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1. Executive Summary 
This review of the Integrated Team Care (ITC) Program in the Northern Territory (NT) synthesises 
evidence from provider activity reports (January–June 2025), the NT PHN Provider Evaluation 
Survey, focus groups, and interviews, supported by national evaluations including the 2018 
Care Coordination Review, the AIHW (2024) report ‘Patient experiences of integrated services 
for chronic disease and social and emotional wellbeing’ and the 2024 National Review of ITC. 
The purpose was to assess the effectiveness, challenges and outcomes of the program and to 
identify priorities for reform as the program transitions towards greater Aboriginal community 
control. 

The ITC Program continues to be a vital mechanism for supporting Aboriginal and Torres Strait 
Islander people living with chronic disease across the NT. Delivered primarily through 
Aboriginal Community Controlled Health Organisations (ACCHOs), the program provides care 
coordination, outreach and supplementary services (SS) that address barriers to access and 
continuity of care. The review found that, while the ITC model is achieving strong outcomes for 
clients, it operates within a system constrained by workforce shortages, rigid funding 
arrangements and fragmented information and governance structures. 

Across all data sources, workforce stability emerged as the most significant determinant of 
program success. Providers with stable, well-supported Care Coordinators and Outreach 
workers reported greater client engagement, improved self-management, and measurable 
health improvements. However, chronic workforce turnover, short-term contracts, and housing 
shortages continue to undermine continuity and trust. Addressing these issues will require 
multi-year funding, secure employment pathways, and targeted investment in Aboriginal 
workforce development and retention. 

Funding inequities and prescriptive program guidelines remain major structural barriers. 
Smaller providers and those in very remote regions continue to deliver care to large, high-need 
populations with insufficient resources. Reform towards a stronger needs-based model in 
addition to population weighting with flexible use of funds is essential to achieve equitable 
service delivery. 

Cultural safety and relational continuity were identified as central enablers of engagement and 
effectiveness. Services that integrate Aboriginal Health Practitioners, interpreters, and 
outreach capacity achieve deeper community trust and stronger clinical outcomes. The 
findings reaffirm that ITC’s success lies in its relational and culturally grounded approach rather 
than in procedural compliance. Program performance measures should therefore place greater 
emphasis on trust, persistence, and client empowerment alongside biomedical indicators. 

Persistent systemic issues, including fragmented information systems and inconsistent data 
collection, reduce the program’s ability to demonstrate its full impact. Reporting requirements 
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often do not align with community-based systems, creating administrative burden without 
yielding meaningful insights. Improved interoperability, co-designed templates and stronger 
data sovereignty arrangements are required to ensure data collection supports learning and 
accountability rather than compliance alone. 

The 6 case studies included in this review demonstrates a consistently strong model of patient-
centred coordination that bridges critical gaps in complex care, especially for clients with 
chronic disease, disability, cancer, renal disease, pregnancy risks and multi-morbidities. A 
unifying strength is the program’s capacity to navigate fragmented health systems, ensuring 
clients attend essential specialist appointments, complete diagnostic tests, and adhere to 
treatment plans that would otherwise be inaccessible due to remote living, limited transport, 
digital barriers, or social disadvantage. Care coordinators provide reliable, hands-on practical 
support, including transport, booking and re-scheduling appointments, obtaining 
consumables, organising chemotherapy and renal reviews, securing diabetic supplies and 
medical-grade footwear, and linking clients to income, housing and NDIS supports.  

Collectively, these strengths show that the ITC Program is an essential health equity 
mechanism in the NT, particularly for Aboriginal and remote communities where structural 
barriers would otherwise prevent timely and effective care. The program’s flexibility working 
around employment, mobility issues, pregnancy risks, family violence, digital connectivity, and 
limited leave entitlements ensures clients stay connected to care through proactive reminders, 
early intervention, culturally safe practices, and long-term relationship-building. The case 
studies highlight that ITC does far more than coordinate appointments: it delivers holistic, 
wraparound care that stabilises people’s health, strengthens self-management, builds 
confidence, and reduces hospital admissions through prevention-focused support. Ultimately, 
the combined evidence points to an ITC program that is highly responsive, culturally informed, 
multidisciplinary and transformational, enabling people with the highest levels of complexity to 
achieve better health outcomes and greater continuity of care. 

The review concludes that the ITC model remains highly valued and effective when delivered 
through stable, culturally grounded, and community-led teams. To sustain and strengthen its 
impact, reform must focus on workforce stability, flexible and equitable funding, needs-based 
informed funding, data integration, and the embedding of Aboriginal leadership and cultural 
safety within all levels of program design and delivery. The planned transition to Aboriginal 
community control presents an opportunity to address these structural constraints and to build 
a more flexible, responsive, and self-determined system for the future. 
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2. Background 
The ITC Program forms part of the Australian Government's Closing the Gap initiative and is 
delivered nationally via Primary Health Networks (PHNs). Its objectives are to improve access 
to coordinated care for Aboriginal and Torres Strait Islander people with chronic conditions, 
reduce avoidable hospitalisations, and strengthen links between primary, specialist and 
hospital care. 

The purpose of the ITC Program is to assist Aboriginal and/or Torres Strait Islander people in 
managing chronic illness to ensure they can obtain the primary health and care they need. The 
ITC Program is also designed to enhance the cultural safety of the primary healthcare system, 
ensuring that Aboriginal and/or Torres Strait Islander people can access primary healthcare 
services free from discrimination. The ITC Program seeks to address significant inequities in the 
health and wellbeing of Aboriginal and/or Torres Strait Islander people by enhancing access to 
care, promoting holistic care and supporting care coordination and chronic disease 
management. 

The ITC Program was established in 2016 and is a combination of 2 predecessor programs: 
Improving Indigenous Access to Mainstream Primary Care (IIAMPC) and Care Coordination and 
Supplementary Services (CCSS). The ITC Program sits under the Indigenous Australians’ Health 
Programme (IAHP), which is a collection of culturally appropriate initiatives aiming to improve  
health outcomes and access to healthcare for Aboriginal and/or Torres Strait Islander people. 
The ITC Program is one of the few programs in IAHP that is administered through Primary Health 
Networks (PHNs). However current discussions are under way to transition the ITC Program to 
community control.  

Bakawa Beach, East Arnhem 
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1. The ITC Program 2 stream funding model:  
• ‘Workforce’ and ‘Supplementary Services’: Within the Workforce stream the ITC Program 

funds 3 sets of workforces to deliver care to patients: Aboriginal and/or Torres Strait Islander 
Health Project Officers, Aboriginal and/or Torres Strait Islander Outreach Workers and Care 
Coordinators (Department of Health, 2019a). These 3 workforces all have varied defined 
roles and responsibilities  contributing  to the overall care of patients. 
 

• In relation to Supplementary Services, a funding pool has been established that can be used 
to expedite ITC clients’ access to services and enable access of specialists or medical 
professionals. This funding can also be used for transport and medical aids in urgent 
circumstances. The application of funding is specified to be split with 60% allocated to the 
Care Coordination Workforce and 40% allocated to the Supplementary Services within each 
service provider.  

 

NT PHN commissions Aboriginal Community Controlled Health Organisations (ACCHOs) to 
deliver the ITC Program, including:  

• Two funded Aboriginal and/or Torres Strait Islander Health Project Officers currently 
allocated to AMSANT. The purpose of this role is to support ITC providers across the NT with 
resources, information, training and to coordinate joint activities including forums and 
regional workshops to discuss and share information.  

• Care Coordinator and Outreach workers for each funded ITC provider – the number of staff 
employed by the ITC providers varies according to funding allocation. 

• Allocation of supplementary services funding to support ITC providers to acquire resources 
such as transport, medical equipment, and medications for their clients.  

The delivery of the ITC Program in the NT context is unique due to vast distances, a dispersed 
and highly remote population, high burden of multimorbidity, and workforce recruitment and 
retention challenges. To address these challenges NT PHN has shaped the ITC Program to fit 
the NT’s unique geography and population needs. Unlike many other regions, services are 
mostly commissioned through Aboriginal Community Controlled Health Organisations 
(ACCHOs), making sure care is community-led, culturally safe, and meets local priorities.  

