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Commissioning and accredited exercise physiology services  

Background 

Commissioning health services is a new concept in Australia, despite emerging in the United Kingdom during the  1980s 

and being adopted elsewhere (e.g. New Zealand, America) to address various health objectives[1]. The rise of 

commissioning in Australia has coincided with current health system reforms - viewed as a viable strategy to address 

the changing demands and fiscal pressures facing our healthcare system. Notably, the increased incidence of chronic 

disease, coupled with an ageing population and increased consumer expectations, is incongruous with the time-based, 

fee-for-service Medicare Benefits Schedule (MBS) model.   

The Primary Health Care Advisory Group Report: Better Outcomes for people with Chronic and Complex Health 

Conditions examined opportunities for reform in primary health care to improve the management of people with 

health conditions. One recommendation included trialling new payment models to Primary Health Networks (PHNs), 

enabling them to commission appropriate non-general practice clinical services, and coordinate services in their 

region[2]. Guidance material developed by the Department of Health confirms the PHN’s role as a commissioner of 

health services based upon national priority areas and local needs assessment[3, 4].   

Commissioning offers many potential benefits to the health system including[5, 6]: 

 improving access to, and quality of, health services (e.g. consumers accessing health services that previously 

were not funded)  

 creating greater equity in the distribution of health services (e.g. allows commissioners of services to target at 

risk population groups or areas known to have poorer health outcomes)   

 stimulating technical efficiencies (e.g. a contestable market encourages providers to be more accountable and 

focussed on maximising quantity and quality of services while ensuring cost effectiveness) and allocation 

efficiencies (i.e. ensuring resources are allocated based on local identified needs) 

However, the literature indicates that benefits of commissioning are not always realised[5, 7].  For example, the New 

Zealand experience suggests contracts were often awarded to the incumbent service provider because of the 

perceived risks associated with change (e.g. interrupting continuity of services, fears of legal action). Further, the 

protracted contract negotiations and use of legal jargon made it impossible for some smaller providers to be 

involved in the commissioning process[6].  Australia faces its own unique challenge - to successfully adapt a health 

system that is conspicuously at odds with fundamental elements of successful commissioning (e.g. dominance of 

fee-for-service payment mechanisms, lack of patient registration, and lack of experience with commissioning[8]). 

Issue 

For many privately operating allied health professionals, such as accredited exercise physiologists, this will be their 

first exposure to providing services within a commissioning framework and understanding how their prevailing 

business structures (i.e. as a sole practitioner in a small clinic[9, 10]) fit within this new model.  Further, in order for 

commissioning models to be successful, a strong governance and policy framework that outlines “priorities, 

accountability, reporting, consultation, monitoring, roles and responsibilities”[8] is required. Developing technical 

expertise, workforce skills and capacity will also help build the market and meet consumer demands.    
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The challenges currently facing solo providers can be ameliorated through commissioning bodies supporting and 

developing smaller providers’ capacity to compete evenly with big business.  For example, a PHN may support 

practices to pool resources and share associated costs which may also include funding individual practices to enable 

them to take time out from their clinical loads to plan and establish sustainable practice models[11].   

Australia is uniquely placed to apply the lessons learned from international experiences and drive successful 

outcomes for consumers, providers and the sector alike.      

Accredited exercise physiologists and commissioning 

Given the unequivocal evidence supporting clinical exercise interventions as a valid prevention, treatment and 

management tool for a myriad of chronic diseases[12, 13], coupled with the cost-effectiveness of accredited exercise 

physiology-led interventions[14], it is anticipated that these services will be utilised across a broad range of settings 

and for multiple purposes within emerging commissioning activities.  For example, clinical exercise interventions, as 

provided by accredited exercise physiologists, are an efficacious adjunct intervention for improving both physical 

and mental health outcomes [15-18], however current service models and funding streams are not conducive to 

including clinical exercise interventions as part of standard care for people experiencing a mental illness.  Similarly, 

policy and funding in the residential aged care setting (i.e. aged care funding instrument) limit service provision and 

do not support delivery of clinical exercise interventions, despite studies indicating exercise provides a range of 

physical, social and psychological benefits to older adults[19, 20]. 

Commissioning of exercise physiology services can potentially provide consumers with access to services in 

environments and for conditions that have previously been limited.       

Exercise & Sports Science Australia’s position 

There is great opportunity to develop new and innovative practices through effective commissioning models and 

frameworks. However, to ensure successful outcomes for consumers, health providers and the sector, 

commissioning bodies must appreciate the existing business structures and operating practices of allied health 

professionals, such as accredited exercise physiologists.  Commissioning bodies should deliver multi-faceted support 

that enables providers to embrace a new way of delivering services.   

ESSA supports: 

 Commissioners of health services using the principles of co-design to establish clear definitions of, and 

frameworks for, commissioning.    

o For example, the framework should include detailed information on planning, how services are going 

to be procured (including detailed information on scope of activities, contract requirements etc.) and 

how and what monitoring and evaluation will be undertaken (Appendix A). 

 Commissioning models and frameworks that are innovative, support contemporary business design and 

include a mix of health services providers, such as accredited exercise physiologists. 

 Commissioning models and frameworks that are inclusive and support smaller providers (i.e. sole 

practitioners) who can offer niche services or provide care for at risk population groups. 

o This may include facilitating networks, partnerships or joint ventures with other sole traders or 

multidisciplinary practices to ensure the ongoing viability of their business model.  Equally, this may 

include creating relationship-building opportunities between the private sector, government and/or 

non-government organisations to optimise positioning for future commissioning opportunities.   

 A flexible, holistic, consumer-focused approach to measuring successful outcomes, particularly in the context 

of chronic illnesses (i.e. reduced hospitalisations, improvements in quality of life indicators, the consumer’s 

experience). 

 Commissioners of services being open to innovation and new ways of delivering services that are inclusive of 

preventative health services and that enable multi-disciplinary care with the consumer at the centre.  

 Developing the health workforce’s capacity to effectively engage in commissioning models via education, 

leadership and support. 



 

 
3 

    
www.essa.org.au Policy Statement 

o For example, providing training and education to the workforce on commissioning, facilitating practice 

level improvements (i.e. meeting quality standards, practice accreditation, providing IT support or 

upgrades, pooled financial support etc.).    

 Investigation and research into the feasibility of pursuing legislation that supports quality health outcomes 

(e.g. the USA’s Hospital Readmissions Reduction Program).  
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Appendix one 

Overview of commissioning 

There is no universal definition for commissioning.  The term has been used interchangeably with ‘purchasing’ 

‘procurement’, ‘provision’ or ‘contracting’, which has led to confusion when implementing services overseas[7].  The 

fundamental elements in most commissioning models are; strategic planning, contracting of services and monitoring 

and evaluation[21]. Successful commissioning models are based upon a cycle of continuous quality improvement 

and in the health context “involves (an) ongoing process of assessing community need, determining desired 

outcomes, designing and implementing solutions and monitoring the effectiveness of those solutions”[22]. 

The Department of Health in Needs Assessment for PHN Guide[4] provides an overview of the PHN commissioning 

framework which will guide local models and frameworks within Australia (Figure one). 

 

 

 

 

Figure one: Content re-produced from PHN Needs Assessment Guide[4] 


