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GENERAL PRACTICE

Opportunities 
to improve local 
primary health care

Investing in 
general practice

Murray PHN acknowledges the traditional owners of the land on which we work and live. We pay our respects 
to elders past, present and emerging, and extend that respect to all Aboriginal and Torres Strait Islander people.



Murray PHN investment focus 2020 
Last year, Murray PHN adopted a new way of commissioning in general practice, based on our belief that 
practices are best-placed to design and deliver innovative, local, needs-based services. 

In our inaugural Investing in General Practice 2019, we supported more than 40 projects to address chronic 
disease, provided access to new after hours services and increased mental health services for children. 

Our investment approach underpins a long-term strategy to support the sustainability of practices across 
our region, while addressing the needs of priority populations. These include people who are underserviced, 
Aboriginal and Torres Strait Islander people and ageing populations. 
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Supporting priority populations
Murray PHN’s Needs Assessment (murrayphn.org.au/needsassessment) recognises that our region is 
home to a range of vulnerable, underserviced, hard-to-reach or at-risk population groups. Many people 
are disadvantaged by economic circumstances, ethnicity, rurality or medical conditions. Service system 
challenges and a decreasing GP workforce cause acute delays in older adults moving into care and  
receiving the primary health care services that they need.

Through our Strategic Plan (murrayphn.org.au/strategicplan), we work to build strong, effective  
partnerships with general practice and other providers in our communities. We are encouraging new  
service design approaches to connect primary health care systems across communities, address the 
workforce issues that contribute to poor access to health care, and improve practice sustainability over time.

In 2020, we are supporting general practice projects in two ways: 

1. We have direct funding for DESIGN AND 
DELIVER projects that meet the needs of 
local communities in care coordination 
for chronic disease, after hours services 
that use alternative workforce models and 
mental health services for people who 
are hard-to-reach. These projects are 
to be designed and delivered by general 
practices. 

All of our commissioning is supported by our General Practice Support Program, which has a wide-range of  
face-to-face support, online services such as Murray HealthPathways and Armchair Medical, and continuing 
professional development events. Please take careful note of the priority populations being targeted and the  
application deadlines. If you have any questions regarding this prospectus, contact gpsupport@murrayphn.org.au  

2. We have OTHER OPPORTUNITIES where 
the service model is already determined. 
We invite practices to express interest 
in delivering services such as the use of 
digital health to monitor patients with 
chronic disease, after hours outreach 
service for people experiencing 
homelessness and working within PIP QI 
to support patients to quit alcohol and 
tobacco use. 
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Available general practice projects

CHRONIC 
DISEASE

CHRONIC 
DISEASE

AFTER 
HOURS

AFTER 
HOURS

MENTAL 
HEALTH 

WITH AOD

MENTAL 
HEALTH 

WITH AOD

1. Visit Tendersearch.com.au/Murrayphn  
and register your practice

2. You must complete the pre-qualification 
questions by 10 April

3. Download the application form,  
project plan and budget templates

4. Use the templates to design your  
model and budget and complete the 
application form

5. Submit the application form, project plan 
and budget via TenderSearch by 17 April

1. Visit Tendersearch.com.au/Murrayphn  
and register your practice

2. You must complete the pre-qualification 
questions by 10 April

3. Download the application form and 
expression of interest (EOI) templates

4. Confirm practice capacity to participate  
in the project, complete the application 
form and EOI

5. Submit the application form and EOI via 
TenderSearch by 17 April

Application process Application process

Care coordination services 
for patients with chronic 
disease (Page 4)

Chronic disease 
management (Page 5)

Remote patient monitoring 
(Page 6)

Telepsychiatry mentoring 
helpline (Page 9)

Support for patients to quit 
(Page 10)

Stopping mental health 
stigma (Page 11)

Building capacity to support 
people in suicidal distress/
experiencing trauma  
(Pages 12 & 13)