To deal with challenges like long distances, scattered outstations, and high staff turnover, NT 
PHN takes a flexible approach by working with ACCHOs and other providers to co-design 
services and adapt delivery models, including outreach-based care coordination. In addition to 
health support, the Program also helps clients address social and economic challenges that 
can affect their ability to manage chronic conditions, making it easier for them to focus on their 
health needs. NT PHN also allows funds to be used for agency staff when needed, so providers 
can keep services running and reduce the impact of workforce gaps on patient. 
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This review of the Integrated Team Care (ITC) Program in the NT incorporates evidence from the 
Integrated Team Care Program Implementation Guidelines, the national Review of First Nations 
Mental Health and Suicide Prevention Services and the ITC Program, NT-specific chronic 
disease data, interviews and focus groups with providers and provider performance/activity 
reports. The aim is to provide a deeper, evidence-based understanding of program 
performance, gaps, and future directions to guide NT PHN commissioning. 

 

 
Devil’s Marbles, Barkly  
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3. Demographics and health context 
in the NT 
According to ABS estimates, approximately 30% of the NT population identifies as Aboriginal or 
Torres Strait Islander, the highest proportion of any Australian jurisdiction. In many remote 
communities, Aboriginal people make up over 80% of the population. Chronic disease 
prevalence is substantially higher than national averages.  

The NT chronic disease dataset indicates that Type 2 Diabetes (T2DM) affects more than 50% of 
Aboriginal primary health clients in Big Rivers, East Arnhem, and Top End regions. Rates of 
chronic kidney disease (CKD), cardiovascular disease, and associated risk factors such as 
hypertension and obesity are also high as the chart below indicates. These epidemiological 
realities underpin the demand for intensive care coordination, culturally safe outreach, and 
rapid access to supplementary support. 

 

 

  

Based on data provided by ABS as well as ‘Trends in the Northern Territory Aboriginal Health Key 
Performance Indicators 2010 to 2021’ report, published by NT Health and NT PHN : 

• Smoking prevalence is highest in East Arnhem (64%) and Big Rivers (57%). 
• CKD high/severe risk peaks in Barkly (10.1%) and Central (9.5%). 
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• CVD risk assessment coverage is best in Central (49%) and East Arnhem (47%), lowest in 
Barkly and Top End (40%). 

• Retinal exam coverage is highest in East Arnhem (41%), but lowest in Top End & Darwin 
(21%).   

The Australian Institute of Health and Welfare (2022) has also highlighted persistent geographic 
inequities in access to primary health care, with the largest service gaps in remote and very 
remote NT communities where chronic disease burden is highest.  

Limited integration between primary care, hospitals, and specialist services mirrors the 
fragmentation noted in NT ITC pathways, while distance, transport costs, and affordability 
remain major barriers to care. Zhao et al. (2015) further demonstrated that Aboriginal adults in 
the NT face chronic disease hospitalisation rates several times higher than non-Aboriginal 
adults, with smoking, diabetes, and hypertension as key modifiable risk factors. This underlines 
the importance of ITC’s role in prevention-focused care coordination and timely post-discharge 
follow-up. 

Communication barriers remain a critical constraint on effectiveness. Lowell et al. (2012) found 
that Aboriginal patients often feel their health story is ‘hidden’ or misunderstood, with medical 
jargon, rushed consultations and the absence of interpreters undermining comprehension and 
treatment adherence.  

These findings strongly support the embedding of Aboriginal health workers and interpreter 
services within ITC teams to build trust, contextualise health information and improve patient 
engagement. Workforce instability compounds these challenges; Wakerman et al. (2019) 
identified annual turnover rates above 100% in some remote NT health services, disrupting care 
continuity and eroding patient-provider relationships. Addressing retention through multi-year 
contracts, housing support and local training pathways aligns directly with the ITC Program’s 
sustainability needs. 

 
Katherine, Big Rivers 
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1. Implications for ITC  
• Higher investment in outreach and culturally safe workforce where risk is highest. Barkly and 

Central Australia need proportional investment in AHP-led outreach and renal/CVD 
coordination given their CKD risk profiles.   

• Close preventive gaps. Fund region-specific lifts in CVD risk assessments and retinal exams 
especially in Top End & Darwin for eyes and Barkly/Big Rivers for CVD assessment. 

• Intensify tobacco action in East Arnhem and Big Rivers. High smoking prevalence suggests 
dedicated Tobacco Action workforce and community programs are critical complements to 
ITC.  

 

4. Evaluation methodology  
The review was conducted using mixed methods including analysis of activity reports, online 
surveys, face to face interviews and online meetings. The review also collected data from NT 
regional trends in chronic disease, and research on First Nations chronic disease management 
in the NT.  

The activity reports for 2024-2025 were used to analyse impact in terms of number of clients 
accessing the ITC Program, workforce issues and program reach across the regions. The 
activity reports also provided feedback and comments on issues around access to resources, 
infrastructure, collaborations and issues impacting on the ability of providers to reach out to 
clients. 

The online survey explored some of the issues identified in the activity reports and asked 
providers for their feedback regarding the transition and current funding allocations. The 
interviews further explored these issues in greater details and identified priority areas for 
support and resource allocation. Data was also collected at the ITC Forum conducted in Alice 
Springs in June 2025 attended by 13 service providers and coordinated by AMSANT.  

This review did not interview ITC clients but use instead outcome and service experience data 
collected by providers. It also incorporated case studies provided by some providers 
highlighting the experiences of program’s participants and the issues and challenges they face 
in accessing services to meet their health needs.  
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5. ITC Providers, coverage and clients 
(2024) 
The following table summarises ITC service providers in the NT in 2024, data for January-June 
2025 regional coverage and reported client activity for the year. This data is sourced from NT 
PHN 6-month activity reports. 

Provider Table (Regions, clients and funding, January 2024- June 2025) 

 

As the table indicate NT PHN funds a total of 16 providers across the NT with the largest number 
of providers in central Australia and only 1 provider in Barkley Region. 

The table below shows that the distribution of providers across regions does not align evenly 
with the population profiles and health burden distribution. 
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Mutitjulu, Central Australia 

 

Table 1. Distribution of ITC providers across regions  

Region Number 
of 
Providers 

Name of Providers Aboriginal 
Population 
(% / Total) 

Key Chronic 
Disease Burdens 

Central 6 1. Tangentyere Council 
Aboriginal Corporation 

2. Ampilatwatja Health 
Centre Aboriginal 
Corporation 

3. Pintupi Homelands Health 
Service 

4. Urapuntja Health Service 
Aboriginal Corporation 

5. Western Desert (Purple 
House – Dialysis) 

6. Central Australian 
Aboriginal Congress 

39% / 
42,000 
people 

CKD 9.5%; 
Smoking 44%; 
CVD assessment 
49% 

Big 
Rivers 

3 1. Katherine West Health 
Board Aboriginal 
Corporation 

2. Wurli-Wurlinjang 
Aboriginal Corporation 

3. Sunrise Health Service 
Aboriginal Corporation 

50% / 
21,500 
people 

Smoking 57%; 
CKD 7.1%; CVD 
assessment 46% 
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Region Number 
of 
Providers 

Name of Providers Aboriginal 
Population 
(% / Total) 

Key Chronic 
Disease Burdens 

Top End 3 1. Danila Dilba Health 
Service Limited 

2. Red Lily Health Board 
(Aboriginal Corporation) 

3. Mala’la Health Service 
Aboriginal Corporation 
(Maningrida) 

15% / 
18,400 
people 

Smoking 55%; 
Retinal exam 21% 
(lowest) 

East 
Arnhem 

3 1. Miwatj Health Aboriginal 
Corporation (Galiwin’ku, 
Milingimbi, Ramingining, 
Gapuwiyak) 

2. Laynhapuy Homelands 
Aboriginal Corporation 

3. Mathakal Homelands 

82% / 
14,700 
people 

Smoking 64% 
(highest); CVD 
assessment 47% 

Barkly 1 1. Anyinginyi Health Aboriginal 
Corporation 

74% / 7,400 
people 

CKD 10.1% 
(highest); 
Smoking 50%; 
CVD assessment 
40% 

 

In the Top End, retinal screening coverage for diabetes is the lowest of all regions, pointing to 
gaps in preventive care. East Arnhem carries the highest smoking prevalence in the Territory, 
and Barkly shows the highest level of severe kidney disease risk . Although Barkly has the 
smallest total population (around 7,400), its service context indicates a proportionally higher 
level of need. With 74 per cent of residents identifying as Aboriginal, the region has the highest 
chronic kidney disease prevalence and significant barriers to accessing specialist and allied 
health services. A single ITC provider services a vast area with limited infrastructure, creating 
higher per-capita workload and costs compared with regions like the Top End or Central 
Australia, which have multiple providers and better system support. From an equity 
perspective, future commissioning should account for this disproportionality by aligning 
workforce and funding to the intensity of need rather than total population size. 

