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Who developed the Strategy?
The Northern Territory (NT) Department of Health (DOH) worked 
with partners in the non-government or private sector and Aboriginal 
Community Controlled Health Services and consulted widely with 
other stakeholders to develop the NT CCPMS.

What is the aim of the Strategy?
The NT CCPMS aims to improve the health and wellbeing of 
all Territorians by reducing the incidence and impact of chronic 
conditions.

What are the goals of the Strategy?

• Promote and support healthy lifestyles and wellbeing in the 
community.

• Reduce the prevalence of risk factors in the population.
• Prevent or delay the onset of chronic conditions.
• Maximise the wellbeing of those living with chronic conditions.
• Reduce health disparities among different population groups with 

regard to the conditions and risk factors.
• Reduce the gap in life expectancy associated with chronic conditions 

between Aboriginal and non-Aboriginal people.
• Increase self-management.
• Improve collaboration and integration across all sectors. 

What is the Strategy?
The Northern Territory Chronic Conditions Prevention and Management Strategy 2010-2020 (NT CCPMS) provides a framework 
and key evidence-based strategies for building and strengthening a system-wide approach to prevention and management of 
chronic conditions in the Northern Territory (NT). The NT CCPMS can be found online at www.health.nt.gov.au

Who is the Strategy for?

The NT CCPMS provides key evidence-based strategies for building 
and strengthening a system-wide response to prevent and reduce 
the impact of chronic conditions for:

• all people in the NT
• across the continuum of care
• across the lifespan.

What conditions are in the Strategy?

• Cardiovascular Disease
• Rheumatic Heart Disease
• Type 2 Diabetes
• Chronic Airways Disease
• Chronic Kidney Disease
• Chronic mental illness
• Cancers (associated with common risk factors for other chronic 

conditions).
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What are the key action areas?

1.  Increase the focus on the Social Determinants of Health (SDoH)

2.  Increase the focus on primary prevention to prevent and reduce 
risk factors

3.  Early detection and secondary prevention

4.  Self-management

5.  Care for people with chronic conditions

6.  Workforce planning and development

7.  Information, communication and disease management systems

8.  Continuous Quality Improvement

What is the Implementation Plan?
The Implementation Plan provides an outline of strategies and actions to guide government and non-government health organisations, workplaces 
and communities throughout the NT to improve the prevention and management of chronic conditions.

This is the third triennium Implementation Plan for 2017-2020. It was informed by recommendations from the midterm evaluation of the NT CCPMS, 
annual progress report and contributions from key stakeholders across government, non-government and research organisations. 

When will we review and update the Strategy and Implementation Plan?

How will we know if we are achieving the 
objectives?

The NT CCPMS 10 year time frame reflects the long term 
approach required to reduce the incidence and impact of 
chronic conditions in the population. Ongoing monitoring 
and evaluation throughout this 10 year period will reflect our 
success at achieving the objectives.

Monitoring the progress of the identified actions against 
agreed measures will involve continuous quality 
improvement processes. An evaluation will be conducted at 
the end of the life of the NT CCPMS.

There will be yearly monitoring of the progress of actions to the Implementation Plan. An evaluation is planned for 2020 to inform the development of 
the next strategy. 
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Everyone* in the NT, from individuals to government departments – can take part in implementing the NT CCPMS. The following groups are key 
players and the role of each is identified by symbols, in this plan as follows:

Researchers/Educators Communities/schools/workplaces Non-Government Services Other Government Departments
 (represents non Health departments)

Hospital services Primary Health Care services Policy Makers 
and Commissioners

How can individuals and organisations use the Implementation Plan?
Individuals and organisations can use the Implementation Plan to develop local business plans and to identify opportunities to work 
collaboratively with others to implement the NT CCPMS.

Who else is implementing the Strategy?

*   Decide which group/s you belong to and see what the relevant actions are.
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Key Action Area 1:  
Increase the focus on the Social Determinants of Health.

OBJECTIVE: 
Contribute to improving the SDoH through improving living conditions, food security, education, employment and health literacy.