After hours outreach 
services for people 
experiencing homelessness 
in Bendigo and Swan Hill 
(Page 8)

DESIGN AND DELIVER OTHER OPPORTUNITIES

Access to after hours 
services (Page 7)

Mental health services for 
hard-to-reach populations 
(Page 9)
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Projects that are designed by  
general practice to suit local primary 

health care needs

Projects that can be delivered by  
general practice, based on an existing 

service model

http://Tendersearch.com.au/Murrayphn
http://Tendersearch.com.au/Murrayphn
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Care coordination services for 
patients with chronic disease

Chronic and complex disease is growing more prevalent among underserviced populations within the Murray 
PHN region, with poorly managed chronic conditions often leading to unplanned hospitalisations. Complex or 
chronic health conditions can significantly impact on individuals and their communities, so it is vital that we are 
able to provide these people with high quality and coordinated care. We know that this can be achieved through 
improved management of patients within general practice. 

Models of chronic disease coordination  
within general practice that improve patient 
self-management, use multidisciplinary 
team care arrangements and bolster practice 
efficiency. Model design should:

• address any chronic and complex disease 
conditions

• focus on underserviced populations

• identify partnerships with the local service 
system

• explore use of telehealth and technology

• use team-based, multidisciplinary care.

New models of care 
Up to $100,000 per care coordination model 
that addresses these needs.

Sustainability funding 
Up to 20 per cent per care coordination model 
previously funded by Murray PHN in 2019.

We will support We can provide

To apply, refer to the Design and 
Deliver Application Process on page 3

CHRONIC 
DISEASE



Chronic disease management 
in general practice clusters

Australian rural communities experience a higher burden of chronic disease than regional and metropolitan areas. 

Rural communities generally have longer wait times for local health services, higher out-of-pocket 
expenses, increased distances to specialists, an unstable workforce and higher rates of potentially avoidable 
hospitalisations. We know that integrated and coordinated models of care can improve health outcomes.

In 2020, Murray PHN is working with local providers to strengthen an integrated approach to chronic disease 
management services across six cluster regions: Mildura, Loddon, Greater Bendigo, Shepparton, Wangaratta  
and Wodonga.

“0ur care coordination project to better manage asthma patients has been a major 
quality improvement in our practice. The nurse enjoyed the spirometry training and 
now feels more confident when performing spirometry and her work satisfaction has 
increased by being an asthma educator. We have had great feedback from patients 

who are now better able to manage their chronic conditions.” 
Janine Rofe, Practice Manager at Benalla Church Street Surgery

One general practice in each cluster region to improve and 
embed care coordination in general practices within the 
cluster, to enhance continuity of care.

Care coordinators will collaborate with the local service 
system to design sustainable service models that improve 
integration of care and patient experience. These models 
may include:

• use and embedding of patient action plans

• facilitated referral processes

• expanded nursing scope of practice

• digital health and telehealth supports

• assistance for patients in health literacy and system 
navigation.

Care coordinators will embed improvements within at least 
four additional general practices in the region.

$80,000 in a 12 month contract 
for a 0.8 FTE care coordinator to 
be hosted by a general practice for 
each of the six clusters.

Applicants must identify at least 
four local practices to partner 
with in the cluster region (refer to 
cluster map on page 15).
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We will support We can provide

To apply, refer to the Other 
Opportunities Application 
Process on page 3

CHRONIC 
DISEASE
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Remote patient monitoring

Remote patient monitoring is an innovative and effective way to improve management of chronic disease  
and prevent potentially avoidable hospitalisations, especially re-admissions.  

We know that patients need simple but smart technology to engage in digital health, but the costs of equipment 
can be prohibitive to general practice and patients.  

Remote patient monitoring builds the patient’s health literacy and understanding of their chronic health 
condition(s), while providing clinical reassurance and guidance.

Ten general practices to establish and provide a 
remote patient monitoring solution for 10 patients 
with chronic disease.  