 

 

 

 

 



16 Date of publication: 26/02/2026 
 

Table 2. ITC providers’ number of clients  

  

As the table indicates, one provider has the highest number of clients – 755 while smaller 
providers in some remote areas have identified issues in accessing and reaching out to 
communities.  

Across the Northern Territory, ITC providers are funded at very different levels. Large services 
like Congress in Central Australia receive over a million dollars each year and reach hundreds 
of clients. In terms of cost per client, the chart below measures efficiency - measured as the 
number of unique clients supported per $100 000 of funding. It highlights significant variation 
across providers, reflecting differences in regional context, service model, workforce capacity, 
and reporting completeness. 
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Table 3. Cost per $100K funding  

  

Low client per funding ratios for some providers are explained by various reasons including 
remoteness, staff shortages and high staff turnover which disrupts the delivery of the program, 
as well as travel distances, and populations with complex issues which make it harder to reach 
clients who may benefit from the program. Further efforts need to be made to identify barriers 
to accessing the ITC Program and supporting these providers to address these barriers. 
Performance variation at the extremes should not be interpreted with caution and with a focus 
on identifying structural barriers, workforce instability, and geographic isolation factors that 
may require further support.  

High ratios of clients per funding needs to be further explored to identify data collection 
methods and service model with some providers using outreach models of service delivery 
which count outreach encounters with clients as unique clients – giving thus different totals. 
There is therefore a need to review the reporting template to captured different models of 
service delivery and data collection.  

Most providers sit within a mid-range of 20–65 clients per $100 000, which aligns with historical 
NT PHN averages for ITC contracts.  

An analysis of the correlation between total workforce and client numbers also provided 
interesting insights on the impact of workforce availability and the ability of the ITC Program to 
reach clients. The chart below shows a positive association between workforce and number of 
clients, however there is not a linear relationship. For example, one provider with 6.7 FTE, 
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manages 291 clients (a caseload of 43 clients per FTE) while another one with 1.5 FTE manages 
334 clients (a caseload of 222 per FTE). This suggests that while more Care Coordinators and 
Outreach workers generally equals more clients, the efficiency also depends on local context, 
such as client complexity, geographic spread and service delivery models. There is also a need 
to review how client data is collected as the caseload per FTE is unrealistic for some of the 
providers.  

Table 4. Number of clients per Care Coordinator  

 

 

 These findings suggest that investing and addressing workforce issues and the employment 
and retention of qualified Care Coordinators is a critical lever for improving access, 
engagement and equity in service delivery. 

The national ITC review confirms that high staff turnover, reliance on short-term locums and 
long travel times limits the number of clients a Care Coordinator can manage effectively. 
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Summary of key findings from activity 
reports, focus groups, and surveys 
with providers  
1. Workforce capacity and stability 
Workforce continuity remains the foundation of ITC Program effectiveness. Across the activity 
reports (Jan–Jun 2025), providers described intense workforce pressures, driven by chronic 
vacancies, competition for skilled staff and the lack of housing and support in remote areas. 
Staff turnover not only interrupts care but fractures the relationships of trust that underpin 
engagement with Aboriginal clients. 

As one provider wrote,  

“Without the filling of the Co-ordinator position, the program did not run effectively.” 
(Provider Survey).  

Another explained,  

“Vacancies and high turnover disrupt continuity with known clinicians, leading to repeated 
histories, lower trust, and missed recalls/follow-ups.” (Provider Survey). 

One provider reflected on the relational consequences of staffing instability: 

“We didn’t have a coordinator, but now we have and the program seems to be going really 
well with that coordinator… we’re just starting to experience the benefits of having a full-
time worker in it.” (Provider interview). 

The activity reports reinforced this point with quantitative and narrative evidence that services 
with stable, locally embedded staff achieve significantly higher client reach and more 
consistent outcomes. Services that employed Aboriginal Health Practitioners (AHPs) or 
Outreach Workers reported more continuity and fewer gaps. 

This aligns with national findings (Department of Health, 2018; 2024 ITC Review), which 
recognised workforce stability and cultural brokerage as essential enablers of trust, 
engagement, and clinical outcomes. Workforce investment must go beyond FTE counts to 
address structural enablers, including housing, supervision and career pathways for Aboriginal 
staff. Multi-year funding cycles and regional workforce strategies are critical to stabilise teams 
and sustain culturally safe, continuous care. 
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2. Funding equity and utilisation 
Across all three data sources, inequitable funding distribution emerged as a structural 
constraint. The activity reports highlight that smaller services like Pintupi and Urapuntja were 
expected to deliver across vast geographies on limited budgets, stretching small allocations to 
cover large client loads. 

In the Provider Survey, this theme was explicit: 

“We are currently funded for 7 FTE but the funding we receive realistically covers 5.5 FTE.” 
(Provider survey). 

“Demand exceeds funds. Travel, escorts, accommodation, and urgent equipment routinely 
outstrip SS allocations.” (Provider survey). 

At the same time, underutilisation of Supplementary Services (SS) was reported where turnover 
or unclear processes prevented timely access:  

“Some clients require more support than others. The need for funds continues to grow.” 
(Provider Survey). 

NT PHN has supported flexibility on how SS funds are used. One provider described how  this 
flexibility had improved responsiveness:  

“It’s not as rigid as it was when it first started… we’re more or less flexible to supply that without 
having to go through all the rigmarole.”(Provider interview). 

These comments highlight the fact that equity cannot be achieved through flat or historic 
allocations. A needs-based funding model, with flexible SS caps and local discretion, is 
essential to enable tailored responses.  
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3. Client engagement and continuity of care 
Engagement with Aboriginal clients is relational, not transactional. Both activity reports and 
survey data describe engagement as a process of “persistence, patience and presence.”   

Providers frequently noted that clients’ priorities including family obligations, funerals, food 
insecurity and housing often take precedence over clinical appointments. 

“Clients don’t attend appointments — often due to transport or family commitments.” 
(Provider Survey). 

One provider emphasised the importance of relational networks within the health service: 

“Having your entire team know of the ITC Program and what it supports… this leads to increase 
in GPMPs and 715 health checks being conducted.”(Provider interview). 

The activity reports illustrate how culturally grounded care and outreach restore continuity. In 
one case, a disengaged client with chronic conditions resumed life-saving treatment after being 
supported to relocate to a safe community camp. 

Culturally safe engagement should therefore be recognised as a measurable outcome in itself. 
Funding models that reward continuity, not throughput, and frameworks that value 
relationships over attendance rates, better align with Indigenous models of health and 
wellbeing. 
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4. System integration and reporting limitations 
The data collected through the reports and surveys show that integration remains patchy 
across the NT. Many activity reports noted fragmented information systems, disconnected 
referral processes, and the administrative burden of manually tracking outcomes. Several 
providers described using multiple spreadsheets because the PHN template “does not link 
easily” with Communicare. 

This is echoed in the survey: 

“Our CIS presents barriers… engaging Locum GPs in managing GPMPs for complex patients 
is problematic.” (Provider survey). 

“The reporting template needs reviewing as it is not in line with Communicare data 
extracted for the report.” (Provider survey). 

The quality of ITC data reflects the system’s usability. Integration with existing EMRs and co-
designed reporting frameworks will reduce duplication, strengthen accountability, and give 
visibility to qualitative outcomes like trust and empowerment. 

 

5. Access and geographic inequities 
The activity reports and survey responses converge on a single point: access gaps remain 
starkly geographic. Providers in very remote areas face systemic barriers — distance, weather, 
cost, and workforce scarcity. 

“We are 550 kms from Alice Springs. Very remote health service.” (Provider feedback). 

“Limited allied health, transport, drivers, high travel costs and long distances.” (Provider 
feedback). 

One provider interviewed for this review confirmed similar pressures:  

“Limited transport for clients in rural and remote communities… the one coordinator has a 
heavy client load and cannot get out as much as required.”(Provider survey). 