KEY REFERENCE DOCUMENTS:
Closing the Gap in a Generation:  Health equity through action on the Social Determinants of Health.1 

National Aboriginal and Torres Strait Islander Health Plan 2013-2023.2 

How will we check progress?

Year one
• Infographic information sheets on the impact of the tobacco and SDoH across the life course are used as a communication tool 
• The Child and Adolescent Strategic Plan and Early Childhood Development Strategic Plan have actions on SDoH by cross-sectoral and 

inter-departmental agencies
• Integrated Alcohol Harm Reduction Framework implemented
• Implementation of Family Safety Framework.

Year two
• Government and non-government health providers deliver culturally safe services 
• Government and non-government strategies strengthen action on SDoH.

Year three
• Promotion of collaborative work completed on the impact of the SDoH across life course
• Continue to transition Northern Territory Government (NTG) Primary Health Care (PHC) services to Aboriginal Community Controlled Health 

Organisations (ACCHO’s).
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Researchers/Educators       Communities/schools/workplaces     
  

Non-Government Services        Other Government Departments      
  

Hospital services 

  
  

Primary Health Care services     
 
 Policy Makers and Commissioners

Why are we doing it? How will we do it? Who?
• Effectively addressing the SDoH and improving the 

daily living conditions, requires action across a range of 
government departments, in particular housing, education 
and employment.6

• Identify and enhance opportunities to strengthen approaches 
to SDoH with existing and new partnerships for Aboriginal 
health.

• Support and promote collaborative action on SDoH relevant 
to chronic conditions specifically for Aboriginal health at local, 
regional and national levels.

    

Why are we doing it? How will we do it? Who?
• Evidence shows that the greatest risk factor for chronic 

conditions in the NT is low socio-economic status.3

• Addressing the SDoH will help prevent chronic conditions.4

• Responsibility for many of the factors that impact on the 
SDoH lie outside the health sector. Increasing awareness and 
collaboration between health and other sectors is needed to 
address these factors.5

• Develop a collaborative (include non-health sector) infographic 
presenting on the impact of tobacco and SDoH to be used by 
all sectors. 

• Utilise existing cross-sectoral and inter-departmental 
committees to address the SDoH impacting on chronic 
conditions. 

• Utilise existing community health advisory groups to promote 
and facilitate key health messages. 

   

Strategy 1.1:   Raise awareness of the impact of the SDoH on chronic conditions and increase the capacity 
to take action.

Strategy 1.2:  Provide leadership to strengthen inter-sectoral collaboration in relation to chronic conditions.

Which strategies and actions can we do?
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Researchers/Educators       Communities/schools/workplaces     
  

Non-Government Services        Other Government Departments      
  

Hospital services 

  
  

Primary Health Care services     
 
 Policy Makers and Commissioners

Why are we doing it? How will we do it? Who?
• Many people have difficulty in accessing health services. 

Barriers include health literacy, cultural security, language and 
distance.7 8

• Community Controlled PHC services will enhance effective 
service delivery.9

• Community engagement has the potential to improve the 
quality of services supplied, and to improve the opportunities 
and capability of those who rely on services, which lessens 
their need for them.10

• Culturally and linguistically diverse populations, including 
Aboriginal people, may require specific enabling services to 
enhance health literacy, self-management and improve access 
to care.11

• ACCHO’s will enhance effective service delivery, through the 
reorientation of care to meet the needs of the population.

• Evaluation is key to effective practice and ongoing practice 
improvement.

• Support services to strengthen participation of Culturally 
and Linguistically Diverse (CALD) and Aboriginal people in 
planning, implementing and evaluating chronic conditions 
service care closer to home.

• Strengthen the process for the transition of NTG PHC services 
to ACCHO’s.

• Improve support for patient transport to further assist clients, 
particularly Aboriginal people.

• Improve induction, training and mentoring programs for health 
staff working in remote primary health care to ensure the 
provision of culturally safe services (related to KAA 6).

• Implement cultural safety/security frameworks.

