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Abstract

Background Commissioning for health services has been implemented as one approach to improve the quality
and access to healthcare for First Nations, regional and remote populations. This review systematically scoped the lit-
erature for studies that described or evaluated the governance, funding, implementation and outcomes from health
service commissioning targeting these groups in Canada, Australia, Aotearoa/New Zealand and the United States
(CANZUS nations).

Methods Seventeen databases were searched for relevant peer reviewed and grey literature studies published
in English from 2010 to 2023. Grounded theory methods were used to identify the enablers and strategies or pro-
cesses that support commissioning and any challenges to implementation.

Results Overall, 29 Peer reviewed and 18 grey literature studies remained after screening. The studies reported ena-
bling conditions for effective commissioning including operating models that were responsive to beneficiary needs,
workforce and technical capability, flexibility and duration of contracts, adequate funding, and achievable health
outcomes and indicators. Supporting strategies focussed on multi-actor collaboration, relationship building, and ser-
vice innovation. Reported impacts included improved access to care, and self-determination and wellbeing for First
Nations populations. Challenges related to inflexible funding, high transaction costs, overcompliance, and poor rela-
tionships. Most studies were process evaluations or descriptions of the application of commissioning to various health
areas, with comparatively limited assessment of the impacts across the health system, or on health status.

Conclusion Findings suggests that a relational model drives success in commissioning for health and wellbeing
services for First Nations, regional and remote populations. The relational model presented in this review is sup-
ported by the following attributes: responsive, resourced, collaborative, equitable, innovative and self-determined:
and when applied by multiple actors in the commissioning process can address the complex health and wellbeing
needs of end users.
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Background

Funding of health services can be highly complex, involv-
ing diverse sources and delivery models. Multiple health
subsystems also operate at different levels of the wider
health system and are funded and administered by dif-
ferent tiers of government [1]. These include public hos-
pitals, as well as private health providers, allied health
services and non-government organisations. To address
these complexities, some governments have introduced
reform initiatives that aim to enhance the delivery of care
across the health system. Commissioning has emerged as
one approach to simplify funding models and encourage
system efficiencies that improve the quality-of-care peo-
ple receive [2]. Conceived in the era of New Public Man-
agement (NPM), commissioning requires organisations
to plan and make purchasing decisions by assessing local
health needs and responding to service priorities and
demand in the system [2, 3]. Joint commissioning or co-
commissioning involves collaboration between funders,
providers and end-users in the planning, specification
and contracting of services [4, 5]. Commissioning aims to
improve service delivery, and to enhance care pathways
and the patient experience by linking funding to health
and wellbeing outcomes, rather than service specifica-
tions [6]. Commissioning is flexible and can be applied
to any population group. For First Nations, regional, and
remote populations, it can address equity and access
issues by ensuring services respond to community and
evidence-based need, as well as fund holistic and cultural
based models of care [7, 8].

This paper describes a scoping review of published lit-
erature to explore what is known about commissioning
for health services for First Nations, regional, and remote
populations in Canada, Australia, Aotearoa/New Zealand
and the United States (‘(CANZUS nations’). These four
settler countries were selected due to commonalities in
population health and colonial history [9]. The scoping
review was conducted as part of a process evaluation for
the establishment of an independent community-con-
trolled commissioning entity in regional north-Australia,
the Cape and Torres Healthcare Commissioning Ltd
(CaTHC). CaTHC was established by First Nations com-
munity leaders in partnership with governments with the
objective to deliver self-determination over health fund-
ing and to drive improved health system performance
and whole of population health and wellbeing outcomes.
CaTHC will be financed by governments through the
pooling of public health investment into commissioning
of services across the regional population. First Nations
peoples comprise approximately 70% of the remote Tor-
res Strait and Cape York regions of north-Australia
and are represented by two ethnically distinct popula-
tions—Aboriginal peoples of Cape York and Torres Strait
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Islander peoples. Despite high per capita health invest-
ment, the population experiences marked health dispari-
ties, including a 19-year gap in life expectancy compared
to the wider population, and higher rates of premature
deaths and chronic disease [10].

Commissioning for First Nations, regional and remote
populations across CANZUS countries include Aus-
tralia’s Primary Health Networks (PHNSs), established in
2015 as a mainstream model to commission specified
primary healthcare services. There are 31 PHNs cover-
ing all geographical regions, and they are funded by the
Australian Government to commission for mental health,
First Nations health, population health, digital health,
workforce, aged care, and alcohol and other drugs [11].
Australian and state governments have introduced poli-
cies to encourage co-commissioning through alliances
between PHNSs, public hospitals and other service pro-
viders [4, 6]. Aotearoa/New Zealand adopted commis-
sioning in the 1990s, leading to the advent of multiple
mainstream commissioning models [3]. Major reforms
over this time introduced Whanau Ora (translated as
‘family wellbeing’), focussed on Maori health and com-
munity outcomes [12]. In 2014, three Maori controlled
commissioning agencies were appointed: Te Pou Mata-
kana in the North Island, Te Patahitanga o Te Waipou-
namu in the South Island, and Pasifika Futures to support
the health of Pacific Island communities [8, 13]. In 2022,
the government introduced Commissioning for Pae Ora
Healthy Futures, aiming to bring the Whanau Ora com-
missioning approach into the wider health system [14].
Similar government health commissioning reforms have
not been undertaken in Canada or the United States,
although health contracting is prevalent in Canada [15].

This review was positioned to understand the imple-
mentation and impact of health service commissioning
in various jurisdictions. The key research question was:
What are the enablers, strategies and processes that sup-
port the establishment and implementation of health
commissioning for First Nations, regional, and remote
populations? The objectives of the review were to:

+ examine the various operational models for com-
missioning, and systems enablers such as govern-
ance and capacity, funding, monitoring and reporting
frameworks, and contract design.

» examine supporting strategies such as relationships
and collaboration between governments, commis-
sioning agencies, service providers and end users,
and learning and innovation.

« report on health and wellbeing impacts and suc-
cesses, including benefits for First Nations communi-
ties.
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« outline the challenges and limitations to commis-
sioning.

Methods

The review followed the updated Joanna Briggs Institute
(JBI) methodology for conducting a scoping review [16].
A written protocol for the scoping review was devel-
oped and circulated to a cross-section of the project and
research team to reach consensus on the parameters of
the proposed review, the definitions of key terms used,
methods for the search, screening processes, extraction
of data, and analysis and synthesis of the literature.

Inclusion/exclusion criteria
Publications were included if they met the following
criteria:

a. Peer reviewed and grey literature studies published
in English between 1 January 2010 to 31 December
2023 inclusive. The start date matched/preceded the
establishment date of Whanau Ora in Aotearoa/New
Zealand (2010) and Primary Health Networks and
other health commissioning approaches in Australia
(2015).

b. Described First Nations, regional, remote and very
remote populations. The United Nations definition of
Indigenous peoples was used, that is: “the descend-
ants of those who inhabited a country or a geo-
graphical region at the time when people of different
cultures or ethnic origins arrived and later became
dominant through conquest, occupation, settlement
or other means” cited in [9]. Remoteness was based
on road distances residents need to travel to access
health services, inclusive of the following categories
from the Australian Modified Monash Model: MMS5,
small rural towns; MMBS6, remote communities;
MM?7, very remote communities.

c. Evaluation or description of commissioning and/or
contracting for health and wellbeing services, includ-
ing health promotion, prevention, and primary, com-
munity and tertiary healthcare across the life course.
Studies that addressed multiple elements in the com-
missioning process, including needs assessment and
planning, contracting, and monitoring and report-
ing frameworks with indicators. Studies that docu-
mented enablers and strategies including workforce
development; funding and governance models; and
outcomes or impacts such as service access, and con-
sumer health and wellbeing.

d. Qualitative, quantitative, economic and/or mixed
methods studies.
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Search strategy

Following consultation with a librarian experienced in
health sciences scoping reviews, a multi-step search
strategy for electronic databases was employed. For
peer reviewed literature an initial exploratory search
was conducted in Scopus/Elsevier, PubMed, and Wiley
Online Library to identify relevant studies and any
index words that could be used; these were down-
loaded for reference. A comprehensive search of data-
bases including Medline, PubMed, Embase, Cochrane
Library, Joanna Briggs Institute, CINAHL, Scopus, Web
of Science, Informit Indigenous Collection, Health Col-
lection, Aboriginal and Torres Strait Islander Health
Bibliography (ATSIHEALTH), Wiley Online Library,
Taylor and Francis, ProQuest, and EbscoHost was then
completed. A manual search of screened publication
reference lists was subsequently conducted to iden-
tify any additional peer-reviewed publications. Grey
literature searches for reports and evaluations were
conducted in all four CANZUS countries using cus-
tomized google search terms, with the first 10 pages
(100 records) examined and ranked for relevance. All
searches were conducted between March — April 2024.
Completed database searches can be found in the sup-
plementary material. Search terms are listed in Appen-
dix 1.

