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What is the ITC Program?

•	 The ‘Integrated Team Care’ (ITC) program is 
a national program that provides funding for 
health services to employ Chronic Disease Care 
Coordinators. 

•	 The program is about helping Aboriginal people 
with chronic disease to access the care they 
need, and improve their ability to manage their 
conditions

•	 The program is part of the Australian 
Government’s Indigenous Australians Health 
Program (IAHP). Primary Health Networks (PHNs) 
commission local ITC service providers. 

 
What are Chronic Disease Care Coordinators?

•	 Chronic Disease Care Coordinators are nurses or 
Aboriginal Health Practitioners who work closely 
with clients who have chronic conditions, and 
who need support to manage their health care. 

•	 Care Coordinators visit clients regularly, either in 
their own home, in another community-setting, or 
in the clinic. 

•	 A focus of care coordination is developing 
relationships with clients, to understand clients’ 
unique strengths and challenges, and how to best 
use available services to support them. 

•	 Care coordinators make sure that clients can 
access the range of services that they need 
(multidisciplinary care). 

•	 Care coordinators work with the clients’ health 
team, to make sure information is shared, care is 
well-coordinated, and responds to clients’ unique 
strengths and challenges.

In 2020-2022, Congress worked with 
research institute Menzies School of 
Health Research to evaluate Congress’ 
delivery of the ‘Integrated Team Care’ 
(ITC) Chronic Disease Care Coordination 
program.  
 
This Community Report summarises the 
key findings for community members 
and stakeholders.

INTRODUCTION

ABOUT THE 
PROGRAM

“I was struggling 
alright, I was getting 
my medication all mixed 
up… Cos at that time 
my mental health was 
you know, hitting rock 
bottom too…  
 
[My GP] said … there’s 
[care coordinator] there 
that can help you… get 
your medication if you 
can’t get [to the clinic].” 
 

– Congress ITC Client
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•	 Clients can talk with their GP about if they are eligible.

•	 GPs can refer eligible clients to the program by 
completing an ITC Program Referral Form. A Chronic 
Disease Care Plan / GP Management Plan is required.

Care coordinators work with the clients’ health team, to make sure 
information is shared, care is well-coordinated, and responds to clients’ 
unique strengths and challenges. 

Congress Town Clinics 
(Gap, Larapinta and Sadadeen) 
 
Care Coordinators support clients 
with chronic disease who are 
struggling to manage their care, 
are high risk, or who need extra 
help. 

Regional / Remote 
Care coordinators 
 
Based in Alice Springs, the 
Regional Care Coordinator helps 
clients from Congress remote 
communities with their health care 
when clients need to travel to Alice 
Springs for health appointments.

Renal Care 
Coordinators 
 
Renal Care Coordinators work 
with clients who have End Stage 
Chronic Kidney Disease who 
require renal dialysis. Renal Care 
Coordinators coordinate primary 
health care for clients at renal 
dialysis units (government or 
private) under a special agreement 
with these providers.  

Congress Chronic Disease Care coordinators work in the following locations: 

CHRONIC DISEASE 
CARE COORDINATION 
AT CONGRESS

How can clients 
join the program?

1
2

3
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What did we do?

•	 Congress researchers talked 
with 52 people about the 
program (including clients, 
care coordinators and health 
care providers at Congress or 
at other services).

•	 We analysed de-identified 
medical records, to see if 
clients received better care 
once they joined the program, 
and what difference it made to 
the health care they received, 
and to their health and 
wellbeing. 

•	 The research study was 
approved by the Central 
Australian Human Research 
Ethics committee (CAHREC) 
(Ref# CA-20-3821).

 
What did we find out? 

•	 Since it started in 2011, 
Congress’ program has 
supported more than 1276 
clients with chronic disease, 
and is currently supporting 
about 420 clients. 

•	 ITC clients generally had 
multiple, complex chronic 
conditions, and other socio/
environmental challenges. 

•	 Clients were in the program 
from several months to several 
years. 

•	 A broad range of factors 
impacted on clients’ capacity 
to have control of their 
health, and to prioritise their 

health care, including health 
literacy, housing and family 
circumstances, and broader 
social/environmental issues. 

•	 The number of clients living 
with chronic disease in central 
Australia are increasing, 
particularly diabetes and 
chronic kidney disease. 

•	 More than two-thirds of ITC 
clients had diabetes; almost 
half had chronic kidney 
disease. 

•	 ITC clients had more regular 
clinical contacts, and were 
more likely to have had their 
care plan reviewed once 
they were in the program, 
compared to before they 
joined.

•	 Renal program clients had 
significant increased utilisation 
of Congress’s multidisciplinary 
services, and were much more 
likely to have an up-to-date 
care plan after they joined the 
program compared to before.  

 
What do clients like about the 
program?

•	 Care coordinators help 
clients to understand and to 
implement their care plan. 

•	 Practical help to get to and 
from appointments. 

•	 Help to understand and 
manage their medications.  

•	 Help with appointment 
scheduling and follow up. 

•	 Having a care provider who 
regularly checks in on them, 
and visits them at home. 

•	 Regular health monitoring 
(like checking blood pressure, 
blood sugar, etc.).

•	 Help to get medical aids and 
equipment (footwear, walkers, 
chairs). 

•	 Having a consistent contact for 
their health care needs. 

 
What would clients like more of? 

•	 More in-home social support 
services – like help with home 
maintenance needs, so that 
home is safe and comfortable. 

•	 Allied health home visits. 

•	 More opportunities to connect 
with others through peer 
support groups and healthy 
lifestyle programs.

•	 Someone to talk about worries 
or just have a cuppa tea with. 