Strategy 1.3:  Improve access to health services for all Territorians.
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Key action area 2:
Increase the focus on primary prevention to prevent and reduce risk factors.

OBJECTIVE:
To reduce the impact of behavioural and lifestyle factors and create supportive environments for healthy behaviours.

KEY REFERENCE DOCUMENTS:
National Strategic Framework for Chronic Conditions.12 

National Primary Health Care Strategic Framework.13

Better Outcomes for People with Chronic and Complex Health Conditions.14 

How will we check progress?

Year one

• Government and non-government organisations enact relevant key action areas of chronic condition related strategies 
• Whole of community and lifespan approach to reduce lifestyle risk factors
• Tobacco legislation includes improvements on smoke free spaces and places and the use of e-cigarettes 
• Northern Territory Banned Drinker Register in place
• Tobacco Action Plan (2017-2020) is implemented
• Implementation of alcohol and other drugs demand reduction strategies.

Year two

• Child and youth health surveillance established across the NT
• Local and jurisdictional policy informed by wholesale and store sales data for alcohol, tobacco, sugar-sweetened beverages and 

discretionary foods 
• Strengthen NT Health response to domestic and family violence.
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Year three

• Progress towards a systems approach to address obesity (incorporation of the NT Health Nutrition and Physical Activity Strategy)
• Application of research into practical initiatives to improve food security and reduced consumption/availability of discretionary foods 
• Health promotion is embedded in day-to-day PHC practice 
• Engagement with communities to explore the possibility of health and wellbeing models in collaboration with government and non-

government sectors.
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Researchers/Educators       Communities/schools/workplaces     
  

Non-Government Services        Other Government Departments      
  

Hospital services 

  
  

Primary Health Care services     
 
 Policy Makers and Commissioners

Why are we doing it? How will we do it? Who?
• Many chronic conditions can be prevented or delayed through 

intervention, effective management and lifestyle change. 
Making informed choices is essential for behaviour change.

• Health promotion plays an important role in reducing risk 
factors at population level.

• Health promotion interventions across the continuum are more 
likely to make a difference if they are focused on settings as 
well as on individuals.

• Health education is more effective when consistent messages 
are delivered by a wide range of service providers and as part 
of a broader campaign or program.

• Targeted public awareness campaigns are an effective part of 
health promotion.15

• Produce healthy lifestyle infographics addressing risk factors 
e.g. smoking, alcohol, excessive weight and physical inactivity, 
to raise awareness with particular emphasis on youth.

• Engage stakeholders and community to strengthen the 
development of strategic frameworks, policy and programs.

• Ensure social marketing and community awareness 
campaigns promote consistent, evidence based messages 
and contain an evaluation component to inform application to 
the NT target group.

• Ensure innovative and best practice prevention activities are 
implemented and evaluated in both urban and rural settings.

Strategy 2.1:  Increase community awareness about risk factors and promote consistent messages.

Which strategies and actions can we do?
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Researchers/Educators       Communities/schools/workplaces     
  

Non-Government Services        Other Government Departments      
  

Hospital services 

  
  

Primary Health Care services     
 
 Policy Makers and Commissioners

Why are we doing it? How will we do it? Who?
• Lack of access to affordable, appropriate and evidence-based 

chronic conditions risk reduction programs, is a barrier to good 
health outcomes.

• Ongoing personalised support is needed to encourage self-
management of lifestyle risk factors and to prevent chronic 
conditions.

• Evaluation of interventions is needed to create evidence of 
what is effective and what is not effective.

• Environments are important factors in behaviour choice.16

• Collaboration between agencies is effective in creating healthy 
environments.

• Strengthen and build on the collaboration with government, 
non-government and whole of community approach to 
develop, implement and evaluate health and wellbeing 
programs including creating healthy safe environments and 
promoting safe hygiene behaviours/practice. 

• Explore mechanisms to improve the coordination, reach 
and effectiveness of health literacy programs and resources 
targeting both service providers and communities.