Screening and selection

Results of database searches were imported into the bib-
liographic citation management software, EndNote 21,
with duplicates then removed. Titles and abstracts were
initially screened by lead author HB. Full text assessment
of the remaining publications was conducted by three
pairs of reviewers (BM and JM; HB and CD; AR and HB)
using the detailed inclusion/exclusion criterion. Incon-
sistencies between reviewers were resolved by discus-
sion until consensus was achieved. Reviews, systematic
literature reviews, conference papers and opinions and
perspectives on programs were removed. Grey (unpub-
lished) literature included evaluations, reports and
reviews of commissioning that used primary data. Plans,
strategies and guidelines were excluded.

Search results

The collective searches yielded a total of 1103 peer
reviewed and grey literature studies, from which 322
duplicates were removed, leaving 781 studies for ini-
tial screening via title and abstract. From these, 49 peer
reviewed publications and 55 grey literature studies were
retained for full text review, yielding 29 peer reviewed
and 18 grey literature studies which met the criteria for
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Total records retrieved from
database searches
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Additional records retrieved
through other sources

(n=1084) (n=19)
> < g
Records remaining after duplicates
removed
(n=781)
‘ Records excluded by
screening abstracts/titles
(n=677)

Full text records
screened for eligibility
(n=104)

l =

Studies included
(n=29 peer reviewed;
18 grey literature)

Fig. 1 PRISMA flowchart

inclusion. Study selection follows the PRISMA reporting
guidelines (Fig. 1) [17].

Data extraction and analysis

Data on authorship, publication year, study design, year/s
of data collection, study setting, study aim, population,
and population and sample size if relevant were extracted
from full texts to determine the quality and nature of
the literature. The data were imported into NVIVO
and coded. Grounded theory methods [18] were used to
develop codes that reflected the enablers and strategies
employed in health commissioning and/or contracting
in different jurisdictions, and the outcomes and chal-
lenges. Grounded theory methods are suited to conduct-
ing exploratory scoping reviews and can be applied to
complex system-wide interventions designed to address
structural issues within the health system [19]. Initially,
five publications were reviewed using open coding to
identify and build a set of concepts and insights that
could be drawn from the publications, including theo-
retical and methodological constructs or properties [18].
These concepts were then organised into code categories,
and their emerging relationships identified. As more pub-
lications were reviewed, axial coding was used to develop
higher order code categories and sub-categories from the

Full text records excluded
with reasons
(n=55)

synthesised data, which were revised and reorganised as
new concepts and relational insights emerged.

Description of the studies

Of the 29 peer reviewed publications, 13 were published
in Australia, 14 were from Aotearoa/New Zealand, one
was from Canada, and one was a comparative study
of Canada, Aotearoa/New Zealand and Australia. No
publications that met the inclusion criteria were identi-
fied from the United States. Of the studies included, 19
focused on commissioning, with four appraising policy,
models and governance for commissioning [8, 12, 20, 21].
One study focused on costs [5], with other studies evalu-
ating the application of commissioning and contracting
to primary healthcare [7, 11, 21, 22], or specific areas
including mental health [23-25]; chronic pain [22, 26];
chronic conditions and prevention programs [27]; after
hours services [28]; regional workforce planning [29]; and
social determinants of health including social work [20];
and community services [30]. Fourteen studies described
the application, outcomes and challenges with commis-
sioning and/or contracting for First Nations communities
and families, including improved health and wellbeing
[13, 31, 32]; equity, diversity and models of care [33, 34];
and the experiences, outcomes and challenges for Abo-
riginal Community Controlled Health Organisations
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(ACCHOs) in Australia [15, 35] and Maori Health Pro-
viders (MHP) in Aotearoa/New Zealand [27, 33, 36, 37],
including racism [38, 39] and cultural competency [40].

Of the 18 grey literature reports, three were from Aus-
tralia and 15 were from Aotearoa/New Zealand. All three
of the Australian studies were independent program eval-
uations, with one study on the early implementation of
PHNS [41], services commissioned through PHNs includ-
ing psychosocial supports [42] and regional outreach
programs commissioned through multiple fundholders
[43]. Literature from Aotearoa/New Zealand comprised
evaluations and reviews of Whanau Ora Commission-
ing Agencies [44—47], including delivery, outcomes and
impact of commissioned services and programs [48—51].
A further five reports assessed implementation of various
commissioning approaches [47, 52], sub-regional applica-
tions [53], and prototypes that benefit whanau, includ-
ing child and youth interventions [45], mental health
and addiction services [54], chronic disease [55], and a
national telehealth service [56]. Other reports described
best practice commissioning models/approaches for
Maori [57], and evaluated an MHP delivered vaccination
programme [58].

Characteristics

The studies encompassed various geographic loca-
tions (very remote, remote, regional and/or urban First
Nations population), with the majority evaluating or
describing the application of new models for commis-
sioning and contracting in health care. Study aims, and
enablers, strategies and processes, impact and success
are summarised in Table 1 for peer reviewed studies and
Table 2 for grey literature.

Enablers

Collectivley, the enablers supporting commissioning and/
or contracting in the delivery of health or social services
included: (1) operating model; (2) capability building; (3)
contract design; (4) funding and costs; and (5) monitor-
ing and reporting.

Operating model

Various models and governance structures were adopted
by commissioning agencies in Aotearoa/New Zealand
and Australia. The majority operate as independent non-
government and not for profit organisations governed
by an independent board. Literature on commission-
ing models in Canada and United States was not cited.
PHNs in Australia replaced Medicare Locals and were
designed as mainstream primary healthcare commission-
ing bodies, that cover services for regional, remote and
First Nations populations. Priorities are determined by
the Australian Government expressed through annual
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funding schedules [41]. Their objective is to address local
need, improve service integration and coordination,
reduce duplication, and support practice improvement
of private providers. PHN membership is drawn from
Local Hospital Networks, service providers, clinicians
and community representatives, with many including
Aboriginal Community Controlled Health Organisations
(ACCHOs) [7, 21, 28]. PHNSs are supported by skills-
based technical, community and clinical advisory groups
[7, 21] who can provide expertise on key health program
elements [26, 41].

PHNs commission via a cycle involving joint regional
needs analysis, activity planning, contract design, mar-
ket shaping, performance reporting and evaluation [11].
PHNs are encouraged to co-commission, working with
state and territory health departments and Local Health
Districts to jointly plan and fund services [5, 41]. PHN
co-commissioning can involve pooling of funds between
funding bodies to strategically procure services together,
such as through a single contract. The objective is that
PHNs, health departments and service providers plan
and agree on the activities and outcomes that collectively
meet objectives of each organisation [5, 21]. Co-commis-
sioning aims to drive efficiency and integration of medi-
cal services and patient care. It also operates from the
bottom up through participation of service providers and
consumers in designing evidence-based care pathways
[5].

In Aotearoa/New Zealand, the three Whanau Ora
Commissioning Agencies were established by existing
Maori or Pacifica authorities or by alliances of Maori
tribal groups or iwi in the South Island [12, 13, 33]. They
are Maori led but contracted by the central to govern-
ment to invest directly to meet the needs and aspirations
of whanau. The Agencies are overseen by the Whanau
Ora Partnership Group, comprising six Ministers of the
Crown and the chairpersons of six iwi (tribes). The Part-
nership Group sets direction and annual priorities for
commissioning, and monitors progress against Outcome
Agreements and Annual Investment Plans [8, 12, 33]. The
Whanau Ora commissioning approach has resulted in
the transfer of significant resourcing and decision-mak-
ing from government to Maori, evidenced by move from
top-down service specification towards bottom-up ser-
vice redesign [33, 52].

Community, whanau and provider self-determina-
tion are core principles of the Te Pou Matakana and Te
Patahitanga o Te Waipounamu commissioning agen-
cies approach. Each agency has adopted commission-
ing models that build whanau capability based on the
priorities of the communities, whanau and families they
serve [8, 46, 47, 52]. The aim is to devolve responsibil-
ity to a local level, and subsidiarity to community-based
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organisations. This has enabled culturally anchored
commissioning models based on Maori knowledge to
reframe whanau wellbeing [8, 12, 52]. A direct approach
includes flexible models for placed-based commissioning
that engages with remote whanau and service providers
[7, 33, 52]. This is the preferred pathway for whanau to
plan appropriate initiatives to realise their aspirations,
and drive change in their communities [7, 12, 44]. Initia-
tives aim to be highly contextual, utilising local resources,
experience and capabilities to implement responses and
address immediate challenges [52].