These inequities reflect not only geography but also infrastructure: fragile transport systems, 
patchy digital connectivity, and limited interpreter access. Equity of access requires embedded 
funding for transport, outreach, and interpreter services — not ad hoc supplements. Programs 
that integrate these supports as core functions achieve better reach and continuity, particularly 
in homelands and outstations. 
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6. Outcomes and program impact 
Despite systemic challenges, the ITC model continues to achieve measurable improvements. 
Activity reports document significant clinical gains — reductions in HbA1c, improved renal 
function, lower blood pressure, and fewer preventable hospitalisations. 

“Providing mobility devices giving clients independence… assist clients to attend specialist 
appointments.” (Provider survey). 

“This lady has taken control of her own health with the support of the renal nurse.” (Provider 
survey). 

 “Clients are starting to recognise what the program can do for them.” (Provider interview). 

 

Other outcomes identified by the providers in the activity reports include the following: 

• Improved clinical indicators: Clients supported through care coordination achieved 
measurable improvements in blood pressure, HbA1c, renal function, and blood sugar 
control. 

• Better mobility and independence: The use of Supplementary Services funding for aids and 
podiatry-approved footwear reduced pain, improved mobility, and prevented complications 
such as ulcers and amputations. 

• Enhanced medication compliance: Persistent engagement and trust-building improved 
adherence to treatments such as penicillin prophylaxis for rheumatic heart disease, insulin 
use, and respiratory therapies. 

• Reduced preventable hospitalisations: Care coordination, outreach, and case conferencing 
allowed many clients to be managed safely in community settings, avoiding emergency 
department presentations. 

• Family empowerment and confidence: Families managing chronic conditions (e.g., 
childhood Type 1 Diabetes) gained confidence through technology-enabled monitoring, 
collaborative planning, and direct support from care coordinators. 

• Building trust in services: Clients expressed growing trust in ITC teams, reflected in their 
willingness to seek assistance and adhere to care plans. 

• System integration and collaboration: ITC Programs facilitated stronger links between 
primary care, allied health, hospitals, and specialist providers, strengthening continuity and 
reducing gaps.  
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7. Partnerships and collaboration 
Collaboration is a defining strength of the program. The activity reports consistently praised the 
role of PHN staff, AMSANT, and local hospitals in enabling coordination. 

“Partnerships with the hospital discharge team and allied health have been excellent.” 
(Provider survey). 

“We have excellent collaboration with all of the local hospital and specialist services.” 
(Provider survey). 

One provider also  described the value of “working closely with Social and Emotional Wellbeing 
and Palliative Care programs” to deliver wraparound support. 

Effective partnerships depend on continuity, shared governance, and mutual respect. 
Embedding collaboration agreements and joint review mechanisms will help maintain the 
integrative intent of ITC as programs transition to Aboriginal community control. 

 

8. Transition and sustainability 
Across the  data sources, providers expressed both hope and apprehension regarding the 
upcoming transition. The activity reports noted anxiety about losing workforce or data 
continuity during reform periods. Survey participants voiced similar concerns: 

“We need longer funding cycles — every transition we lose staff and clients get 
confused.”(Provider survey), 

Yet others were clear about the opportunity:  

“The best way is to transition into community control.” (Provider interview). 
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Conclusion 
The combined evidence from the activity reports, provider surveys, focus groups, and 
interviews reveals a range of complex issues that impact on the ability of the program to 
achieve its outcomes. It is for these reasons that the Integrated Team Care (ITC) model in the 
Northern Territory cannot be measured solely through service metrics or procedural 
compliance. Its true strength lies in the relational infrastructure that supports people, 
programs, and systems to connect in culturally grounded, sustained, and meaningful ways. 

Across the data, providers described care coordination not as a task but as a relationship-
building practice — one that enables trust, continuity, and empowerment for Aboriginal people 
navigating fragmented health systems. When care is delivered by stable, respected, and locally 
embedded staff, clients engage more consistently, self-manage their conditions more 
effectively, and express greater trust in health services. These outcomes, though often invisible 
in spreadsheets, are the foundation of long-term impact. 

Yet, the findings also reveal that the system’s rigid rules and funding arrangements too often 
constrain rather than enable this relational work. Short-term contracts, workforce insecurity, 
and inflexible reporting systems undermine the very conditions that make care coordination 
effective. As one provider put it, “Every transition we lose staff and clients get confused.” This 
tension between bureaucratic accountability and cultural accountability remains the central 
challenge of the ITC model nationally. 

The 2024 National Review of ITC and this NT-specific analysis converge on the same 
conclusion: that achieving health equity and cultural safety will require a fundamental shift — 
from transactional management to transformational partnership. Transitioning ITC to Aboriginal 
community control is not only a governance reform; it is a reconfiguration of how value is 
defined and measured in health care. It calls for trust in local decision-making, long-term 
workforce investment, and performance frameworks that recognise cultural, social, and 
relational outcomes alongside clinical ones. 

As the NT PHN moves forward with its commissioning reforms, these findings have direct 
implications. The next phase of commissioning should embed co-design, flexibility, and 
cultural safety across all stages — from needs assessment and program design to monitoring, 
evaluation, and improvement. ITC providers have shown that flexibility in Supplementary 
Services, outreach capacity, and local workforce planning enables innovation and equity in 
practice. Embedding these lessons into NT PHN’s commissioning cycle will help ensure that 
future programs are both accountable and adaptive to local realities. 

At a governance level, NT PHN’s role will be to act not merely as a funder but as a partner and 
systems integrator — supporting Aboriginal Community Controlled Health Organisations to 
take the lead while maintaining shared accountability for outcomes. This includes investing in 
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data systems that reflect cultural and relational dimensions of care, supporting long-term 
workforce pipelines, and enabling participatory evaluation processes that privilege community 
voice. 

Ultimately, the collective evidence affirms that the future success of ITC, and by extension, of 
all culturally responsive primary health care in the NT, depends on building systems that 
protect relationships rather than constrain them. As one provider observed, “It’s not the rules 
that make the difference, it’s the people who stay long enough to build trust.” 

 

 
Darwin, Top End 
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Case studies 
1. Red Lily Health Board 

A comprehensive look at Oogle journey through chronic illness and 
coordinated care. 
Oogle, a 66-year-old male from Mamukala Outstation near Jabiru, presents with a complex 
medical history including chronic kidney disease stage 5, hypertension, and multiple 
comorbidities. He relies on family and clinic transport, and his care is supported by ITC staff 
who coordinate appointments and ensure medication adherence. Oogle’s willingness to 
attend appointments has improved due to reliable support, highlighting the importance of 
accessible care coordination.  

Oogle’s medical history is extensive, including chronic kidney disease, hypertension, 
dyslipidaemia, ischaemic heart disease, and previous surgeries such as cholecystectomy 
and nephrectomy. He also has a history of cataracts, osteoporosis, and benign prostatic 
hypertrophy. Family history and lifestyle factors, such as limited mobility and reliance on 
others for transport, play a significant role in his ongoing care needs. Oogle’s management 
includes regular medications for blood pressure, lipid control, and anaemia, as well as EPO 
therapy when needed. He is monitored monthly with blood tests and attends three-monthly 
renal reviews. Surgical interventions include a functioning AV fistula and previous 
nephrectomy. Non-pharmacological support includes physiotherapy and ongoing care 
coordination by ITC staff. 

Oogle responded well to coordinated care, with improved medication adherence and 
regular clinic attendance. Symptoms stabilized, and no major complications occurred. He 
successfully attended specialist appointments in Darwin. Ongoing monitoring continues, 
with regular reviews and support to maintain health and prevent hospital admissions. 

This case highlights the importance of accessible, coordinated care for patients with 
complex chronic conditions in rural settings. Key lessons include the value of regular 
follow-up, patient-centred support, and the role of multidisciplinary teams. The case also 
underscores the need for ongoing education and adherence to clinical guidelines to 
optimize outcomes. 

Learnings: 

➢ Regular follow-up and care coordination help people with many chronic conditions stay 
well. 

➢ Reliable transport and appointment support increase engagement and trust. 
➢ Coordinated care between local clinics and specialists improves continuity and 

outcomes. 
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➢ Ongoing education and monitoring reduce hospital visits and health crises. 