•	 Consistent access to their 
preferred GP, and to choose 
which clinic they want to 
attend. 

•	 Transport appropriate for the 
elderly or mobility-challenged.

•	 More Aboriginal people in 
health worker roles, and more 
community outreach.

ABOUT THE 
EVALUATION
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•	 Ensure services are accessible 
and appropriately tailored 
for clients who otherwise 
may have trouble engaging in 
regular care. 

•	 Build good relationships 
and understanding between 
clients and health providers, 
so support can be targeted to 
clients unique needs.

•	 Have up to date care plans 
for clients, that reflect each 
clients’ own needs. 

•	 Provide multidisciplinary 
health care for renal dialysis 
clients whilst clients are 
already at dialysis centres. 

•	 Share information amongst 
clients care team for better 
coordinated care. 

Care coordination 
helps health 
services to:

Care coordination helps 
clients with chronic 
disease to...

WHAT DIFFERENCE 
DOES THE ITC 
PROGRAM MAKE?

Get the types of care
that they need.

Understand their 
conditions, treatment 

and support with 
coordinating 
medications.

Regularly monitor 
their health, and seek 

help when needed.

Less avoidable medical 
complications helps people 
to stay out of hospital, stay 
healthier and have a better 

quality of life.

– ITC Client

“I struggle [to] travel to go to the clinic, so [the Care Coordinator] he’ll 
come and do my bloods if I needed bloods done…. Or…if I’ve been… low, 
he’ll come around and check my blood sugar
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What can clients do?

•	 Make sure you have a Chronic Disease Care Plan, 
and that you understand it. Ask your doctor or 
Care coordinator for a copy. Talk to them if you 
have any questions or unmet needs.

•	 Find a doctor that you like, and see them 
regularly for check ups, annual health checks, 
and review your care plan every six months.

•	 If you have trouble with your medications, tell 
your doctor or Care coordinator. 

•	 Talk with your doctor or Care Coordinator if you 
have any worries about your health, or problems 
staying healthy. 

•	 Get information on how you can stay healthy. 
Like eating healthy food, regular exercise, staying 
connected with family, friends, country and 
culture, keeping up with medications, and having 
a regular appointment with your doctor. 

•	 If you have specialist appointments or go to 
hospital, let your Care Coordinator know (or ask 
the doctor to call them). They can support you. 

 

What can care coordinators do? 

•	 Talk to clients about how to stay healthy. Work 
with them to set goals, and support them to 
achieve them. 

•	 Work with clients and GPs to ensure their 
Care Plan reflects their unique strengths and 
challenges.  

•	 Help clients to access and navigate the Congress 
and community services they need. Be familiar 
with the Congress and NTCOSS service directories. 

•	 Work closely with the hospital so clients are 
supported when they are admitted, and so that 
the hospital has the right information. 

 
What can GPs do? 

•	 Work in partnership with clients and Care 
Coordinators to get the best care for clients. 

•	 Ensure clients have a Care Plan which is based on 
their unique strengths and challenges. 

•	 Keep the Care Coordinator up to date with 
changes in client’s care or medication. 

•	 Be familiar with the ITC program referral process, 
eligibility criteria and Care Coordinator’s roles. 

 
What can ITC service providers do? 

•	 Make sure all health care providers know 
about the program, and how to contact Care 
Coordinators.

•	 Be clear about the purpose, activities and 
intended outcomes of Care Coordination. 

•	 Ensure Care Coordination is integrated into a 
broader, holistic chronic disease prevention and 
management strategies.

HOW CAN WE IMPROVE CHRONIC 
DISEASE CARE COORDINATION? 

“If you have one person, 
you know what’s wrong with 
you and all that… Because 
[Care coordinator] he’d talk 
and explain it to us. … I feel 
better now”

– Congress ITC Client



•	 Provide a dedicated space for Care Coordinators 
within the clinic.

•	 Regularly educate and update providers on 
referral processes and mutual responsibilities.  

•	 Make sure GPs are available for regular 
appointments with ITC clients.  

•	 Involve staff in setting and monitoring 
program targets, iterative program review and 
collaboration to resolve challenges. 

•	 Regularly collect feedback from clients and care 
providers, and use this information to improve the 
program. 

•	 Work with support organisations like AMSANT 
and PHNs to train, support and mentor care 
coordinators.

•	 Have strategies to address workforce shortages so 
that clinics are fully staffed.

•	 Document standard operating procedures (where 
possible) and communication protocols. 

•	 Ensure a clear and realistic, but also flexible, role 
scope for Care Coordinators. 

•	 Provide good induction and supervision for 
new Care Coordinators, as well as training, 
development, networking and support 
opportunities. 

•	 Identify and promote career pathways for 
Aboriginal staff into Care Coordinator roles. 

 

What can funders and organisations do? 

•	 Work in partnership across sectors to tackle the 
complex causes of chronic disease. 

•	 Take an integrated, strategic approach to chronic 
disease identification, assessment, management 
and prevention. This includes: health promotion 
and education for prevention, targeted support, 
a holistic approach to health and wellbeing, and 
partnerships to address the social determinants 
of health. 

•	 Ensure program design reflects Aboriginal 
people’s holistic and interconnected view of 
health and wellbeing.

•	 Make sure there is enough funding for care 
coordination.

•	 Collaborate in research and continuous quality 
improvement (CQI) activities to improve the 
program. 

For more information on 
this evaluation:
research@caac.org.au
 
For more information on 
the program:
claudia.griffiths@caac.org.au
tony.corcoran@caac.org.au

Contact

“Once [clients] have housing, things generally improve… Attendance 
improves as well. Less admissions to hospital. Less missed dialysis… 
when people feel safe and secure.” 

– Congress Care Coordinator
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