We are looking for practices that:  

• embrace digital health technology 

• have an appetite for new service delivery 
models 

• have nursing capacity and readiness to 
participate. 

This service is for patients who have had an 
admission or emergency presentation in the past 
12 months for their chronic condition (COPD, 
diabetes or chronic heart failure), or for patients 
at high risk of admission for their condition. 

Monitoring of data and alerts is not a ‘real time’ or 
after hours service but acts as a decision support 
tool by monitoring trend changes. 

$18,000 worth of equipment, training, 
vendor support and a care monitoring 
platform to support 10 remote patients  
per practice, at any time.  

$3,000 per practice to assist with 
implementation. 

Equipment and monitoring platform will 
be available until December 2021. Patients 
will need their own smart phone and 
internet access to take part. 

To apply, refer to the Other 
Opportunities Application 
Process on page 3
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We will support We can provide



“The after hours funding has allowed us to experiment with the best 
opening times and services for our community.

The program was a partnership between the three Cobram general practices and it has  
significantly increased the integration of our services. All three practices have also increased their 

integration with the district hospital and community health service.
We have been able to divert more than 25 per cent of patients from hospital during the extended hours.
We have also been able to expand preventative health services such as chronic disease management and 

cervical screening to people who can’t access the clinic during working hours.”
 

Sue Dusci, Medical Clinic Manager at Nathalia, Cobram and Numurkah (NCN) Health Services

Access to after hours services

The changing landscape of general practice is impacting working conditions for GPs in the after hours, making 
recruitment and retention of rural health workforce challenging. MBS changes and patient expectations are felt 
more strongly in rural areas. 

 Limited availability or access to GPs in the after hours results in an increased burden on emergency departments 
and urgent care centres in rural and regional areas.   

Models that address local after hours service gaps including:

• nursing workforce extended scope of practice

• telehealth options and outreach to expand after hours 
services.

Models should consider access for underserviced and 
hard-to-reach populations, including rural and remote 
populations, aged care and palliative care. 

Collaborative partnerships with the local service system and 
other general practices are encouraged.

Design of models should consider services within both 
sociable and unsociable after hours:

• sociable after hours: 6pm – 11pm weeknights and  
8am – 12pm Saturday

• unsociable after hours: 11pm – 8am weeknights, after 
12pm Saturday, all day Sunday and public holidays.

New models of care 
Up to $100,000 per after hours 
model that addresses these needs.

Sustainability funding 
Up to 20 per cent per after hours 
model previously funded by 
Murray PHN in 2019.
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Remote patient monitoring
AFTER 

HOURS

We will support We can provide

To apply, refer to the Design 
and Deliver Application 
Process on page 3
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After hours outreach services for  
people experiencing homelessness  
in Bendigo and Swan Hill

Telepsychiatry mentoring helpline

We know that some GPs would like more support and capacity building to strengthen the management of 
mental health clients through an evidence-informed and recovery-oriented approach.

Ten general practices that would like funded 
access for GPs to participate in secondary 
consultation services with psychiatrists. 

Packages of 50 telephone calls for point-of-
care access to psychiatrists at the Melbourne 
Clinic, with follow-up email and treatment 
recommendations. 

This trial is for 12 months.

People experiencing homelessness often find it difficult to engage with primary health care 
services, even though they are living with a range of complex, co-morbid conditions. 

In Bendigo and Swan Hill, Haven Home, Safe provides an outreach service to rough 
sleepers, offering case management, basic food and personal care items and early 
intervention to reduce the psychosocial impact of rough sleeping.

General practitioners to join the outreach 
workers on the “Hey Van” (Bendigo) or “Hey 
You-T” (Swan Hill). The role of the GP will 
be to gain the trust of the client group and 
offer primary health care and treatment 
interventions as appropriate. Participation 
involves a three-hour shift each fortnight 
from 6pm-9pm.  