Program Strengths: 

➢ Strong coordination and communication between health staff. 
➢ Consistent follow-up that builds patient confidence. 
➢ Practical help with transport and medication adherence. 
➢ Evidence of better stability and fewer complications. 

 

2. Anyinginyi Health, Barkly Region 

Team care arrangements can thrive even in the most remote 
locations, proving that successful collaboration knows no 
boundaries. 

Case study 1 

A 71-year-old woman is bravely battling metastatic sigmoid adenocarcinoma, which has 
unfortunately spread to her liver and lungs. After undergoing bowel resection in Victoria, she 
has been managing her condition with stoma bags for some time now. Originally from South 
Australia, she has made Victoria her home for many years. 

The client recently relocated from Victoria to Tennant Creek for employment opportunities. 
Initially, she was not receiving chemotherapy; however, a CT scan revealed lung and liver 
lesions, indicating that it is now essential for her to continue this treatment due to the 
progression of her cancer. The distance and time difference from Victoria initially caused 
challenges in scheduling her follow-up appointments. As the care coordinator, I have to 
intervene to find a suitable appointment times that accommodate her full-time work 
schedule. Despite these challenges, the primary barrier to her care remains the 
geographical distance. After an extensive conversation with the client, the previous 
healthcare provider in Victoria agreed to transition her care to Alice Springs Hospital, which 
offers a more convenient location for her periodic visits. 

The ITC team is committed to ensuring a smooth transition from the previous provider, 
facilitating the transfer of her health records and medications to the Alice Springs Oncology 
team, and will conduct necessary follow-ups to support her ongoing treatment. 

Initially, the client had an existing GP Management Plan at her previous clinic. However, due 
to the urgency of her situation, our GP is requesting a new care plan that more effectively 
addresses her needs during these extraordinary circumstances. 

We have organized her chemotherapy sessions to take place every three weeks at Alice 
Springs Hospital. This includes arranging the transport ticket and scheduling pathology 
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tests in advance to minimize her waiting times at the hospital. We also provide guidance on 
how to obtain a ticket for her return trip to Tennant Creek. Additionally, I will remind the 
Cancer Council that her monthly stoma bag supplies are arranged via email. She requires 
two cans of extra adhesive remover each month, as specified in her care plan, to assist with 
removing her stoma bag. Furthermore, we arranged an iron infusion at the hospital due to 
her low iron levels, and we administered vitamin B12 injections to help boost her b12 levels. 

The ITC team has effectively organized all scans and chemotherapy appointments for the 
client, including the necessary consumables. This strategic coordination has resulted in 
outstanding engagement and attendance rates for chemotherapy sessions, as well as 
follow-up care with our General Practitioner and nurses. Consequently, there have been 
zero unnecessary visits to the emergency department, as we proactively address any 
issues, even minor ones like a cold sore, at the earliest opportunity. 

This approach instils confidence in the client, demonstrating that she has a full life ahead of 
her now that she has received all the essential treatment. Currently, the client is doing well 
and is highly satisfied with the coordination efforts in place. Clients have benefited from the 
coordinated care we provided over the last few months, a reminder for every appointment 
to avoid leaving appointments unattended. 

 

Case study 2 

Essential navigation features the client wasn't aware they needed. 

A 59-year-old woman has lived in town for four years and is facing several significant health 
challenges. She has type 2 diabetes mellitus, which has led to chronic kidney disease stage 
1. Additionally, she experiences mobility issues due to osteoarthritis in her knees and right 
hip, struggles with obesity, and has a history of coronary artery bypass grafting performed 
20 years ago. 

Given the client's full-time job and her multiple health conditions, managing her 
appointments on her own is a significant challenge. There are instances when she must 
juggle as many as five specialist appointments within one month. The long-term 
consequences of uncontrolled diabetes have taken a toll on her kidneys and liver, making 
these appointments not just frequent but vital for her health and well-being. It’s crucial to 
recognize the importance of supporting her in navigating this complex medical landscape. 

As the ITC coordinator, I am committed to ensuring that our patients can attend in-person 
sessions more effectively. Given our remote living situations and the constraints of limited 
annual and personal leave, it is crucial to negotiate dates that work for everyone involved. 
Furthermore, managing glucose control is a significant concern for this client. By utilizing a 
continuous glucose monitor, they can gain valuable insights into how each meal affects 
their glucose levels, even an hour later. This tool not only empowers them with data but also 
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allows them to actively engage in their health by documenting their meals in a food diary on 
their phone. This practice can foster reflection and help them make informed choices about 
their diet. Together, we can enhance their well-being and support their journey towards 
better health. 

While the client still has a considerable journey ahead to achieve her goals, the progress 
we've made thus far is promising. She now enjoys more coordinated appointments, has 
developed a clearer understanding of her health conditions, and shows increased 
engagement with our health services and specialists. This positive momentum is a strong 
foundation for her continued success. 

I presented the client with a range of effective interventions for her to consider, empowering 
her to make informed decisions regarding her health. While the continuous glucose monitor 
is not eligible for funding through this scheme, we are committed to finding a suitable 
alternative that meets her needs. Our goal is to ensure she has access to the best possible 
solutions for her health journey. 

Learnings: 

➢ Even in remote areas, good teamwork and coordination make complex care possible. 
➢ Helping clients navigate appointments, transport, and referrals improves outcomes. 
➢ Flexibility (e.g., scheduling around work) is essential to keep clients engaged. 
➢ Proactive planning avoids emergencies and improves treatment continuity. 

Program Strengths: 

➢ Excellent navigation and problem-solving for interstate and remote care. 
➢ Early action and reminders that prevent missed appointments. 
➢ Supportive relationships that give clients confidence in their care. 
➢ Effective use of technology and education to build client self-management. 

 

3. Danila Dilba 

The ITC Program resulted in improved outcomes for client/s. 

Case study 1 

A 28-year-old lady was re-referred to the care coordination in 2024 during early pregnancy. 
She had a complex history of Type 2 Diabetes, Stage 2 chronic kidney disease, anxiety, and 
substance misuse, along with moderate intellectual disability that made managing her 
health particularly challenging. Social factors such as unstable housing, minimal income, 
lack of transport, and limited support networks further impacted her ability to engage with 
care. Before ITC involvement, her contact with healthcare was sporadic, typically only 
seeking help during acute issues. 
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Through the ITC Program, coordinated and culturally appropriate care was established. A 
high-risk obstetric specialist provided consistent antenatal care, while GP shared care and 
allied health services like podiatry, dietetics and optometry, addressed her chronic 
conditions. Care coordination helped her attend appointments, provided diabetic supplies, 
and secured medical footwear and a fridge for safe food and medication storage.  

The care coordinator and Indigenous Outreach Worker played a key role in engagement, 
offering flexible, responsive support. Family involvement increased toward the end of 
pregnancy, particularly with support from her godmother. Although initially hesitant, she 
eventually engaged with the Australian Family Partnership Program, which became vital 
during emerging family domestic violence concerns. 

Despite a respiratory arrest at 34 weeks, both mother and baby had a safe birth. The client 
achieved improved glycaemic control, maintained foot health, and increased her 
engagement in health services. Care coordination successfully applied for the Disability 
Support, NDIS plan, NT Concession Card, and received a priority public housing transfer. 
Her story highlights the value of timely, flexible, and culturally respectful care coordination. 
Ongoing support is now in place through DDHS and her NDIS Coordinator of Supports, 
ensuring continuity of care beyond the program. 

She has been exited from the program. 

Case Study 2 

A 34-year-old female was initially referred to Care Coordination for access to a gym 
program. Through further assessment, it was identified that she also had ongoing 
appointments with NT Cardiac and the Gynae Clinic. Although self-managing the client 
faced challenges attending her external appointments due to transport limitations. With 
support from the Care Coordination program, she now receives taxi transport to her 
specialist appointments and access to in-consult support when required. This has 
significantly improved her ability to maintain vital specialist care and overall wellbeing. 

Case study 3 

A 59years old who is currently self-managing, receives tailored support through the Care 
Coordination program, including taxi transport and case management collaboration with 
the Alan Walker Cancer Coordinator. The client has been diagnosed with cancer, which has 
now metastasized. Despite the complexity of her condition, Care Coordination enables her 
to consistently attend multiple specialist appointments and access in-person support from 
the Care Coordinator when needed. This support is critical in helping the client manage her 
health more effectively and maintain engagement with essential services. 