Other mainstream models in Aotearoa/New Zealand,
have evolved from meso-level bodies, such as District
Health Boards, and via direct government commis-
sioning to MHPs for specific prevention programs [58].
MHPs commonly deliver healthcare by applying Maori
cultural values, processes and beliefs, and concepts of
holistic health and wellbeing as defined by Maori frame-
works [27]. Several case studies show how Maori priori-
ties have been applied in commissioning direct to MHPs.
For example, mental health and addition services and
measles vaccination programs applied new processes
based on Kaupapa Maori (the Maori way of doing things)
and tikanga Maori, or appropriate principles and prac-
tices [54, 58]. The models support community-led ser-
vice design, primacy of Maori leadership, and familiar
Kaupapa processes for engagement [54, 58]. MHPs then
work closely with local whanau community organisations
to understand and build on strengths, and to engage their
ideas, knowledge and capabilities in creating solutions
and shared outcomes [27, 31, 58].

Capability building

Capability development was highly valued by com-
missioning agencies and service providers, however
it required considerable time and resources [7, 11, 12,
22, 41]. Technical capability includes integrated data
management and reporting systems. These systems were
required to capture data across domains including edu-
cation, employment and health; to track outcomes and
indicators over time; and to contribute to the evidence
base [44]. Analytical capability is needed to inform ser-
vice planning and refinement, estimate the quantum of
supports, and fulfil accountability reporting, all of which
are critical to the long-term viability of commission-
ing [44, 52]. Investment into training and education of
staff, executives and boards was valued in all aspects of
commissioning and population health planning, as well
as for specific health programs [7, 22]. An example was
an intensive training program delivered by the Hunter,
New England and Central Coast PHN. The program
covered national performance indicators and collective
practices for primary healthcare workers, and included
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162 education courses delivered over six months, and
attended by 2600 people [7].

Capacity needs for ACCHOs in Australia and MHPs
in Aotearoa/New Zealand included being well resourced
to participate in the commissioning process [33, 34, 36].
Workforce capability was particularly important for ser-
vice providers working with First Nations, regional, and
remote populations [29, 47, 58]. This is reinforced by a
study by Panzera et al. who concluded that broadening
the skillsets of healthcare workers could address regional
labor shortages and deliver more efficient and equitable
care [29, 40]. For the PHN commissioning model, Bates
et al. noted that continuing success was contingent upon
the recruitment and retention of skilled and knowledge-
able staff [11] who were capable of working collabora-
tively towards meeting outcomes, and communicating
effectively with First Nations peoples [22, 33]. ACCHOs
also reported that PHNs lacked expertise and were unat-
tuned to the culturally specific health requirements of
First Nations peoples [35]. In Canada, commissioning for
mental health services amongst First Nations populations
required a workforce with advanced cultural competency
skills to provide person-centred care that is attuned to
cultural variance in illness and treatment pathways [40].

Contract design

Commissioning involves service contracting, where °..
funders specify the services or other activities they are
‘purchasing’ on behalf of the community, the amount
of funding, and the reporting and other accountability
requirements [15]p.35. There are various contracting
options available to commissioning agencies [37] includ-
ing open and selective tenders, expressions of interest,
and direct approaches to existing or approved provid-
ers [7, 34]. In complex social environments, contracting
options offer opportunities to meet beneficiaries needs,
such as increasing service provision to groups requiring
specialised care, and matching providers to meet demand
[34, 37]. Contracting needs to be flexible, responsive,
agile, adaptive, and draw on joint learning [13, 30, 33, 37,
38], and enable providers to apply holistic approaches
that better respond to issues facing First Nations com-
munities [13, 15, 27, 37]. Options such as multiyear
‘high-trust’ contracts and bundling of contracts from
multiple funders can increase provider commitment/
security, enable effective and coordinated delivery of ser-
vices, and reduce administrative burdens, particularly for
MHPs and ACCHOs [32, 38, 56, 58]. In Canada, a sig-
nificant shift towards longer-term and more integrated or
bundled contracts has improved responsiveness to First
Nations and Inuit community aspirations [32]. Similarly
in Aotearoa/New Zealand, long term contracts with a
single provider allowed greater focus on innovation for
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patient outcomes, the testing and refinement of options,
and time to train a First Nations workforce [56]

Contracting choices made by funders either aided
or hindered service provision, with more flexible and
relaxed control over programs leading to locally gener-
ated solutions, and the capacity to change contract terms
[13, 27, 44]. Duration and number of contracts was a sig-
nificant issue for service providers, as well as contract
administration and satisfying contract demands [5, 11,
27, 38, 39]. Short term contracts, often on annual cycles,
as well as contract renewal and negotiation processes [5,
7] created uncertainty in workforce retention and ser-
vice continuity, and reduced lead times for planning and
joint implementation of services [5, 15, 38, 39, 58]. In
Aotearoa/New Zealand, inconsistency with short term
contracts further limited the ability of MHPs to change
the wider environment supporting whanau wellbeing
[27]. Service providers holding multiple contracts, some-
times with the same funding agency, reported added
complexity and administrative burdens. This led to dupli-
cation or fragmentation, and multiple and inconsistent
reporting requirements [15, 36, 38, 42].

Contracts administered for prescribed services, and
to meet efficiency standards, or mitigate service risks
may not be adaptive to the unique requirements of the
recipients, or account for service provider capacity and
diversity of care models [11, 36, 39]. Conventional prac-
tices and accountability requirements set by government
funders based on standard health criteria were often
in tension with service providers responding to com-
munity health needs [15, 32, 54]. MHPs and ACCHOs,
often subject to such constraints, suggest a level of insti-
tutional racism prevalent in contracting designed to
meet government service and funding requirements [35,
39]. Contracting requirements or policies controlled
by government agencies and District Health Boards
in Aotearoa/New Zealand were viewed as imposing a
Pakeha (non-Indigenous) perspective [59]. Assessment
of multiple health contracts suggests that the content was
often not matched by corresponding structural change;
imposed paternalistic thinking and deficit framing; or
limited the ability of Maori to set independent health pri-
orities and aspirational goals [59].

Funding and costs

Funding is reported as a challenging component to com-
missioning and an important enabler for sustainability
[22, 30, 41]. In both Australia and Aotearoa/New Zea-
land, the level of investment provided to commission-
ing agencies was a relatively minor proportion of the
total available health budget [12, 21]. Funding increased
significantly for Whanau Ora Commissioning Agencies
post establishment [21, 33], however inadequate funding
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was widely viewed as a constraint on effective program
delivery [8, 13, 21, 26, 28]. Demand was often greater
than available funding, and at times scarce resources
were required to be diverted into crisis responses [5, 46].
For commissioning agencies, meeting the performance
outcomes required by government was perceived to be
challenging with the quantum of funding provided [5, 33,
43, 44]. Insufficient funding for providers translated to
an inability to offer adequate health and social services,
as well as contributing to workforce instability [43, 58].
This limited the reach and impact with communities
[44, 46, 52], and the capacity to scale-up to meet future
expectations [41]. MHPs reported insufficient funding to
solve the intergenerational experiences of Maori that are
shaped by social and political determinants (such as colo-
nisation, employment, housing, and education) [13].

Flexibility of funding was also viewed as an opportunity
and challenge for commissioning agencies and service
providers. Whanau Ora Commissioning Agencies were
seen to offer more responsive funding models, consulting
with whanau on priorities and investment streams, and
contracted milestones and outcomes [8, 13, 33]. Exam-
ples include resources to encourage diverse groups to
work effectively together to reach intended beneficiar-
ies, and short-term crisis funding for families [33, 38].
However, a lack of government funder responsiveness to
the aspirations of MHPs and an emphasis on account-
ability expressed as outputs were cited as constraints [8].
Whanau Ora Commissioning Agencies perceived the
government’s funding approaches as tied to prescribed
services, rather than having the flexibility to achieve a set
of agreed outcomes [44]. Inflexibility was also viewed as
a constraint for PHNs, where the majority of funding was
allocated to operational requirements and to specified
programs or streams, with the purpose defined in annual
contracts [7, 21, 43]. A comparatively limited pool of flex-
ible funding available to PHNs and other commissioning
bodies, led to calls for streamlining and greater flexibility
in order to respond to local needs in innovative ways [7,
21, 34, 41-43].

Transaction costs are a further barrier that can be
particularly burdensome on First Nations health pro-
viders who hold multiple short-term contracts with dif-
ferent funding agencies [15, 34]. PHNs and providers also
reported higher transaction costs of services delivered in
regional and remote areas [42]. Additionally there were
significant compliance costs to meet contract require-
ments, including frequent reporting and performance
monitoring that were often compounded by inconsisten-
cies in the data collection and reporting systems required
by different funders [5, 38, 39]. This created increased
administrative demand that was not factored in contract
agreements [15]. Service co-commissioning involving
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fewer contracts, multiple funders on the same contract,
and longer-term agreements offered solutions to reduce
compliance costs and provide greater security of fund-
ing streams [5, 15, 43]. Co-investing or cross-subsidising
with other programs that share mutual interests or paral-
lel administrative systems were also reported to alleviate
costs [42, 46].