Successful practices will work with Haven 
Home, Safe to develop the outreach model. 

$20,000 for one practice in Bendigo and  
Swan Hill to fund a GP to provide the outreach 
service for 12 months.

MENTAL 
HEALTH 

WITH AOD

AFTER 
HOURS

To apply, refer to the Other 
Opportunities Application Process  
on page 3

To apply, refer to the Other 
Opportunities Application Process  
on page 3

We will support

We will support

We can provide

We can provide
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Mental health services in general 
practice for underserviced populations

Navigating the mental health system and accessing the right supports is often challenging and can be particularly 
difficult for underserviced populations living in rural locations. 

Murray PHN commissions primary mental health services across our region to support people with mental illness  
in their community, based on a ‘Stepped Care’ model.   

Stepped Care is defined as an evidence-based, staged system with a hierarchy of interventions, from the least 
to the most intensive, matched to the individual’s needs. The goal of Stepped Care is to ensure the right level of 
treatment is available to meet individual needs, at the time someone requires the treatment. Information on the 
services we already commission in your area is available here: murrayphn.org.au/mentalhealth

Place-based solutions led by general practice to meet local 
mental health needs.  

General practices must be in Modified Monash Model 4 or 5 
locations (refer to the Department of Health, Health Workforce 
Locator health.gov.au/resources/apps-and-tools/health-
workforce-locator/health-workforce-locator)  

Model design will need to include: 

• identification of the local underserviced population with 
unmet mental health need 

• clear positioning within the local Stepped Care framework 

• delivery of mental health support services

• strengthening partnerships with the local service system to 
provide pathways for patients .

Models cannot duplicate existing funded services.

Up to $50,000 per  
place-based model that 
addresses these needs.

MENTAL 
HEALTH 

WITH AOD

To apply, refer to the 
Design and Deliver 
Application Process 
on page 3

We will support We can provide

http://murrayphn.org.au/mentalhealth
https://www.health.gov.au/resources/apps-and-tools/health-workforce-locator/health-workforce-locator
https://www.health.gov.au/resources/apps-and-tools/health-workforce-locator/health-workforce-locator
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MENTAL 
HEALTH 

WITH AOD

Supporting patients to quit

Risk factors for cardiovascular disease (CVD) are prominent among people with AOD and mental health 
conditions. These include high rates of smoking, overweight and obesity, diabetes, poor diet, physical inactivity, 
excessive alcohol consumption and use of some antipsychotic medication. 

General practices have a significant opportunity to address multiple risk behaviours of clients with mental health 
and substance use issues and help reduce the risk factors and incidence of chronic disease.

The PIP QI incentivises general practice quality improvement activities by:

• improving clinical information systems for patient identification, recall and reminder

• identifying the proportion of patients with a smoking status or alcohol consumption status

• providing resources for patient self-management.

Twenty general practices interested in 
expanding a PIP QI quality improvement 
activity. Practices will use data to identify 
patients who use tobacco or alcohol and 
provide support to quit.

Practices must be registered for the PIP QI  
to express interest in this opportunity.

$16,000 per practice for a 0.2 FTE project worker 
or nurse for 12 months.

A Support to Quit resource pack and the Murray 
PHN General Practice Support Program will 
be provided to assist practices in this quality 
improvement initiative.

To apply, refer to the Other 
Opportunities Application Process 
on page 3

We will support We can provide
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Supporting patients to quit Stopping mental health stigma

For people who have a mental illness, stigma is a real and significant problem. 
The actions and language of others can make people feel unwelcome and unsafe.  
This can stop them seeking the services they need, negatively impacting their health, 
wellbeing, employment and social outcomes.

Fear of being stigmatised or labelled can also prevent many people living with a mental  
illness from seeking help. In rural areas there can be apprehension around help-seeking 
and a fear of the stigma sometimes associated with mental illness - particularly in smaller 
communities where individuals are more visible and confidentiality is less assured.