Learnings: 

➢ Clients with complex health and social issues benefit most from flexible, wraparound 
care. 
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➢ Including family, outreach workers, and other services helps maintain engagement. 
➢ Cultural safety and trust are key to improving participation and outcomes. 
➢ Coordinated care can improve both health outcomes and social stability (housing, 

income, NDIS). 

Program Strengths: 

➢ Holistic care addressing both medical and social needs. 
➢ Strong collaboration between services (GP, hospital, allied health, NDIS). 
➢ Real improvement in health and quality of life (better control, safe pregnancy, stability). 
➢ Effective exit planning for ongoing support after ITC. 

 

4. Sunrise 
Marcus, a young child, was recently diagnosed with Type 1 Diabetes and required specialist 
care from Royal Darwin Hospital. His family faced challenges managing his condition due to 
poor digital connectivity and limited NDIS support. The Sunrise ITC Care Coordinator 
worked closely with the hospital team and the family to address these issues, including 
providing a compatible device and SIM card funded through ITC to enable real-time glucose 
monitoring using the Dexcom G6 system. This allowed clinicians to remotely track Marcus’ 
levels and provide timely care. Following his enrolment in the ITC Program and a 
collaborative case conference, the family reported improved confidence in managing his 
condition, highlighting the vital role of ITC in bridging service gaps and improving outcomes 
in remote settings.   

Other ITC Activities  

As part of our commitment to supporting chronic disease management, ITC funding was 
utilised to assist eligible clients with access to podiatry-recommended footwear. Proper 
footwear is essential in preventing complications such as foot ulcers and amputations, 
particularly for clients with diabetes or other chronic conditions. The use of supplementary 
services funding enabled the purchase of podiatry-approved shoes following clinical 
assessment and recommendation. This support has contributed to improved mobility, 
reduced pain, and enhanced foot health outcomes for several clients, aligning with the 
objectives of the ITC Program to reduce preventable hospitalisations and improve overall 
quality of life.  

Program Strengths: 

➢ Bridging critical service gaps in remote settings, especially digital connectivity needed 
for safe diabetes management. 

➢ Proactive technology-enabled care, including providing devices/SIM cards to ensure 
continuous glucose monitoring using Dexcom G6. 
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➢ Strong collaboration between hospital specialists, family, and local care coordinators, 
ensuring seamless communication and treatment continuity. 

➢ Use of supplementary services funding for essential clinical needs, such as footwear, 
reducing preventable complications and improving mobility. 

 

5. Katherine West 
One of the key challenges of the past year has been encouraging people to visit the clinic for 
their regular health checks. The most effective way to complete these has been 
opportunistically, when individuals were already at the clinic for another reason. However, 
those who have not presented to the clinic for an acute issue are more challenging to follow 
up with for chronic disease or annual health checks. Another challenge was 
accommodating individuals with busy work schedules, which occasionally made it difficult 
for them to prioritise clinic visits.  

One area of success has been the expansion of supportive services for clients with chronic 
and high-risk conditions. This includes the integration of cardiac echo support for clients 
with Rheumatic Heart Disease (RHD), ensuring timely and appropriate monitoring of 
cardiac function. Additionally, the purchase of appropriate medical-grade footwear for 
podiatry clients has contributed to better foot health outcomes, especially for those with 
diabetes or other conditions affecting mobility. The involvement of allied health 
professionals such as the dietitian and diabetes educator in community activity events has 
also been a positive development. Their engagement has helped promote health education, 
encourage lifestyle modifications, and increase community awareness about managing 
chronic conditions. Together, these initiatives demonstrate an integrated and collaborative 
approach to care that strengthens community health outcomes and builds trust in the 
services provided by the all the health centres. 

Program Strengths: 

➢ Opportunistic and flexible care approaches, ensuring chronic disease checks are 
completed even when clients attend for unrelated reasons. 

➢ Expansion of supportive services for high-risk clients, including timely cardiac echo 
support for people with RHD. 

➢ Effective use of supplementary funding, such as medical-grade footwear, contributing 
to better foot health and reduced complications. 

➢ Growing multidisciplinary engagement, including dietitians and diabetes educators 
participating in community events to increase awareness and promote lifestyle change. 
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6. Congress 

Case Study July 2025.   
Beryl McGuiness (A made up name for client confidentiality) 
Beryl’s chronic conditions include: 

Renal disease, Chronic liver disease, Type 2 Diabetes, Hypertension. 

As a care coordinator, I have worked with and have known Beryl, for approximately four 
years. During this time, Beryl has endured a lengthy ICU stay within the local hospital, with a 
serious life-threatening condition. Beryl eventually recovered over time and was discharged 
home with support from relevant health professionals. As Beryl’s Care Coordinator I was 
able to advocate, organise and coordinate many services where the client was consistently 
willing to attend. 

After discharge from the hospital, Beryl acquired serious feet infections that required a long, 
intense period of twice weekly podiatry input / dressings. Beryl also contracted tuberculosis 
that required intense input from CDC/Infectious diseases service for approximately one 
year of monthly blood tests, radiology, cardiac rhythm checks and specific daily medication 
administration. 

Throughout the lengthy period of rehab, Beryl received support at home from Allied Health 
outreach services as well as support from Aged Care Services, delivering a high- level care 
package which currently includes, personal care, meals on wheels, laundry, shopping, 
home cleaning, daily medication delivery, and financial management support. 

As a result of Beryl’s adherence to her complex care needs, Tuberculosis is no longer a 
presenting concern. Beryl’s feet condition/infections have improved significantly and follow 
up wound care is now minimal with continued input from podiatry services. 

Professionals currently involved in Beryl’s health care. 

➢ Physio, OT, Podiatry, Diabetes Nurse Educator. 
➢ Renal specialist. 
➢ Regular GP. 
➢ Care Coordinator. 
➢ Orthotics. 
➢ Cardiologist. 

Clinical tests showed positive trends towards acceptable parameters, relating to blood 
sugar levels for diabetes, blood pressure and kidney function. 

Beryl continues to receive consistent care coordinated support and service provisions, 
mostly at home and as an active partner in her own care, Beryl now enjoys more social 
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support services and less intense health related services. Beryl is also enjoying a more 
active/mobile lifestyle, with minimal hospital admissions, no critical follow appointments 
related to complex wound issues and serious infections. 

Program Strengths: 

➢ Long-term, relationship-based care coordination, supporting the client over several 
years through highly complex medical and social needs. 

➢ Strong multidisciplinary team involvement, including specialists, allied health, aged 
care, outreach workers, and home-based support services. 

➢ Significant improvements in clinical indicators (blood sugar, blood pressure, renal 
function), showing effective chronic disease management. 

➢ Comprehensive wraparound supports, including personal care, home help, meal 
services, financial management, and medication delivery. 
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Previous ITC reviews and current 
transition models  
The first major evaluation of the ITC Program, the 2018 Review of Care Coordination conducted 
by Commonwealth Department of Health, highlighted the essential roles performed by the Care 
Coordinators and Outreach Workers in ensuring the effectiveness of the program. It described 
the outreach component as essential in helping people navigate a fragmented and confusing 
health system. They were seen as critical in ensuring continuity of care, improving 
communication across providers, and supporting patients to self-manage their chronic 
conditions.  

The Review recommended: 
• Strengthen and sustain the Care Coordination workforce – Continue investing in Care 

Coordinators, Outreach Workers, and Indigenous Health Project Officers, with a focus on 
stability, training, and retention to reduce turnover. 

• Increase flexibility and local tailoring – Allow providers to adapt ITC service delivery to 
community priorities and contexts, rather than applying rigid national rules (e.g., strict 
funding splits). 

• Enhance integration and outcomes focus – Maintain Supplementary Services to remove 
access barriers, strengthen partnerships across ACCHOs and mainstream providers, and 
measure success in terms of patient outcomes and cultural safety, not just service counts. 

In 2024 The Australian Government commissioned the Review of First Nations Mental Health 
and Suicide Prevention Services and the ITC Program to assess how the ITC Program is meeting 
its aim of improving coordinated care for Aboriginal and Torres Strait Islander people with 
chronic conditions. It also sought to identify strengths/weaknesses in funding, commissioning, 
workforce, data, and integration with primary care and hospitals and recommend practical 
changes to lift outcomes and equity. 