Monitoring and reporting
Outcomes frameworks drive commissioning of services
and are used to monitor change in the quality of care, and
patient health and wellbeing [5, 8, 12, 36, 37]. Whanau
Ora Commissioning Agencies, for example, are con-
tracted to develop initiatives that deliver against the Gov-
ernment’s legislated Whanau Ora outcomes framework
[8, 12]. The framework is based on high-level principles
of Maori values, beliefs, obligations and responsibilities,
whanau opportunities, whanau integrity, best outcomes,
coherent service delivery, effective resourcing, and com-
petent and innovative service provision [12, 44]. Values
of collective wellbeing, strengths-based practices, and
adopting a cross sector approach to resolve complex ser-
vice issues underpin the framework [36]. Commissioning
agencies were able to exercise a degree of autonomy to
plan and develop services, provided they met outcomes
and related targets [50], with incentive payments for
delivering above agreed targets for hard-to-reach popu-
lations [8, 36]. Additional benefits included reducing the
compliance burden on service providers and improving
funding and accountability mechanisms.

Commissioning agencies are encouraged to work with
a range of providers and consumers to develop a broad
set of goals and shared outcomes matrices [5, 21, 36].
These outcomes frameworks can incorporate a series of
performance indictors and metrics, linked to data and
information to measure outcomes across short, medium,
and long-term timeframes. For PHNSs, key performance
indicators incorporate patient reported outcomes and
patient reported experience measures, with these linked
to payments [7]. Performance metrics and reporting
requirements aim to meet the needs of consumers, pro-
viders, and funders without imposing undue costs [5],
but also to align more closely with community need [36,
40, 50]. Services or products being commissioned must
deliver against the principles and the determined out-
comes measures [33, 46], however frameworks should
also accommodate some level of flexibility without
compromising on integrity [5, 36]. Commissioing agen-
cies periodically report to government funders on per-
formance and progress towards achievements against
outcome indicators and expenditure [33, 36]. Regular
performance reporting also responds to demands for
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greater accountabiity and transparency in commissioning
and contracting processes [20, 31, 34, 36, 37, 46].

Outcomes identification and measurement is challeng-
ing for government funders or commissioning agencies,
where a range of outcome measurement tools appropri-
ate for operationalising across multiple sectors must be
designed [36]. For Whanau Ora Commissioning Agencies
and MHPs, measuring any aggregate outcomes proved
problematic, including the development of measures
that captured both collective and individual outcomes,
and complex change in people’s lives [8, 37, 44]. Fac-
tors impeding assessment included inflexibility in how
outcomes are achieved, determining clinical outcomes
versus other measures of service performance, and inno-
vative programs that are difficult to ascribe performance
metrics [8, 12, 37]. Proving longer term impact and attri-
bution was problematic, particularly when linked to short
term performance payments [15]; and was particularly
challenging when considering factors exogenous to the
program, coupled with conflicting views on outcomes
between commissioning agencies and service providers
[12, 44]. Reporting on outcomes was considered overly
restrictive, prescriptive and prohibitive by service provid-
ers and commissioning agencies, contributing to claims
of over-compliance and top-down regulation by govern-
ments, which hampered innovation and was not aligned
with whanau aspirations [13, 33, 37, 44, 46].

Strategies and processes

Studies identified several strategies and processes that
facilitated successful commissioning and the barriers that
were encountered: (1) relationships and trust; (2) collabo-
ration and engagement; and (3) innovation and learning.

Relationships and trust

Relationships between actors underpins successful com-
missioning, across all elements or stages including needs
assessment, planning, service coordination, contract-
ing, and monitoring and evaluation processes [5, 11, 22,
24, 30, 35, 37, 44]. Commissioning requires relationship
building and maturing between commissioning agencies,
service providers, clinicians, community, and govern-
ment regulatory bodies [21, 30]. Relationships between
Whanau Ora Commissioning Agencies and service pro-
viders were highly valued as the main conduit to com-
munity. Strong networks were seen to support change
management and to advocate and educate government
agencies about commissioning [44, 47, 51]. Relationship
elements that contributed to success included the degree
of maturity [5]; prevalence of existing relationships and
networks, such as Local Health Networks in Australia
that operated prior to the PHNs [21, 26, 37]; and adopt-
ing a cross-sector approach [28] that facilitated working
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towards shared goals and agreed performance outcomes
[7, 35, 36]. A study assessing the quality of different PHN
relationships found that service innovations and coordi-
nation were more prevalent when relationships were well
developed, equitable and accountable between govern-
ance committees, clinical advisory groups, community
providers and local hospitals [21].

PHNs also identified a need to establish formal part-
nerships with stakeholders in government, hospital and
health services, non-government agencies and with
ACCHO:s to enable shared goals and performance out-
comes, and joint planning and ownership [7, 22, 24, 35].
Partnerships contributed to the combining of funding
sources; maturity to develop and test models of care; and
the integration of care across clinical treatment or pro-
gram areas [7, 41, 42, 45]. Relationships contributed to
trust in the commissioning process at critical junctures
[28], and to trust and legitimacy of the commissioning
agency amongst service providers and community [24,
28, 37]. This led to a willingness to share resources and
power [24, 26, 37]. Healthy working relationships, shared
responsibility and open dialogue with ACCHOs was con-
sidered particularly important to elicit understanding of
issues and challenges in First Nations health at organisa-
tional and community levels [24, 35, 37].

Relationships between commissioning agencies and
providers at the contracting stage aided joint program
design and deeper understanding of the practicality of
service delivery [37, 38, 51]. This encouraged value add-
ing to service interventions [37, 38, 52], and co-genera-
tion of contract milestones and outcomes. Relational
based contracting improved negotiation, reduced com-
pliance costs and led to mutual accountability between
funding agencies and First Nations service providers [15,
32]. Trusting relationships during contracting reduced
information asymmetry and uncertainty, encouraged
problem solving, with funding agencies more adaptive to
program challenges so that outcomes could be adjusted
in response to patient or community requirements
[11, 15, 37, 56]. Factors influencing the degree of trust
included funding agencies being open, responsive and
transparent, with experienced and personable managers,
and relationships built at an organisational level rather
than between select individuals [37-39].

Inequitable or unbalanced relationships were a bar-
rier to effective and equitable commissioning. Poor and
damaged relationships resulted from a lack of trust,
inadequate time, staff turnover, and a transactional
emphasis on service efficiencies rather than a participa-
tory approach [30, 37-39]. Several studies noted that
hierarchical relationships between government regula-
tors, commissioning agencies and service providers cre-
ated power imbalances [15, 21, 35, 38]. Service providers,
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including ACCHOs and MHPs, highlighted issues with
top down decision-making processes, an emphasis on
confidentiality and vertical accountability [30, 59], and
governments dictating outcomes with limited nego-
tiation [35, 38]. Exclusion from decision making forums
reduced transparency for First Nations service providers
[35, 46]. Limited understanding by some PHNs of First
Nations health issues eroded trust, created inflexibility to
changing needs, and reduced the flow of valuable knowl-
edge from community upwards [21, 34, 35].

Collaboration and engagement
Collaboration was identified as a valuable strategy. Par-
ticularly for PHNs and the more mainstream co-com-
missioning approach adopted in Australia but was also
employed in Aotearoa/New Zealand. Co-commissioning
involving funding bodies and commissioning agencies
working with service providers aims to overcome policy
and service delivery siloes and work across organisational
boundaries [7, 45]. Collaboration could also improve
intra-organisational planning amongst personnel in
larger public health bureaucracies, and when operating
across different levels or different stages of the commis-
sioning process [5, 37]. Collaboration through joint plan-
ning and contracting aims to create shared ownership of
programs and their outcomes [5, 21], foster co-design
and co-creation of new care pathways [24, 33], and con-
tribute to capacity building and knowledge sharing and
learning [22, 26, 37]. Collaboration between service pro-
viders and consumers during planning can help tailor
services to patient demand rather than service specifica-
tions [12, 23, 27]. One study noted greater need of collab-
oration in rural and remote areas due to the prevalence
of ‘thin’ markets and a limited number of providers [21].
Various formal and informal mechanisms can enhance
the quality of collaboration. Examples from PHNs
included governance arrangements, such as reciprocal
board membership between organisations, employment
of coordinators, staff secondments, formalised partner-
ships, bilateral agreements and memorandums of under-
standing, online engagement platforms, clinical councils,
service networks, First Nations leadership groups and
funding to encourage diverse groups to work together [7,
21, 41]. With PHNSs, co-commissioning was more effec-
tive when established relationships existed between the
public health system and other service providers [5, 41].
Sufficient time and resources were recommended to sup-
port collaborative processes leading to organisational
change and innovation [5, 29]. Reported benefits from
collaboration included increased PHC service efficiencies
[5, 11, 41], and a greater focus on solving complex prob-
lems [7]. Co-planning and co-funding across providers
contributed to systems integration, including data and
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continuity of care [27], and reduced service duplication
and fragmentation [5]. It was also conducive to positive
cultural change in the wider health system [21, 52].