• NT Health leads by example, by advocating the adoption of 
the healthy food and drinks provision policy (Healthy Choices 
Made Easy) across all NTG departments.

• Implement strategies to improve health and wellbeing of 
the workforce that enables healthy workplaces and healthy 
communities.

Strategy 2.2:  Encourage behaviours that promote health and wellbeing and creating healthy safe environments.
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Researchers/Educators       Communities/schools/workplaces     
  

Non-Government Services        Other Government Departments      
  

Hospital services 

  
  

Primary Health Care services     
 
 Policy Makers and Commissioners

Why are we doing it? How will we do it? Who?
• Monitoring and evaluation is critical to the development of 

a robust evidence base that informs policy and practice, 
resulting in more cost effective interventions and better health 
outcomes.

• Develop a systems approach that supports learning, skills and 
confidence on the use of data and evidence to inform policy 
and service development and delivery. 

• Continue collaboration of health sector, research institutions 
and community to conduct culturally safe evaluation, research 
and translation of findings in early childhood are shared.

Why are we doing it? How will we do it? Who?
• Evidence shows that the early years of life influence lifelong 

health and development. A focus on those early years 
including antenatal, early childhood and adolescence is 
essential.17 18

• Unhealthy choices in early life have life-long consequences. 
Parents and families influence choices individuals make.

• Focusing on groups rather than individuals is more effective 
in creating settings that support individual health choices and 
behaviour.

• Evidence based child health surveillance program 
implemented across the NT.

• Promote and support the implementation of health promotion 
initiatives such as NT Department of Education, School 
Nutrition and Healthy Eating Policy and Guidelines.

Strategy 2.3:  Increase the focus on the early years of life, children and young adults.

Strategy 2.4:  Increasing monitoring and surveillance, evaluation and intervention research.
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Key action area 3: 
Early detection and secondary prevention.

OBJECTIVE: 
Increase the early detection and management of disease markers in ‘at risk’ populations to delay or halt the progression of chronic conditions.

KEY REFERENCE DOCUMENTS:
Preventing Chronic Diseases: a vital investment.19 

National Strategic Framework for Chronic Conditions.20 

How we will check progress?

Year one

• Data is used to inform early detection and secondary prevention initiatives and actions 
• Client’s journey through health services is seamless.

Year two

• Improved recognition and management of cancer in particular amongst Aboriginal people.

Year three

• Improvement in the early detection, secondary prevention and follow up of chronic conditions disease markers.
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Researchers/Educators       Communities/schools/workplaces     
  

Non-Government Services        Other Government Departments      
  

Hospital services 

  
  

Primary Health Care services     
 
 Policy Makers and Commissioners

Why we are doing it? How will we do it? Who?
• The early detection and early management of risk factors and 

disease markers, reduces the likelihood of progression from 
wellness, to an established chronic condition.

• Screening should focus on those risk factors and disease 
markers for which there is evidence that screening is both 
effective and ethical.

• Evidence shows that a systematic follow-up approach for 
people with identified risk factors or early disease markers, for 
assessment referral for the presence and severity of disease, 
and for management of disease, results in better outcomes.

• Evidence shows that systematic approaches to early detection 
and follow-up of disease markers, results in better health 
outcomes for individuals and populations.

• Specific targeting of vulnerable populations increases uptake 
of early detection and follow-up.

• Review and standardise the procedure/process (including use 
of the data) for producing and using health reports. 

• Review and raise awareness of clinical governance 
frameworks that guide the delivery of best practice chronic 
conditions care.

• Strengthen the use of chronic conditions disease registers 
to better plan early detection and secondary prevention 
strategies.

• Implement the Optimal Cancer Care Pathways in Practice 
project.

• Collaborate and share strategies for improving detection and 
follow up chronic condition disease markers.

Strategy 3.1:  Enhance primary health care capacity to implement a coordinated, systematic approach to early 
detection and management of disease markers that target vulnerable/ ‘at risk’ populations. 

Which strategies and actions can we do?
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Key Action Area 4: 
Self-management.