Some of the key findings of the report include: 
A central problem identified in the review was the rigidity of ITC Program guidelines. 
Stakeholders repeatedly described the rules as overly prescriptive, limiting the ability of 
providers to adapt the program to the diverse and nuanced needs of their communities. The 
mandated 60:40 split between Care Coordination and Supplementary Services was singled out 
as a prime example of inflexibility, as were the strict categories of workforce employment. 
Together, these restrictions constrained innovation and made it difficult for local organisations 
to respond to the real conditions on the ground. 
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Another major issue was the lack of genuine co-design. Communities and service providers 
voiced frustration at the top-down nature of decision-making. Primary Health Networks  and 
other funding bodies rarely engaged in meaningful collaboration, and service delivery models 
were often not developed with an Indigenous lens. This undermined cultural appropriateness 
and left Aboriginal and Torres Strait Islander people with programs that felt imposed rather than 
community driven. 

Stakeholders also pointed to the undervaluing of cultural and non-clinical approaches to 
wellbeing. Commissioning processes relied heavily on standardised models and biomedical 
frames, sidelining cultural determinants and social and emotional wellbeing. These 
approaches, which are deeply important in First Nations understandings of health, were not 
given equal weight in program design or funding. 

The report identified that one funding arrangement represented the most appropriate approach 
to give practical effect to the key funding principles and enablers. This arrangement – 
Arrangement A, which adopts a catchment-based funding approach – has 2 variations. These 
variations are summarised below: 

• Arrangement A1 – State/territory model: Involves an Aboriginal and/or Torres Strait 
Islander community-controlled body (lead entity) at a state/territory level administering the 
Relevant Health Programs as the funding body for their state/territory catchment. 

• Arrangement A2 – Regional model: Involves an Aboriginal and/or Torres Strait Islander 
community-controlled body (lead entity) at the regional level administering the Relevant 
Health Programs as the funding body for their regional catchment.  

These two models align closely with the four models presented by the Department of Health in 
the ITC Transition Framework and Webinar in October 2025. . 

The Department’s framework expands on these two existing NT approaches to recognise 
regional diversity and to provide clearer transition pathways. The ACCHO-led integrated model 
corresponds directly to Model 1 (ACCHO-led) and partially to Model 3 (Transitional/Hybrid) 
where capacity is developing. The partnership or outsourced model aligns with Model 2 
(Regional Partnership) and can evolve toward Model 4 (Regionally Coordinated Delivery) in 
areas seeking shared infrastructure and workforce solutions. 

Transition Models (2024 
Report) 

Department’s Four Models 
(2025 Webinar) 

Alignment Explanation 

ACCHO-Led Integrated 
Model 

Model 1: ACCHO-Led 
Model 3: Transitional/Hybrid 
(where capacity is 
developing) 

Direct alignment with the 
Department’s ACCHO-led 
model. Represents 
Aboriginal control and self-
determination. Where 
capacity is still growing, it 
aligns with the transitional 
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Transition Models (2024 
Report) 

Department’s Four Models 
(2025 Webinar) 

Alignment Explanation 

model supporting future 
Aboriginal governance. 

Partnership / Outsourced 
Model 

Model 2: Regional 
Partnership / Consortium 
Model 4: Regionally 
Coordinated Delivery 

The partnership model aligns 
with the Department’s 
regional partnership model 
and can evolve toward the 
coordinated model where 
shared administration, 
workforce, or data systems 
are required. 

 

Implementing a funding approach which entails a transition into community control is an 
aspiration and an important goal of Reconciliation. Given that this review of the program has 
identified  the high value ITC providers give to relational care as a key component to effective 
service delivery – this means that care coordination not as a procedural task, but as a relational 
practice grounded in trust, persistence, and local knowledge. The models that most closely 
align with these relational strengths, particularly the ACCO-led and regional partnership 
models, offer continuity with what has worked in the NT context: locally embedded, culturally 
safe, and relationship-driven care. Any transition to a new model within a rigid commissioning 
and reporting environment risks replicating the same structural barriers that have historically 
undermined flexibility and responsiveness. 

Workforce stability and continuity have also emerged as critical determinants of success. 
Under all four models, providers must balance clinical coordination with the demands of 
maintaining culturally grounded teams. High turnover, insecure contracts, and limited housing 
in remote areas, as indicated by ITC providers in this review,  continually disrupt care continuity 
and erode trust. Without multi-year funding cycles and secure employment pathways, 
providers face the paradox of being tasked with building stable, community-embedded models 
while operating within inherently unstable funding conditions. 

There are also governance and capability implications. The ACCO-led and regional partnership 
models assume that Aboriginal organisations will be adequately resourced to lead, while hybrid 
and coordinated models rely on transitional capacity building. Yet, as this review notes. transfer 
of control must be matched by long-term mentoring, investment in local governance, and 
alignment between PHN and ACCHO reporting systems. Otherwise, transitions risk becoming 
administrative rather than transformative—shifting responsibility without shifting power or 
resources. 

Equally important, any move toward regional partnership and coordinated models requires co-
designed, culturally informed evaluation frameworks that recognise progress through 
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community trust, care continuity, and client empowerment, rather than throughput or clinical 
metrics. 

The 2024 Report highlights that it is important to consider the strengths and weaknesses of 
current funding and commissioning arrangements. As the Report indicated, some of the 
benefits of existing intermediary funding arrangement for the ITC Program include: 

• Regional intermediary bodies with a nuanced understanding of local populations and their 
needs. 

• PHNs can draw on a multitude of stakeholder data sources to provide a richer understanding 
of present and future health needs, which can support integration across care sectors and 
settings.  

• PHN procurement and contracting processes are open and transparent and achieve value 
for money (Department of Health, 2019). 

• PHNs can identify what works well and what does not to ensure ‘resources can be invested 
to maximise impact’ for local populations (Department of Health, 2019). 

• PHNs work with contracted service providers to monitor and evaluate their progress in 
meeting health outcomes (Department of Health, 2019). 

The Report also highlights the drawbacks of current funding and commissioning arrangements, 
including the following: 

• Commissioning and funding decisions are often made quickly ‘to comply with Government 
requirements and funding cycle’ that leave PHNs with limited time to ‘work with key 
stakeholders to strategically allocate funding’ which has perpetuated a ‘transactional 
approach’ to commissioning and funding. 

• The current program-based funding model has some limitations in terms of the allocation of 
resources to achieve outcomes and the short funding cycles that prevent service providers 
and PHNs from better planning and aligning their funding . 

• The PHN funding model does not align with the holistic approach to service delivery utilised 
by ACCHOs. 

• Unnecessary competition in the tendering process could be minimised, especially where 
there are minimal service providers available – can reduce continuity of care . 

• The AIHW (2024) report ‘Patient experiences of integrated services for chronic disease and 
social and emotional wellbeing’ identified key indicators of best practice including: 
➢ Continuity of care as a key determinant of trust and improved patient experience. 
➢ Cultural safety – keeling known, respected and supported as a factor accounting for 

client’s continuous engagement with the program. 

The report also identified underfunding of smaller and remote providers as a key factor 
constraining reach. The report highlighted that equity cannot be achieved through flat or 
historic allocations and called instead for a population-weighted and needs-based funding 
model, with flexible SS caps and local discretion, is essential. 
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Conclusion 
Previous reviews of the ITC Program and integrated care models have highlighted its role in  
bridging the gap between Aboriginal community-controlled health services and mainstream 
providers. In 2018, the program was praised for increasing uptake of Indigenous-specific MBS 
items and brokering access to tens of thousands of allied health and specialist services. The 
2024 review highlighted that while Supplementary Services funding has the potential to reduce 
barriers such as transport and medical aids, its impact has been limited by overly rigid rules 
and structural constraints. 

The two reviews highlighted the need for greater flexibility and local tailoring. In 2018, 
evaluators recommended giving service providers more room to adapt ITC to the realities of 
their communities. The 2024 Review strongly reinforced this but also argued that flexibility 
could not be achieved under existing governance structures. Instead, it called for a shift in 
responsibility to Aboriginal community-controlled bodies at the state/territory or regional level. 