Engagement and collaboration with wider sets of stake-
holders and/or end users was also valuable, although the
timeframes and resources required were often restrictive.
For PHNs, engagement occurred primarily through com-
munity and clinical advisory groups. Wider engagement
with end users, clinicians and providers was consid-
ered valuable if it advanced new or significant improve-
ments to service models [7, 21, 24, 28], when negotiating
changes to existing programs [28], and during the imple-
mentation, monitoring and reporting cycles for contracts
[24]. Engagement across multiple levels and organisa-
tions contributed to increased capabilities and wider
impacts [24, 41], and assisted in change management to
support new processes and streamline reporting [28]. It
also facilitated deeper listening with community in order
to serve the needs of beneficiaries [8, 27, 30, 37] and the
development of approaches and models of preventive
care better suited to community values [27].

Implementing the co-commissioning process can be
challenging. In Australia, collaboration was affected by
unclear division of responsibilities between federal and
state governments, commissioning agencies and Local
Hospital Networks. This included overlapping geo-
graphical boundaries, leading to added complexity and
fragmentation in service delivery [5, 34, 41, 42], coupled
with limited development of shared goals and priorities
[21]. Where governments aimed to demarcate and pri-
oritise state responsibilities, this hindered collaboration
[21]. Organisational misalignment between tiers of gov-
ernment and commissioning agencies in policies and
priorities [42], risk appetite, planning/funding cycles,
governance, cost savings, and probity requirements
affected the co-commissioning of services [5]. Tensions
between collaboration, and competition and service eval-
uation, were reported to undermine trust in the process.
These tensions also affect existing service relationships
[21, 30, 35], leading to uncertainty over future contracts,
particularly for ACCHOs [34].

Engagement and collaboration with ACCHOs con-
tinues to be a specific focus for PHNs, with approaches
such as capacity funding and communities of practice
used [7, 24, 26]. However, PHNs encountered problems
consistently engaging with the ACCHO sector, includ-
ing community representation on governance structures,
and insufficient resourcing [35, 41]. Limited collabora-
tion or consultation with ACCHOs in needs assessment
and planning, and increased bureaucratisation contrib-
uted to claims that PHNs set funding priorities without
adequate information on First Nations people’s health
[34, 35]. Others felt that the mainstream PHN approach
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to co-commissioning was incompatible and infringed
upon how ACCHOs operate, and contributed little to
service coordination, particularly in remote areas [34, 35,
41]. Critically, PHNs may limit self-determination and
health benefits for First Nations populations [35].

Innovation and learning

Innovation and continual learning were emphasised
widely as strategies for effective commissioning. The
model of Whanau Ora was viewed as an approach to
drive innovation and learning in service delivery [12, 37,
48, 52]. It was adopted in the design of funding models
[13, 33], or in the case of PHNS, as a key purpose within
organisational governance arrangements and work prac-
tices [7]. Commissioning agencies encouraged innova-
tion by directing funding at providers who could design
service specifications that engaged hard to reach groups
[13, 37], and implement new and holistic models of care
[7, 31, 54]. Innovation within the commissioning cycle
was viewed as a longer-term data analysis, learning and
evaluation process, to design, test and refine new pro-
grams and contribute to the evidence base [7, 41, 44, 48].
Shared learning and joint problem solving contributed a
robust form of accountability between funders and pro-
viders [37]. Knowledge and continual learning across the
system provided interactive and iterative processes that
made commissioning effective [7, 43], as well as adaptive
to the constant changes in people’s lives [30].

Impact and success

Studies reported a range of impacts or outcomes from
commissioning on service delivery, and health and well-
being, as well as factors that contributed to success.
These were grouped into: (1) service efficiency and acces-
sibility; and (2) self-determination, health and wellbeing.

Service efficiency and accessibility

The range of impacts vary from commissioning and con-
tracting for First Nations, regional, and remote popula-
tions. Studies from both Aerotoroa/New Zealand and
Australia show commissioning for some programs
increased service accessibility and efficiency, widened
geographical distribution of services, and increased the
numbers of people receiving services [8, 13, 24, 28, 37,
43, 49, 56]. Evaluations of Whanau Ora Commission-
ing Agencies indicate success across programmatic and
process criteria [8], providing an institutional framework
for MHPs to deliver services that better align to whanau
health [12]. A greater commitment to meeting complex
community and individual need [37], supported by the
integrated service knowledge of ‘navigators’ [13], has
improved the connection of whanau to mainstream ser-
vices and reduced fragmentation [8, 53]. For example,
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a whanau based healthy lifestyle promotion program
increased adoption of nutrition, diet and exercise-based
activities amongst Maori participants [31]. Drawing
on more providers led to increased service provision to
groups requiring specialised care [37].

With PHNs in Australia, assessments of health needs
have created greater objectivity in decision making over
the selection of services [29], whereas planning and eval-
uation have led to improved service performance [34],
and health system improvements [24]. Further, com-
petitive tendering processes specified the type of service
approach, and ensured that providers had the necessary
relationships to deliver preferred models of care [34].
PHN funded programs to rural and remote communities
reported a 17% increase in bulk-billed after hours ser-
vices and increased clients accessing those services [28].
Commissiong of outreach services through multiple pub-
lic and private fundholding bodies resulted in improved
access to allied health of 13.1% and specialist services by
16.4% [43]. Results of commissioning for mental health
programs in regional and remote areas of Australia indi-
cated a reduction in unmet needs of clients and fewer
reported problems accessing services [24]; improved GP
capacity to provide patient centred services [23]; and
increased consumer satisfaction with the support pro-
vided, and reduced psychological distress [42].

Self-determination, health and wellbeing
Whanau Ora commissioning delivered measurable out-
comes and benefits through active self-determination by
Maori [12, 13, 20, 31], and by empowering whanau with
the responsibility, resources and skills to improve their
own health, cultural and socio economic wellbeing [8,
46, 48]. Reported outcomes include enhanced self-con-
fidence, secure cultural identity and belonging, enduring
social wellbeing, and reduced mental health and socio-
economic hardships [31, 46, 53]. Evaluations of the Te
Patahitanga o Te Waipounamu investment in multiple
initiatives over successive years indicated that whanau
have experienced positive health outcomes, and stronger
social networks [44, 48, 50, 51]. Sustained program
investment delivered individual and collective impact,
evidenced by increased physical activity, reduction in
smoking, drug and alcohol use, and better management
of chronic conditions [50, 52]. Analysis also indicated a
positive return on investment from social entrepreneur-
ship programs, in addition to economic independence
and job creation [51, 55]. Eighty-three initiatives were
funded through the “Wave 16’ round, with 5083 whanau
members participating.

For MHPs, Whanau Ora has enhanced their control
in setting outcomes, and their measurement through
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whanau-defined wellbeing indicators [36, 55]. Culturally
anchored commissioning enables MHPs to create path-
ways and flexible and innovative approaches to realise
whanau aspirations and to instill Maori values, cultural
practices and worldviews within health and social pro-
grams [8, 20, 44, 55, 58]. It also aligned to Maori self-
determination, defined as the ability to choose one’s own
path in life through increased self-reliance [31]. The pro-
gram Healthy Families New Zealand, for example, met
success in chronic disease management by shifting from
a narrow Western clinical approach to focusing on Maori
health equity, an approach that facilitated community
defined solutions and Maori based systems thinking [55].

Discussion and conclusions

This review considered the current evidence for health
commissioning for First Nations, regional, and remote
populations, aiming to identify the enablers and strate-
gies, and impacts and limitations from commissioning
and contracting health and wellbeing services. Like other
reviews [48, 49], there was relatively limited evaluation
research that aimed to test the effectiveness of commis-
sioning on health and wellbeing outcomes for specific
population groups. Most of the published research com-
prised process-based evaluations and descriptive analy-
ses of the introduction and application of commissioning
models, and the experiences and challenges facing ser-
vice providers, including MHPs and ACCHOs. Grey lit-
erature was similarly evaluative and process oriented,
focusing on service delivery improvements. These were
supported by evidence of positive impact on health and
wellbeing, socio-economic stability, capacity building,
and empowerment. The grey literature provided promis-
ing evidence of efficiencies delivered through programs
focusing on community and family wellbeing [43, 49, 58].
A significant gap in the evidence was the application of
commissioning across the health system, covering pri-
mary, tertiary and acute care for the identified population
groups. Research is limited by the fact that commission-
ing for First Nations, regional, and remote populations in
Australia, Aotearoa/New Zealand and Canada applies to
select interventions comprising a relatively small alloca-
tion of overall health investment.