OBJECTIVE: 
Implement a Territory-wide approach to self-management.

KEY REFERENCE DOCUMENTS:
Chronic Conditions Self-Management Framework 2012-2020.21

Northern Territory Health Aboriginal Cultural Security Framework 2016-2026.22 

Capability for Supporting Prevention and Chronic Condition Self-Management: A Resource for Educators of Primary Health Care 
Professionals.23

How we will check progress?

Year one

• Workplace self-management culture embedded in policy, guidelines and business plans
• Practice based evidence in the areas of workforce training, outreach services and group based sessions support clients to self-manage.

Year two

• Workforce skilled in behaviour management through a strengths based approach and motivational interviewing
• Person-centred care and self-management support are central to chronic conditions management
• Client focused tools are used to develop self-management/person-centred plans.

Year three

• Cultural safety/security underpins self-management approaches for chronic conditions.
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Researchers/Educators       Communities/schools/workplaces     
  

Non-Government Services        Other Government Departments      
  

Hospital services 

  
  

Primary Health Care services     
 
 Policy Makers and Commissioners

Why we are doing it? How will we do it? Who?
• Individuals, carers and families are the central players in the 

self-management approach.24

• Self-management courses can improve self-efficacy and 
confidence of people with chronic conditions.25

• Support Aboriginal Health Practitioners Aboriginal Community 
and Strong Women Workers, to facilitate self-management 
with individuals, family and carers.

• Incorporate appropriate cultural safety/security frameworks into 
strategies that support individuals and carers self-management 
of chronic conditions.

Why we are doing it? How will we do it? Who?
• Chronic condition clients access services across a range of 

providers, and a consistent approach to self-management will 
enable people to participate more effectively.

• NT Chronic Conditions Self-Management Framework provides 
guidance of incorporate self-management within services.

• Continued commitment by leadership of government, non-
government and ACCHO’s embed self-management as 
core business including allocating appropriate resources, 
by ensuring the availability of conducive environment and 
appropriately skilled workforce to deliver self-management 
support.

Strategy 4.1:  Strengthen implement the Self-Management Framework 2012-2020 across the NT to support people 
with chronic conditions.

Strategy 4.2:   Empower and support individuals/carers to be active participants in monitoring and managing of their 
chronic conditions.

Which strategies and actions can we do?
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Why we are doing it? How will we do it? Who?
• Health professionals and other members of the health 

workforce need to develop new skills to enhance partnerships 
with individuals, families and carers managing chronic 
conditions.

• Systems that link health services and individuals, families, 
carers with other support mechanisms will support self 
-management.

• Develop and implement (curriculum) training of Aboriginal 
staff in health coaching, patient journey education, case 
management, and self-management support.

• Strengthen workforce training to enhance practice in self-
management and health literacy.

Strategy 4.3  Develop a skilled workforce to support individuals/carers/families to manage their health 
and health care.
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Key action area 5:  
Care for people with chronic conditions.

OBJECTIVE:
Ensure clients with chronic conditions receive high quality clinical care and coordinated and integrated multidisciplinary care across services, 
settings and time.

KEY REFERENCE DOCUMENTS:
National Strategic Framework for Chronic Conditions.26  

How we will check progress?

Year one

• Health data is routinely available to assist with service planning and information sharing with the community
• Innovative service delivery models of coordinated care in place
• Other chronic conditions related strategic documents such as NT Renal Strategy 2017-2022 and NT Tobacco Action Plan are implemented
• Evidence of increased program linkages for people with mental illness and other chronic conditions.

Year two

• Improved systems approaches to evidence based chronic conditions care.

Year three

• Evidence of integrated and coordinated chronic conditions care incorporating rehabilitation services such as Cardiac Secondary Prevention 
Program.
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Researchers/Educators       Communities/schools/workplaces     
  

Non-Government Services        Other Government Departments      
  

Hospital services 

  
  

Primary Health Care services     
 
 Policy Makers and Commissioners

Why we are doing it? How will we do it? Who?
• Access to evidence-based care promotes the use of effective 

interventions and helps health care providers improve 
decision-making processes and care delivery.