MENTAL 
HEALTH 

WITH AOD

General practices willing to adopt and implement 
the Stop Stigma Charter. The Charter aims to 
reduce mental illness stigma through a series of 
commitments. 

The commitments are:

• We will be informed 

• We will listen 

• We will be mindful of our language 

• We will be inclusive 

• We will challenge the stereotypes 

• We will be supportive 

• We will promote recovery. 

A range of resources that have been 
developed to support the Stop Stigma 
campaign. 

We will work with practices to promote 
uptake and assist with implementation.

To apply, refer to the Other 
Opportunities Application 
Process on page 3

We will support We can provide
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Building capacity to support 
people in suicidal distress

Many people who experience suicidal thoughts or behaviours visit their GP in the weeks or days before suicide.  

This means that GPs can and do play a vital role in suicide prevention and are well placed to identify and provide 
early assistance to people in suicidal distress. This can be through their own care or through coordinating care 
with other services. 

Rural health studies have shown that GPs are the most frequent first contact for adults seeking mental health 
assistance in rural areas, and that rural GPs represent an important intervention point for farming and agriculture 
workers at-risk of suicide. 

General practices willing to improve their capacity to 
support people in suicidal distress and to help prevent 
suicide in their communities. 

Key areas of focus are: 

• expanding the skills and resources for GPs to 
identify and care for patients who are suicidal or 
who may be at risk of suicide 

• using clinician-supported online treatments within 
the Stepped Care model of mental health care 

• enhancing communication and coordination 
between GPs and other services and carers, 
particularly post-crisis  

• exploring the role that after hours GP services may 
play in reducing mental health presentations to 
hospital emergency departments .

Tailored solutions for general practice 
capacity building to support people in 
suicidal distress.  

In their expressions of interest, general 
practices should include practice needs, 
such as training and development 
for GPs and nursing staff, community 
of practice and other resourcing 
requirements.

MENTAL 
HEALTH 

WITH AOD

To apply, refer to the Other 
Opportunities Application 
Process on page 3

We will support We can provide
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Building capacity to support 
people in suicidal distress

Building capacity to support  
people experiencing trauma

Free online tools for general practice

The connection between mental illness and experience of trauma is well 
established. Events such as childhood trauma, abuse or catastrophic events 
like the recent bushfires can underpin the development of mental illness.  

The experience of vicarious trauma may also be an issue for health 
professionals. Murray PHN has established a relationship with the Blue Knot 
Foundation, a national and international thought leader in policy, practice, 
research, training and direct service delivery for trauma-informed care.

Murray HealthPathways
Murray HealthPathways provides free and  
up-to-date information on best practice assessment 
and management of common clinical conditions, 
as well as local referral pathways. More than 500 
pathways have been localised to the Murray PHN 
region. For more information and access go to: 
murrayphn.org.au/pathways

Armchair Medical
Over 6,000 recorded lectures from conferences 
across Australia, disease specific education and 
content generated by Murray PHN are available. 
Subscriptions are fully subsidised and can be 
obtained by requesting access through:  
murrayphn.org.au/armchairmedical

 

armchair
medical
any lecture, any place, any time

MENTAL 
HEALTH 

WITH AOD

General practices willing to improve their 
capacity to understand and support people 
experiencing trauma in their communities. 

Practices committed to improving 
capacity to deliver trauma-informed 
practice through the use of training and 
development.

Funded training and resources from the Blue Knot 
Foundation. 

Additional workshops and communities of 
practice through Murray PHN. 

To apply, refer to the Other Opportunities 
Application Process on page 3

We will support We can provide

eReferral
eReferral connects with clinical software to  
populate patient clinical and demographic  
data specific to a referral. GPs can quickly  
create a patient referral, send it and receive 
acknowledgement of receipt. GPs in our region  
are embracing this new technology with 15,000 
referrals generated to date. 