Evidence presented in multiple studies suggests that a
relational model drives success in the establishment and
operation of commissioning for First Nations, regional
and remote populations. A relational model drives
improved coordination and outcomes from the commis-
sioning and contracting of health services. A relational
model can be applied to the enablers and strategies/
processes that support successive stages of commis-
sioning including governance and operations of com-
missioning agencies, service co-design, funding and
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contract development, and monitoring and reporting.
The model outlined in Fig. 2 places relationships at the
core of commissioning processes, and between all agents:
funders, commissioning agencies, service providers, cli-
nicians, clients, communities and families. Six attributes
of a relational commissioning model are presented: (1)
Responsive: flexible and agile to meet diverse and chang-
ing needs; (2) Resourced: build and mature networks/
partnerships and workforce capabilities (3) Collabora-
tive: mutually agreed goals and outcomes, co-planning
and co-funding (4) Equitable: joint decision making and
power sharing amongst multiple agents; (5) Innovative:
knowledge generation and learning oriented to drive sys-
tem change; and (6) Self-determined: commissioning led
and informed by First Nations leaders, communities, and
families.

The relational model to commissioning and contract-
ing is highly relevant for regional and remote popula-
tions, where innovative solutions are required to address
systemic problems encountered with current models of
care [7], and the prevalence of poor health outcomes. The
reviewed studies indicate the conditions and strategies
likely to strengthen and support ‘trusting’ relationships
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between multiple actors during each stage of commis-
sioning, including open dialogue and exchange of knowl-
edge and expertise [5, 22], sharing of resources and
possible co-funding, robust co-design and co-creation of
programs and their agreed outcomes [24], and frequent
and formalised mechanisms and techniques for engage-
ment [7, 21, 24]. More established and mature relation-
ships encouraged wider co-commissioning amongst
service providers [21], and contributed to deeper under-
standing and flexibility displayed by governments and
commissioning agencies, particularly during planning,
contract renegotiations, and reporting. Direct investment
and resources for relationship building, and more formal-
ised networks and partnerships, is essential.

Like other research on health services for First Nations
populations, commissioning and contracting requires
a series of strategies to realise community-control and
self-determination [12, 15, 27, 60]. Effective models that
support First Nations leadership and decision making are
necessarily at each stage of the commissioning cycle to
co-create health services and programs that are account-
able and adaptive to communities and families. Evalu-
ations indicate that commissioning led and controlled

Responsive:
flexible and agile
to meet diverse

& changing

needs

Self-determined:
informed by First
Nations leaders,
communities &
families

Resourced:

build and mature
networks and
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Relational

commissioning

Innovative:
learning and
knowledge for
service redesign

Collaborative:
mutually agreed
goals, planning,

funding and
outcomes

Equitable:
shared decision
making and
power across
actors

Fig. 2 Relational commissioning
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by First Nations organisations delivers demonstrable
health and wellbeing impacts across multiple metrics
[44, 48, 51]. Whanau Ora Commissioning Agencies have
provided significant insights on how community and
whanau led and self-determined models, based on Maori
Kaupapa concepts and practice application, can empower
people to improve their own health and wellbeing [31,
49-51]. Governments need to co-create highly flex-
ible and potentially new funding mechanisms, contracts,
and reporting systems that provide autonomy for First
Nations controlled commissioning agencies to evolve to
accommodate the requirements of service providers and
the needs of beneficiaries.

By comparison, mainstream commissioning models
such as PHNs in Australia, have struggled to accommo-
date the health needs for First Nations populations, or sup-
port equity and development of the community-controlled
health sector [34, 35]. This can exacerbate existing barri-
ers and service fragmentation. However, case studies from
Aotearoa/New Zealand indicate that engaging Maori prac-
tices in program co-design, and setting of performance
goals and outcomes metrics, can improve how services
are commissioned by various bodies [52, 55, 58]. Studies
indicate that MHPs and ACCHOs are particularly adept
at providing culturally appropriate holistic care informed
by First Nations peoples worldviews, values and thinking
[27, 31, 36, 40, 58, 60]. Formal processes for collaboration
between First Nations service providers, commissioning
agencies and other health providers is key, particularly in
regional and remote areas constrained by small popula-
tions and high service costs. Involving the wider commu-
nity in the planning and needs assessment phases is also
recommended and should be culturally anchored, equita-
ble, empowering and suited to the context or setting.

A variety of other strategies contribute to innovation in
commissioning and are consistent with, and build upon,
other reforms in the health system. Commissioning offers
opportunities for new investment models and contracting
approaches that are flexible and adaptive, but also stream-
lined and consolidated across funding bodies to reduce
transaction costs [5, 8, 12, 13]. Challenges arise from insuf-
ficient funding to meet identified health needs, multiple
and often short-term contracts, and prescriptive outputs
that create complexity and are not aligned to beneficiar-
ies needs [15, 27, 32, 36, 59]. Education/training for service
providers and clinicians, and a suitably skilled workforce
were valued during all stages of commissioning [7, 21]. A
persistent challenge for service delivery in regional and
remote areas is recruitment and retention of skilled staff,
including First Nations health practitioners, and a wider
culturally trained workforce [29, 60]. The impact of com-
missioning on workforce turnover is viewed as a signifi-
cant risk to service continuity [29, 34, 35]. For regional and
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remote populations, long distances and variable access
to services, infrastructure and transport issues, and geo-
graphical variance in clinical practices and capabilities are
key issues that need to be addressed [21, 43].

Outcomes and performance reporting remains a critical
component to effective commissioning at scale. The adop-
tion of outcomes based payment models in healthcare
relies on the development of suitable indicators designed
to incentivise outcomes in the health status of people
and populations [61]. Like other components to com-
missioning, outcomes assessment requires collaborative
design and shared indicators, and a level of flexibility and
scope for service providers to report achievements in the
quality of care [55]. Reported outcomes in the surveyed
commissioning literature were mostly process or activity
based, such as participation rates amongst target popula-
tion groups, and patient views on the quality of the ser-
vice or program activity. Other reported improvements
relate to process and structure issues such as integration
and coordination of care pathways as viewed by service
providers. Comparatively few studies provide any com-
parative measures of outcomes on various care domains,
healthcare costs, or population health and wellbeing. This
indicates a need for wider research and analysis of a broad
range of outcomes and impacts from commissioning.

Appendix 1
Search terms:

Indigenous OR “First Nations” OR “First People” OR “First
Peoples” OR Aboriginal OR “Torres Strait Islander” OR
“Torres Strait Islanders” OR ATSI OR Maori OR “Tangata
Whenua” OR Inuit OR Métis OR “Native American” OR
“Alaska Native” OR “Native Hawaiian” OR “American Indian”
OR “Native Canadian” OR rural OR remote OR region*

AND

“community control” OR community-base* OR “health
commissioning” OR self-determination* OR “competitive
tendering” OR “contracting services” OR “health com-
missioners” OR co-commission* OR “commissioning
agencies” OR “commissioning model” OR “health con-
tractors” OR “health service providers” OR “contracting
model” OR “health service commissioning” OR “health
care commissioning” OR “health service purchasing” OR
“health service procurement” OR “health funding” OR
“health contracting” OR “health services contracting”

AND

“Aboriginal Community Controlled Health Organisa-
tions” OR ACCHO* OR “Allied health services” OR “pri-
mary healthcare networks” OR PHN* OR “Whanau Ora”
OR “Te Pou Matakan” OR “Te Putahitanga o Te Waipou-
namu” OR “Pasifika Futures” OR “Indian Health Service”
OR Nuka OR NCCIH OR “Indigenous Services Canada”
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ACCHO Aboriginal community-controlled health organisation

CANZUS  Nations: Canada, Australia, New Zealand and the USA

CaTHC Cape and Torres Healthcare Commissioning Ltd

LHN Local Health Networks

MHP Maori health provider

PHC Primary healthcare service

PHN Primary Health Network

PRISMA Preferred Reporting Items for Systematic Reviews and Meta-Analyses

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512913-024-12106-5.

Supplementary Material 1.

Supplementary Material 2.

Acknowledgements
We also acknowledge librarian, Janet Catterall, for conducting the database
searches and Professor Jerry Buckland for assistance in reviewing the literature.