The 4 transition models presented by the department in its webinar in October 2025 represents 
an incremental but significant shift in how care coordination and partnership are structured in 
the Northern Territory. The implications for providers are substantial. For Aboriginal Community 
Controlled Health Organisations, the shift provides greater opportunity for leadership and 
alignment with community priorities, but it can potentially introduce increased administrative 
and reporting responsibilities. The partnership and coordinated models, require clearer 
governance arrangements, consistent communication, and sufficient funding to support 
shared accountability.  

Across all models, sustainability will depend on PHNs and the Department addressing 
recurrent challenges identified in this Review, including short-term contracts, workforce 
turnover, and administrative complexity. Without these system-level adjustments, the 
introduction of new delivery models may improve structural alignment but will not necessarily 
translate into stronger outcomes for clients or communities. 

The Council of Australian Governments’ National Aboriginal and Torres Strait Islander Health 
Plan 2021–2031 offers a strategic framework that complements ITC objectives. It calls for 
holistic, culturally safe, community-led services addressing physical, social, emotional, and 
cultural wellbeing, while embedding self-determination in service design. The plan also sets 
explicit targets to reduce preventable hospitalisations and increase primary care access—
outcomes that ITC can contribute to if resourced and structured effectively. Taken together, 
these bodies of evidence point to a coherent agenda for ITC strengthening in the NT: address 
workforce stability, embed culturally safe communication, ensure equitable reach to 
underserved areas, and tighten integration between care settings to reduce preventable illness 
and hospitalisation. 
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Recommendations and key 
considerations for the future of the 
ITC Program: 
1. Invest in workforce stability, local capacity, and 
cultural brokerage 
Workforce continuity remains the foundation of effective ITC delivery. Stable, locally based 
staff especially Aboriginal Health Practitioners (AHPs) and Outreach Workers allow the program 
to deliver effective outcomes, and their retention and training is essential to drive trust, 
continuity, and measurable outcomes. 

Key Actions: 
• Provide multi-year, secure workforce funding for Care Coordinators, AHPs, and Outreach 

Workers. 
• Develop regional retention packages (housing, relocation, supervision, and professional 

development). 
• Create structured Aboriginal workforce pipelines, including AHP traineeships and leadership 

mentoring. 
• Invest in building local capacity to recruit outreach workers.  

 

2. Reform funding and commissioning to enable 
flexibility and equity 
A flexible, needs-based model with locally determined SS use to close the gap in access and 
outcomes across regions. 

Key Actions: 
• Replace historic allocations with population-weighted, needs-based models reflecting 

disease burden and remoteness. 
• Maintain current flexibility in SS funding adopted by NT PHN to continue enabling  local 

discretion in workforce and Supplementary Services (SS) expenditure. 
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• Make transport, accommodation, and interpreter costs standard funding lines, not 
supplementary add-ons. 

• Prioritise targeted support for providers demonstrating low client-to-funding ratios due to 
remoteness, travel distances, complexity and workforce instability. 

 

3. Embed cultural safety and relationship-based 
practice as core outcomes 
Cultural safety is both an outcome and an enabler of effective care. Trust, relational continuity, 
and persistence define success more than throughput or visit counts. Embedding relational 
and cultural outcomes into commissioning frameworks will ensure quality is measured by what 
matters to communities, not just to systems. 

Key Actions: 
• Incorporate cultural safety, trust, and engagement indicators into performance frameworks 

alongside clinical KPIs. 
• Redesign reporting to value relationship-based outcomes (continuity, empowerment, and 

confidence). The AIHW (2024) provides national validation that relational continuity, cultural 
safety, and holistic care are defining features of effective integrated health systems.  
 

4. Strengthen system integration and data 
infrastructure 
Fragmented IT systems, limited GP participation, and inconsistent communication between 
PHNs, NT Health, and ACCHOs undermine continuity of care. Simplified, interoperable 
systems will make data meaningful, improve collaboration, and support shared accountability 
across the care continuum. 

Key Actions: 
• Develop shared care pathways and discharge protocols linking hospitals, GPs, and ITC 

providers. 
• Co-design integrated data templates aligned with Communicare and other EMRs to reduce 

duplication. 
• Support data sovereignty by enabling ACCHOs to own, manage, and interpret their data. 
• Build digital infrastructure (connectivity, low-bandwidth telehealth) to reach remote 

communities. 
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5. Expand access and outreach to address geographic 
and social barriers 
Providers consistently highlighted transport, distance, and infrastructure as barriers to 
continuity and equity. 

Key Actions: 
• Fund dedicated outreach teams and transport capacity as core, not optional, components. 
• Support mobile and telehealth outreach models with flexible scheduling for remote and 

homeland communities. 
• Recognise social determinants (housing, food security, mobility) within care coordination 

plans. 
• Further efforts need to be made to identify barriers for clients to accessing the ITC Program 

and supporting these providers to address these barriers. 

 

6. Facilitate regional discussions on preferred 
transition models through partnership and stability 
Providers expressed optimism about transition to community control, but the process must be 
guided by local readiness, workforce stability, and sustained partnership. The PHN’s role is to 
facilitate regional discussions to identify the preferred ITC delivery model for each area—
whether ACCHO-led, partnership-based, transitional, or coordinated—while maintaining 
service continuity and supporting governance development. 

As the ITC Program transitions to Aboriginal community control, consideration could also be 
given to NT PHN retaining a limited regional role focused on system coordination, needs 
assessment, and funding administration. 
 
All ITC services in the NT are already delivered by Aboriginal community‑controlled 
organisations, so the transition focus should be on maintaining stability, equity, and system 
coherence rather than structural change. Commonwealth transition frameworks allow for 
partnership or hybrid arrangements where regional functions continue under Aboriginal 
leadership and direction. 
 
Exploring this option through regional partnership discussions could support continuity of 
funding, coordination, and reporting while ensuring Aboriginal organisations remain central to 
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service design and delivery. Any ongoing role for NT PHN should be locally agreed by the 
ACCHO sector, clearly defined, and demonstrably beneficial to providers and communities. 

Key Actions: 
• Convene regional discussions with ACCHOs and partners to determine preferred transition 

pathways and readiness levels. 
• Facilitate regional discussions with ACCHOs and stakeholders to determine whether a 

limited NT PHN regional coordination role is supported and beneficial post‑transition. 
• Define clear partnership parameters, outlining the scope, governance, and accountability 

of any potential ongoing NT PHN functions under Aboriginal leadership. 
• Maintain continuity of employment and service delivery during any transition process. 

 

7. Identify resources and ongoing support for ITC 
providers 
The review has identified a need to review current systems in place to support ITC providers. 

Key actions: 
• Review current systems and models in place to support and communicate with ITC 

providers. 
• Develop monthly/bi-monthly communities of practice to share skills, experiences and 

resources. 
• Reintroduce Communities of Practice bimonthly meetings to provide opportunities for ITC 

providers to share resources and access information and support.  

 

8. Strengthen equity through proportionate and 
weighted commissioning 
Regions such as Barkly and East Arnhem have smaller overall populations but substantially 
higher share of chronic disease burden, and logistical barriers to care. A single provider in 
Barkly services 74 per cent Aboriginal residents across a vast area, resulting in higher workload 
and coordination costs per client. Equity therefore requires proportionate investment, ensuring 
service capacity aligns with the scale of need and cost of delivery. 

Key Actions: 
• Apply a weighted funding approach that incorporates Aboriginal population share, chronic 

disease prevalence, and remoteness as key allocation factors. 
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• Embed equity benchmarks in commissioning and evaluation frameworks to monitor 
proportional investment across regions. 

• Ensure equity considerations guide future transition model planning and provider support 
strategies. 

 

9. Review and streamline ITC reporting templates to 
reduce administrative burden and improve alignment 
with outcomes 
ITC providers consistently reported that current reporting and activity templates are complex, 
repetitive, and not always aligned with program objectives or culturally safe practice. This has 
created administrative pressure, particularly for smaller or remote providers, and limited the 
capacity to capture meaningful client outcomes or narrative data. 

Key Actions: 
• Review existing activity and outcome reporting templates to ensure alignment with ITC 

Program objectives and contractual indicators. 
• Simplify data collection to focus on core outcome measures, such as coordination 

effectiveness, cultural safety, and client-reported outcomes. 
• Incorporate narrative and qualitative elements (e.g. case stories, PREMs) into standard 

templates to improve cultural appropriateness. 
• Pilot and co-design revised templates with a representative sample of ACCHOs before 

rollout. 
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