GP Data Report
The GP Data Report is a tailored trend analysis 
and benchmarking tool available to data-
sharing practices. The report includes analysis of 
demographics, disease prevalence and screening 
rates. Practices have used the GP Data Report to 
diagnose and indicate quality improvement gaps  
and opportunities. 

For more information and access, please contact your Primary Care Consultant.

http://murrayphn.org.au/pathways
http://murrayphn.org.au/armchairmedical
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A day in the life of a primary care consultant

Murray PHN’s General Practice Support Program is delivered by a team of primary care consultants across our region. 
Our consultants work closely with general practices to understand their business, patient and workforce needs, help 
identify opportunities for quality improvement, and work together to achieve the best outcomes for patients and staff.

Our support activities include the PIP QI, business sustainability, and training and development needs for practice 
managers and general practice workforce. We also work with practices to manage their funding agreements with 
Murray PHN.

Our General Practice Support Program aims to help GPs achieve the best outcomes for patients through better 
chronic disease management, the development of new mental health or after hours services. For more information 
on our General Practice Support Program, please contact a primary care consultant in your region. 

Goulburn Valley: 03 5831 5399  Central Victoria: 03 5441 7806 
North West Victoria: 03 4040 4300 North East Victoria: 02 6041 0000

“Like any good team, Murray PHN’s primary care consultants start their day with a good coffee! Our 
morning emails could involve helping out a practice with a request, responding to stakeholders around 
projects or reading up on changes and updates that will influence general practice processes. 

Regular practice visits see us meeting with practice managers and working with practice teams 
or groups of GPs. We help to develop quality improvement activities and provide training in data 
management systems such as the Pen CS tools or digital health implementation. 

You can sometimes find us working with practices on projects or new models of care, facilitating 
network meetings or helping to provide updates through our online networks. 

Our work helps us understand the challenges or successes that practices are experiencing so we can 
inform key organisations and government bodies. 

Most of all, we want to build and maintain positive working relationships with general practices in our 
region. Feel free to give us a call to find out how we can support you.”

Suezanne Martin

Murray PHN primary care 
consultants: Suezanne 
Martin (Central Victoria), 
Sally Coates (Goulburn 
Valley), Bree McLeod 
(Central Victoria), Sharon 
Nylen (Goulburn Valley), 
Kate O’Kell (North East 
Victoria), Jenny Fisher 
(North West Victoria) and 
Caroline Handley (North 
East Victoria). 

General practice support program
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The different colours denote 
specific Local Government 
Area (LGA) clusters in the 
Murray PHN region. 

FAQ
What is pre-qualification?

This is the first step in your application. You need  
to access the TenderSearch portal (Tendersearch.
com.au/Murrayphn) and register. You will then 
be asked a series of questions that relate to your 
business including your ABN and insurance details. 
These questions are to ensure we understand your 
business and eligibility to enter into an agreement 
with Murray PHN.

Are there any resources to help me write a project 
plan or budget?

Our project planning and budgeting templates will 
provide a structure for planning your project. There 
are other free resources available online, some of 
which are listed on our general practice webpage: 
murrayphn.org.au/generalpractice including the 
Australian Primary Health Care Nurses Association 
resources to develop chronic disease clinics. 

What is the difference between an application for 
Design and Deliver funding and an expression of 
interest (EOI)?

An application for funding requires design of a 
service model for one of the three Design and 
Deliver projects: care coordination, after hours or 
mental health. To apply for funding, complete the 
project plan and budget template available through 
TenderSearch. Other Opportunities for general 
practice can be applied for with an expression of 
interest. The expression of interest template is also 
available through TenderSearch. 

Can I apply for more than one funding offer or 
defined service?

Yes. You can apply for as many Design and Deliver 
projects and Other Opportunities as you like. You 
will need to complete project plans and budgets for 
each Design and Deliver project you apply for.

Do I need to apply separately for a Design and 
Deliver project and Other Opportunity?