Authors’ contributions

H.B. is the primary author and was responsible for the design, data extrac-
tion, analysis, writing and final review of the manuscript. JM,, C.D.and AR.
contributed significantly to study concept, design, structure and critical review
during editing process. H.B,, JM., C.D., AR. and B.M. screened the papers and
grey literature, and B.M. contributed to data extraction and analysis. EW., MK,
H.J., D.L, and RF. contributed to study concept, design and review. All authors
reviewed two draft versions of the paper and revised them critically for intel-
lectual content. All authors gave final approval of the version to be published,
and agreed to be accountable for the accuracy and integrity of the review.

Funding

This project was funded by the State of Queensland operating though
Queensland Health via a contract for services provided for the ‘Evaluation of
the TORCH Project Officers from Queensland Health are contributing authors
and have been involved in the preparation of this manuscript.

Data availability
Data is provided within the manuscript or supplementary research files.

Declarations

Ethics approval and consent to participate

Ethical approval was provided by: Central Queensland University, approval
number Human Research Ethics Committee (ID: 0000023943) and; Queens-
land Health, Far North Queensland Human Research Ethics Committee
(HREC/2023/QCH/97970 (Jun ver 2) - 1723).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'Office of Indigenous Engagement, CQUniversity Australia, Level 2 Cairns
Square, Cnr Abbott & Shields St, Cairns, QLD 4881, Australia. 2Jawun Research
Centre, School of Health, Medical and Applied Sciences, CQUniversity
Australia, Level 2 Cairns Square, Cnr Abbott & Shields St, Cairns, QLD 4881,
Australia. *Cluster for Resilience and Well-Being, Appleton and Manna
Institutes, CQUniversity Australia, Level 4, 160 Ann Street, Brisbane, QLD 4000,
Australia. *Faculty of Medicine and Health, School of Public Health, Leeder
Centre for Health Policy, Economics and Data, The University of Sydney, Level 5
Moore College CG2, 1 King St, Newtown, NSW 2042, Australia. >Reform Office,
Strategy, Policy and Reform Division, Queensland Health, The Prince Charles
Hospital, Metro North Hospital and Health Service, and Faculty of Medicine,

Page 21 of 23

The University of Queensland, Floor 13, 33 Charlotte Street, Brisbane, QLD
4000, Australia. *Reform Office, Strategy, Policy and Reform Division, Queens-
land Health, Floor 13, 33 Charlotte Street, Brisbane, QLD 4000, Australia.

Received: 17 September 2024 Accepted: 12 December 2024
Published online: 06 January 2025

References

1. Donato R, Segal L. Does Australia have the appropriate health reform
agenda to close the gap in Indigenous health? Australian Health Review.
2013;37(2):232-8.

2. Gardner K, Davies GP, Edwards K, McDonald J, Findlay T, Kearns R, Joshi C,
Harris M. A rapid review of the impact of commissioning on service use,
quality, outcomes and value for money: implications for Australian policy.
Aust J Prim Health. 2016;22(1):40-9.

3. Cumming J. Commissioning in New Zealand: learning from the past and
present. Aust J Prim Health. 2016;22(1):34-9.

4. Koff E, Pearce S, Peiris DP. Collaborative Commissioning: regional funding
models to support value-based care in New South Wales. Med J Aust.
2021;215(7):297-301.2291.

5. Bates S, Harris-Roxas B, Wright M. Understanding the costs of co-com-
missioning: Early experiences with co-commissioning in Australia. Aust J
Public Admin. 2023;82:462.

6. Peiris D, Feyer A-M, Barnard J, Billot L, Bouckley T, Campain A, Cordery
D, de Souza A, Downey L, Elshaug AG, et al. Overcoming silos in health
care systems through meso-level organisations — a case study of health
reforms in New South Wales, Australia. Lancet Reg Health West Pac.
2024,44:101013-101013.

7. Briggs DS, Nankervis R, Baillie J, Turner C, Rigby K, Livingstone L. Innova-
tion to improve patient care in Australian Primary Health Network: an
insider’s perspective. Public Admin Policy. 2019;22(2):111-24.

8. SmithV, Moore C, Cumming J, Boulton A. Whanau ora: an indigenous
policy success story. In: Luetjens J, Mintrom M, ‘t Hart P, editors. Successful
Public Policy. Acton: ANU Press; 2019. p. 505-529.

9. McCalman J, Campbell S, Jongen C, Langham E, Pearson K, Fagan R,
Martin-Sardesai A, Bainbridge R. Working well: a systematic scoping
review of the Indigenous primary healthcare workforce development
literature. BMC Health Serv Res. 2019;19(1):767-767.

10. Torres and Cape Hospital and Health Service. Local Area Needs Assess-
ment. Summary Report December 2022. Cairns: Queensland Govern-
ment; 2022.

11. Bates S, Wright M, Harris-Roxas B. Strengths and risks of the Pri-
mary Health Network commissioning model. Aust Health Rev.
2022;46(5):586-94.

12. Boulton A.Whanau Ora: A culturally-informed, social policy innovation. N
Z Sociol. 2019;34(2):23-48.

13. Humpage L. Does a Payment-For-Outcomes model improve Indigenous
wellbeing? Commissioning agencies and social impact bonds in New
Zealand. Int Indig Policy J. 2020;11(4):1-26.

14. Healthy Familes NZ. Ministry of Health: Healthy Families NZ'Community
Up' Approach to Improving Wellbeing and Equity: Commissioning for
Pae Ora | Healthy Futures case study. Wellington: New Zealand Ministry of
Health; 2023.

15. Dwyer JM, Lavoie J, O'Donnell K, Marlina U, Sullivan P. Contracting for
Indigenous Health Care: Towards Mutual Accountability. Aust J Public
Adm. 2011;70(1):34-46.

16. Peters MDJ, Marnie C, Tricco AC, Pollock D, Munn Z, Alexander L, Mclner-
ney P, Godfrey CM, Khalil H. Updated methodological guidance for the
conduct of scoping reviews. JBI Evid Synth. 2020;18(10):2119-26.

17. Tricco AG, Lillie E, Zarin W, O'Brien KK, Colquhoun H, Levac D, Moher
D, Peters MD, Horsley T, Weeks L. PRISMA extension for scoping
reviews (PRISMA-ScR): checklist and explanation. Ann Intern Med.
2018;169(7):467-73.

18. Wolfswinkel JF, Furtmueller E, Wilderom CPM. Using grounded theory as a
method for rigorously reviewing literature. Eur J Inf Syst. 2013;22(1):45-55.

19. Strobel NA, Chamberlain C, Campbell SK, Shields L, Bainbridge RG, Adams
C, Edmond KM, Marriott R, McCalman J. Family-centred interventions for
Indigenous early childhood well-being by primary healthcare services.
Cochrane Datab Syst Rev. 2022;12(12):CD012463.


https://doi.org/10.1186/s12913-024-12106-5
https://doi.org/10.1186/s12913-024-12106-5

Boer et al. BMC Health Services Research

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33

34.

35.

36.

37.

38.

39.

40.

(2025) 25:27

Boulton A, Cvitanovic L, Cropp T. Bringing Whanau Ora to Health Social
Work. In: Petrakis M, editor. Social Work Practice in Health: An Introduc-
tion to Contexts, Theories and Skills (2nd ed.). London: Routledge; 2022.
p. 159-174.

Freeman T, Baum F, Javanparast S, Ziersch A, Mackean T, Windle A. Chal-
lenges facing primary health care in federated government systems:
Implementation of Primary Health Networks in Australian states and
territories. Health Policy. 2021;125(4):495-503.

De Morgan S, Walker P, Blyth FM, Marks L, Rychetnik L, Nicholas M,
Sanders D, Wilson A. Health and service needs, priorities and initiatives
of primary health networks related to chronic pain. Aust J Prim Health.
2022;28(5):417-27.

Coleman M, Cuesta-Briand B, Collins N. Rethinking Accessibility in Light of
the Orange Declaration: Applying a Socio-Ecological Lens to Rural Mental
Health Commissioning. Front Psychiatry. 2022;13:930188.

Cheverton J, Janamian T. The partners in recovery program: Mental health
commissioning using value co-creation. Med J Aust. 2016,204(7):538-40.
Henderson J, Javanparast S, Baum F, Freeman T, Ziersch A, Mackean T,
Fuller J. The governance of primary mental health planning by Primary
Health Networks. Aust J Soc Issues. 2019;54(3):267-84.

De Morgan S, Walker P, Blyth FM, Nicholas M, Wilson A. Community-based
pain programs commissioned by primary health networks: key findings
from an online survey and consultation with program managers. Aust J
Prim Health. 2022;28(4):303-14.