• Ongroing evaluation of clinical care and best practice models 
through Continuous Quality Improvement (CQI) process 
improves standards of care and inform the evidence base.

• Strengthen the use of Central Australian Rural Practitioners 
Association (CARPA) Standard Treatment Manual for the 
delivery of care, and the access to online and hardcopy 
evidence based guidelines, Client Information System (CIS) 
business rules and appropriate resources. 

• Improve the use of health data e.g. NT Aboriginal Health 
Key Performance Indicators (KPIs), Traffic Light Reports, 
National Key Performance Indicators (nKPIs) and mortality and 
morbidity data to inform service development.

• Improve identification and management of diabetes 
complications, gestational hyperglycaemia and hypertension, 
and appropriate gestational weight gain.   

• Encourage the adoption of nationally endorsed evidence 
based Australian clinical guidelines. 

• Establish and monitor identified measurements for each 
condition to enable ongoing evaluation of clinical care.

Why we are doing it? How will we do it? Who?
• Access to information is a key factor in supporting people with 

chronic conditions to self-manage.27

• People in disadvantaged populations require targeted 
strategies to provide access to information.

• Use interpreters in delivering health education.

• Develop chronic condition information (e.g. infographics) to 
enable shared ownership of approaches to self-management.

Strategy 5.1: Improve communication and education about chronic conditions for individuals, carers and families.

Strategy 5.2: Provide access to high quality evidence-based clinical care.

Which strategies and actions can we do?
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Why we are doing it? How will we do it? Who?
• Evidence shows that care coordination utilising a 

multidisciplinary approach for people with complex chronic 
conditions, ensures the provision of person-centred care 
and that services are used in a timely and appropriate way 
resulting in improved patient outcomes.

• Access to evidence-based care promotes the use of effective 
interventions and helps health care providers to improve 
decision-making processes and care delivery.

• Strengthen systematic approaches to care coordination 
including the use of telehealth.

• Improve workforce capacity and capability to deliver effective 
care coordination.

• Explore the capability of CQI process to review care 
coordination.

• Integrate and strengthen behaviour risk modification guidance 
for preconception and antenatal care. 

• Implement the relevant priority areas of chronic conditions 
related strategies.

Strategy 5.3: Provide access to quality coordinated and integrated multidisciplinary care.
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Why we are doing it? How will we do it? Who?
• Mental health conditions contribute to 17 percent of the total 

burden of disease in the NT.28

• There is strong evidence of high levels of co-morbidity of 
chronic mental illness and other chronic conditions.

• Managing chronic mental illness enables better management 
of other chronic conditions, and enhances the capacity for self- 
management.29

• Implement the holistic model of social and emotional wellbeing 
programs incorporating physical, social, emotional and cultural 
wellbeing.

• Strengthen workforce capacity through pathways to specialist 
support and stepped care model.

• Improve links between PHC, specialist mental health services 
and other organisations providing care and support for people 
with co-morbid mental illness and chronic conditions.

Strategy 5.4:  Raise awareness of co-morbidity of mental illness/distress with other chronic conditions and 
enhance early detection and care for these people.

Strategy 5.5:  Improve rehabilitation services for people with chronic conditions in order to maximise function, 
improve quality of life and reduce the risks of further complications.

Why we are doing it? How will we do it? Who?
• Evidence shows that people who have participated in cardiac 

or pulmonary rehabilitation have better outcomes, including 
improved quality of life.30

• Raise awareness of the benefits of rehabilitation for people 
with chronic conditions.

• Improve and expand  chronic conditions rehabilitation services 
across NT.
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Key Action Area 6: 
Workforce planning and development.

OBJECTIVE:
Recruit, develop and retain an appropriately skilled workforce.

KEY REFERENCE DOCUMENTS:
Educating to improve population health outcomes in chronic disease.31 

Preparing a health care workforce for the 21st century: The challenge of chronic conditions.32 

How will we check progress?