No. You only need to submit one application 
via TenderSearch. All project plans, budgets and 
expressions of interest will be included in this one 
application.

What is sustainability funding?

Practices that received funding in 2019 are eligible 
to apply for sustainability funding, to the limits 
described. This funding can be accessed only by 
practices intending to continue their 2019 projects, 
sustaining and embedding the service models within 
their practices.

http://Tendersearch.com.au/Murrayphn
http://Tendersearch.com.au/Murrayphn
http://murrayphn.org.au/generalpractice
http://Tendersearch.com.au/Murrayphn
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Central Victoria
3-5 View Point, Bendigo VIC 3550 
e: centralvic@murrayphn.org.au
p: 03 5441 7806

murrayphn.org.au

North East Victoria
594 Hovell Street, Albury NSW 2640
e: northeast@murrayphn.org.au
p: 02 6041 0000

Goulburn Valley
100a High Street, Shepparton VIC 3630
e: goulburnvalley@murrayphn.org.au
p: 03 5831 5399

North West Victoria
Suite 1, 125 Pine Avenue, Mildura VIC 3500
e: northwest@murrayphn.org.au
p: 03 4040 4300

Murray PHN commissioning 
Our approach is to drive improvements in efficiency 
and effectiveness of primary health care services 
through commissioning that is based on health 
priorities and funding decisions; guided by regional 
planning and regional input; improving population 
health outcomes, service coordination, system 
integration and value for money. 

Murray PHN’s values: 

Our commissioning principles:  
• Develop models of care that are informed by evidence, responsive to need and community context and 

demonstrate progress towards improved health outcomes  

• Ensure that consumers, carers and their families, communities and service providers are enabled to 
participate in service design and delivery of models of care 

• Recognise that primary health care exists within a broader service system 

• Build enduring partnerships that will invest and share accountability with us for innovation, quality and 
systems improvement  

• Strengthen the primary health care service system to gain greater service coordination and system 
integration 

• Strengthen capacity and capability of service providers to meet new and emerging market demands 

• Embed effective evaluation to improve models of care and build our commissioning knowledge and skills 

• Ensure decisions about resource mobilisation and distribution will be based on population health evidence, 
market analysis, value for money and performance 

• Demonstrate commitment to high standards and principles of good governance 

• Operate in accordance with high standards of probity and transparency in our procurement strategy. 

See murrayphn.org.au for: 

• Murray PHN Strategic Plan 2018-2021 (murrayphn.org.au/strategicplan)

• Murray PHN Commissioning Framework (murrayphn.org.au/commissioningframework)

Commissioning at Murray PHN includes strategic 
procurement, based on strategic planning, service 
system design and implementation of the range of 
services required. We also draw on our successful 
commissioning to date of primary health care 
services for specific chronic illnesses and conditions 
experienced in communities in the Murray PHN region. 

CollaborationLeadership Knowledge Innovation Accountability

We commit to lead 

effective change in 

primary health care 

We build enduring 

relationships that 

lead to better health 

We use knowledge 

to improve health 

and shape our health 

care system 

We foster new 

and better ways 

to improve health 

outcomes 

We are accountable 

to our communities, 

partners, funders and 

each other 

The programs and initiatives outlined within have been made possible through funding  provided by the Australian Government under the PHN Program.

mailto:centralvic%40murrayphn.org.au?subject=
http://murrayphn.org.au
mailto:northeast%40murrayphn.org.au?subject=
mailto:goulburnvalley%40murrayphn.org.au?subject=
mailto:northwest%40murrayphn.org.au?subject=
http://murrayphn.org.au
http://murrayphn.org.au/wp-content/uploads/2018/08/Murray-PHN-Strategic-Plan-2018-2021.pdf
http://murrayphn.org.au/strategicplan
http://murrayphn.org.au/wp-content/uploads/2019/11/Murray-PHN-Commissioning-Framework.pdf
http://murrayphn.org.au/commissioningframework