Gifford H, Cvitanovic L, Boulton A, Batten L. Constructing preven-

tion programmes with a Maori health service provider view. Ktuitui.
2017;12(2):165-78.

Carlisle K, Fleming R, Berrigan A. Commissioning for healthcare: a case
study of the general practitioners After Hours Program. Aust J Prim
Health. 2016;22(1):22-5.

Panzera AJ, Murray R, Stewart R, Mills J, Beaton N, Larkins S. Regional
health workforce planning through action research: lessons for commis-
sioning health services from a case study in Far North Queensland. Aust J
Prim Health. 2016;22(1):63-8.

Riboldi M, Fennis L, Fishwick E, Goodwin S, Stears M. Making commission-
ing work: The relational gap between intent and implementation in the
transition to ‘commissioning” community services in New South Wales.
Aust J Public Adm. 2021;80(3):565-76.

Reweti A. Understanding how whanau-centred initiatives can

improve Maori health in Aotearoa New Zealand. Health Promot Int.
2023;38(4):1-13.

Dwyer J, Boulton A, Lavoie JG, Tenbensel T, Cumming J. Indigenous
Peoples'Health Care: New approaches to contracting and account-
ability at the public administration frontier. Public Manag Rev.
2014;16(8):1091-112.

Boulton A, Gifford H, Allport T, White H. Delivering on diversity: the
challenges of commissioning for Whanau Ora. J Indigenous Wellbeing.
2018;3(1):45-56.

Henderson J, Javanparast S, MacKean T, Freeman T, Baum F, Ziersch

A. Commissioning and equity in primary care in Australia: Views from
Primary Health Networks. Health Soc Care Community. 2018;26(1):80-9.
Coombs D. Primary Health Networks'impact on Aboriginal Community
Controlled Health Services. Aust J Public Adm. 2018;77:537-46.

Gifford H, Batten L, Boulton A, Cragg M, Cvitanovic L. Delivering on out-
comes: the experience of Maori health service providers. Policy Quarterly.
2018;14(2):58-64.

Oakden J, Walton M, Foote J. Contracting public health and social
services: insights from complexity theory for Aotearoa New Zealand.
Kotuitui. 2021;16(1):180-95.

Came H, Baker M, McKenna B, McCreanor T. Strengthening public health
contracting: findings of a follow-up nationwide survey from Aotearoa.
Kotuitui. 2022;17(3):405-21.

Came H, Doole C, McKenna B, McCreanor T. Institutional racism in public
health contracting: Findings of a nationwide survey from New Zealand.
Soc Sci Med. 2018;199:132-9.

Kolapo TF. Culturally competent commissioning; Meeting the needs of
Canada’s diverse communities: The road map to a culturally compe-

tent mental health system for all. Canadian J Commun Mental Health.
2018;Special Issue:83-96.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

Page 22 of 23

Lane RI, Russell GM, Francis C, Harris M, Powell-Davies G, Jessop R, Harris-
Roxas B, Kirby S. Evaluation of the primary health networks program.
Ernst and Young: Australia; 2018.

Nous Group. Evaluation of National Psychosocial Support Programs: Final
Report. Prepared for the Australian Department of Health. 2021.

Health Policy Analysis. Evaluation of Outreach Programs Evaluation
Report. Volume 1: Main report. 2022.

Wehipeihana N, Were L, Akroyd S, Lanumata T. Formative evaluation of
the Whanau Ora commissioning agency model: An independent evalua-
tion report. Wellington: Te Puni Kokiri; 2016.

Aiko: Nga Tini WhetQ. Lessons learnt. Report Prepared for: Whanau Ora
Commissioning Agency, Te Puni Kokiri, Oranga Tamariki and ACC. 2020.
Indpendent Whanau Ora Review Panel: Whanau Ora Review. Tip Matoro
ki te Ao. Final Report to the Minister for Whanau Ora. Wellington: 2018.
Te Puni Kokiri. Understanding whanau-centred approaches. Analysis of
Phase One Whanau Ora research and monitoring results. Wellington: Te
Puni Kokiri; 2015.

Savage C, Leonard J, Grootveld C, Edwards S, Dallas-Katoa W. Te
Patahitanga o Te Waipounamu: The Evaluation of Wave One Initiatives.
Christchurch: Ihi Research and Development; 2016.

Savage C, Hynds A, Leonard J, Goldsmith L, Te Hémi H. Evaluation of the
Wave 7 Whanau Commissioning Initiatives in 2018-2019. Christchurch:
IHI Research; 2019.

Savage C, Dallas-Katoa W, Leonard J, Goldsmith L. The Evaluation of Wave
2 and 3 Whanau Initiatives for Te PGtahitanga o Te Waipounamu. Christch-
urch: IHI Research; 2017.

Leonard C, Maraki J, Goldsmith L, Leonard J, Shelling M, Sanaei N, Martin
O, Crown N, Standring K, Arahanga M. The Evaluation of Wave 16 Kau-
papa Initiatives for Te PGtahitanga O Te Waipounamu: Measuring Whanau
Wellbeing. Christchurch: Ihi Research; 2023.

Te Putahitanga o Te Waipounamu. Te Patahitanga o Te Waipounamu |
Direct Whanau Commissioning: Commissioning for Pae Ora | Healthy
Futures case study. Wellington: Ministry of Health; 2023.

Ihi Consulting, Maraki J. Equity-focused Commissioning in Three Regions
—Lakes, Tairawhiti and Hawke’s Bay: Commissioning for Pae Ora | Healthy
Futures case study. Wellington: Ministry of Health; 2023.

Research Evaluation Consultancy, ThinkPlace. Kaupapa Maori Informed
Approach to Commissioning Mental Health and Addiction Services:
Commissioning for Pae Ora | Healthy Futures case study. Wellington:
Ministry of Health; 2023.

Matheson A, Wehipeihana N, Gray R, Uia T, Lindberg K, Irurzun Lopez M,
Walton M, Shanthakumar M, Cumming J, Firestone R, Ellison-Loschmann
L. Healthy Families NZ'Community Up' Approach to Improving Wellbeing
and Equity: Commissioning for Pae Ora | Healthy Futures case study. Wel-
lington: Ministry of Health; 2023.

ThinkPlace: National Telehealth Service. Commissioning for Pae Ora |
Healthy Futures case study. Wellington: Ministry of Health; 2023.
Allport T. Maori Commissioning Report. Te Pou Matakana Commissioning
Agency. Auckland: Waipareira Tuararo. Te Whanau o Waipareira, Research
Unit; 2014.

Wehipeihana N, Sebire K, Spee K, Oakden J. In Pursuit of Maori Health
Equity. Evaluation of the Maori Influenza and Measles Vaccination Pro-
gramme. Wellington: Ministry of Health; 2022.

Eggleton K, Anderson A, Harwood M. The whitewashing of con-

tracts: Unpacking the discourse within Maori health provider

contracts in Aotearoa/New Zealand. Health Soc Care Community.
2022;30(5):2489-96.

McCalman J, Jongen CS, Campbell S, Fagan R, Pearson K, Andrews S.The
Barriers and Enablers of Primary Healthcare Service Transition From Gov-
ernment to Community Control in Yarrabah: A Grounded Theory Study.
Front in Public Health. 2021;9:616742.

Vlaanderen FP, Tanke MA, Bloem BR, Faber MJ, Eijkenaar F, Schut FT,
Jeurissen PPT. Design and effects of outcome-based payment models in
healthcare: a systematic review. Eur J Health Econ. 2019;20(2):217-32.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.



Boer et al. BMC Health Services Research (2025) 25:27 Page 23 of 23

Henry Boer HBis non-Indigenous Australian.
Janya McCalman JM is non-Indigenous Australian.
Chris Doran CD is non-Indigenous Australian.
Amanda Rush AR is non-Indigenous Australian.
Bridgett Mitchell BM is non-Indigenous Australian.

Ruth Fagan RF is a First Nations staff member at CQUniversity
Australia.

Elizabeth Whiting EW is non-Indigenous Australian.
Megan Kreis MK is non-Indigenous Australian.
Hannah Johnson HJis non-Indigenous Australian.

David Lyon DL is non-Indigenous Australian.



	Commissioning health services for First Nations, regional, and remote populations: a scoping review
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Inclusionexclusion criteria
	Search strategy
	Screening and selection
	Search results
	Data extraction and analysis
	Description of the studies
	Characteristics

	Enablers
	Operating model
	Capability building
	Contract design
	Funding and costs
	Monitoring and reporting

	Strategies and processes
	Relationships and trust
	Collaboration and engagement
	Innovation and learning

	Impact and success
	Service efficiency and accessibility
	Self-determination, health and wellbeing

	Discussion and conclusions
	Appendix 1
	Acknowledgements
	References


