
•	 GP Congress
•	 Acute Care sector eg. ASH
•	 Community Services

Incoming 
Referrals 
from

Exit 
Criteria

Integrated Team Care (ITC) Program, funded by NTPHN, aims to
1.	 Contribute to improving health outcomes for Aboriginal and Torres Strait 

Islander people with chronic health conditions through access to care 
coordination , multidisciplinary care , and support for self management ; and

2.	 Improve access to culturally appropriate mainstream primary care services 
including but not limited to general practice, allied health and specialists ) for 
Aboriginal and Torres Strait Islander people .

The ITC program funds the majority of the Congress Care Coordinator positions.

Key Contacts: Tony Corcoran – Care Coordination Program Manager / Claudia Griffiths – Senior Manager, Town Services

Chronic Disease 
Care Coordination

Care Coordinators are qualified 
health workers (RN or AHP) who 
support eligible clients to access the 
services needed to manage their 
chronic disease according to the 
Care Plan. 
•	 4 x Care Coordinators (Town 

Clinics) - Gap Road (x 2), 
Northside, Larapinta, Sadadeen 

•	 3 x Renal Care Coordinators - 
outreach to renal dialysis units for 
ESDK clients

•	 1 x Regional Care Coordinator - 
services coordination needs of 
visiting clients from remote areas

Supplementary Services Funding Pool Intended Outcomes

‘Supplementary services’ is a flexible funding pool 
available for use by Care Coordinators when the need 
to expedite a client’s access to an urgent and essential 
allied health or specialist service (including approved 
medical aids) or the necessary transport to access 
the services, where this is not publically available. 
For more information contact the 
Care Coordination Program Manager. 

•	 Relocation outside 
health service area

•	 Transferred to 
another provider

•	 Consent withdrawn 

•	 Client not 
benefitting or 
doesn’t meet 
responsibilities

•	 Self management
•	 Deceased

•	 Better treatment and management of chronic disease
•	 Improved access to appropriate primary health care 

for Aboriginal people , through care coordination and 
provision of supplementary services.

•	 Foster collaboration and support between care 
providers

•	 Improved uptake of relevant MBS items

Eligibility

•	 Chronic Disease Management 
Plan (“Care Plan” eg. GPMP MBS 
732, TCA MBS 723)

•	 Client consent
AND one or more of
•	 At risk of avoidable 

hospitalisations
•	 Inappropriate use of services
•	 need help to overcome barriers to 

accessing services
•	 requires more intensive CC than 

GP able to provide
•	 Unable to manage mix of multiple 

services
Renal Care Coordination
•	 Stage 5 ESKD on haemodialysis in 

Alice Springs

Key Activities

•	 Deliver culturally competent care 
coordination as per “Care Plan”

•	 Outreach based, case 
management approach

•	 Clinical monitoring, recalls and 
follow up

•	 Build relationships & 
understanding of client needs 
(including psychosocial)

•	 Advocate for client needs

•	 Client education and supporting 
self management capability

•	 Collaborative partnerships 
with service providers

•	 Coordinate supplementary 
services / medical aids

Chronic 
Disease Care 
Coordination 
at Congress


