a level of advanced practice in healthcare commissioning and fostering greater collaboration across the PHN network can further
strengthen the effectiveness and sustainability of commissioning efforts in primary health networks.

It is important to acknowledge the limitations of this study. First, while all staff members from participating PHNs were
encouraged to engage in the online survey and focus group discussions, there may have been self-selection bias. This could have
occurred due to the absence of compensation for the time and effort involved in participating. Staff members with a particular
interest in improving commissioning practices or those with specific experiences to share may have been more likely to volunteer.
Second, the study was limited to PHNs from only two out of the seven Australian states and territories, which may restrict the
generalizability of the findings to other PHNs or different contexts. Third, the identification of current PHN practices relied solely
on self-reported (subjective) data, which could introduce bias, particularly in evaluating one’s own competencies”.

Conclusions

Primary Health Networks, in their role as health care commissioners, are responsible for ensuring that robust commissioning
processes are in place to achieve health outcomes of the Australian population. Enhancing leadership capability in health
commissioning across PHNS is a worthwhile investment in meeting changing healthcare needs of the population. The confirma-
tion of the positive influence of PHN’s current commissioning practices on staff confidence in their own practices and self-
perceived competency reinforces PHNs’ important role in enhancing employees’ capability in managing or being involved in the
health commissioning process. This can be achieved by adopting consistent and transparent organisation-wide policies and
support mechanisms such as mentoring, coaching and investing in professional development. The study also highlights the need to
adopt a flexible, blended approach to adult learning to systematically build skills in healthcare commissioning. Primary Health
Networks should be encouraged to prioritise capacity-building initiatives focusing on data management, stakeholder engagement,
and performance evaluation. Successful practices should also include clear procurement processes and strategic and analytical
thinking and encourage a deep understanding of the complexities of the Australian healthcare system. Comprehensive training and
continuous quality improvement efforts to address commissioning challenges such as rigid funding models, communication gaps,
and resource constraints are required. All these efforts are critical to fostering advanced commissioning practices and ensuring the
delivery of high-quality primary care services tailored to local needs.

Abbreviations
FGD, Focus Group Discussion; PHN, Primary Health Networks.
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