Year one

• Increase number of Aboriginal people working throughout the health sector 
• Staff are skilled, trained and supported to deliver culturally safe high quality care
• Aboriginal cultural safety/security embedded within the service. 

Year two

• Increase the number of Aboriginal workers in the delivery of chronic care in all settings 
• PHC organisations provide opportunities to local school students for work experience. 

Year three

• Innovative workforce models support employment outcomes and deliver a more effective health service delivery.
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Why are we doing it? How will we do it? Who?
• Given the limited number of health professionals available, it 

is essential that current roles are realigned and new workforce 
roles and models of care are identified to undertake prevention 
and management of chronic conditions.35

• Evidence shows that community and peer leaders can 
undertake roles effectively, if provided with training and ongoing 
support.

• Develop employment conditions that attract and retain staff in 
remote locations, particularly Aboriginal staff.

• Identify research studies and work with research organisation 
to undertake research and translation of findings into practice 
to improve workforce planning and development.

Why are we doing it? How will we do it? Who?
• A skilled workforce is essential to implement the NT CCPMS. 

The need for a prevention focus and the increasing number of 
people with chronic conditions will require a larger purpose-
trained workforce.33

• •    Workforce issues are exacerbated by global shortages 
of health professionals and the challenges associated with 
attracting and retaining a health workforce in the NT.

• This situation requires innovative actions to ‘grow our own’, to 
attract, train and retain skilled health professionals including 
recruiting community members to take on roles to support the 
implementation of the NT CCPMS.34 

• Increase and consolidate workforce skills in planning and 
delivering culturally safe PHC services in particular chronic 
diseases.

• Employ credentialed staff working in PHC for chronic condition 
prevention and management care. 

 

Strategy 6.1:  Provide education, training and professional development opportunities that encompass all aspects 
of the chronic conditions prevention and management strategy.

Strategy 6.2:   Build workforce capacity to meet future population needs through research and innovation 
initiatives.

Which strategies and actions can we do?
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Why are we doing it? How will we do it? Who?
• Evidence shows that services better meet the needs of 

Aboriginal people when they are managed and provided by 
Aboriginal people.

• Employment is a major factor in improving health outcomes. 
The health sector has a broad range of roles that can provide 
economic opportunity and employment.36

• Employment of Aboriginal people provides experience at a 
different level than that of health professionals.37

• Health services provided by Aboriginal people enhance cultural 
security.38

• Continue supporting Aboriginal staff in their career pathways 
through mentoring programs. 

• Identify and support models that embed Aboriginal 
employment at all levels and professional streams within 
government and non-government sectors.

• All relevant steering and working groups to have Aboriginal 
membership.

• Continue to implement the NTG Special Measures initiative to 
prioritise merit based recruitment for Aboriginal people.

Strategy 6.3: Develop, support and increase employment of Aboriginal people in management, policy and 
operational areas of chronic conditions.
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Key Action Area 7: 
Information, communication and disease management systems.

OBJECTIVE: 
To improve connectivity, sharing of useful information and access to appropriate services to support chronic conditions 
prevention and management.

How we will check progress?

Year one

• Systematic reporting on population health and infographic communication on chronic conditions available for NT
• CIS are used to support coordinated care, improve disease management and inform the community.

Year two

• NT Health website provides accessible data cells and infographics.

Year three

• Core Clinical Systems Renewal Program (CCSRP) design captures care coordination, case management and patient/client management.
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Researchers/Educators       Communities/schools/workplaces     
  

Non-Government Services        Other Government Departments      
  

Hospital services 

  
  

Primary Health Care services     
 
 Policy Makers and Commissioners

Why we are doing it? How we will do it? Who?
• Efficient and effective transfer of health information across 

the care continuum is essential to provide integrated and 
coordinated care that has been shown to improve patient 
outcomes.

• Develop implement and review CIS integrated care process to 
inform cross-sector partnerships and collaboration to improve 
patient and community health and wellbeing.

• Establish NT HealthPathways to ensure delivery of consistent 
and evidence based chronic care.

Why we are doing it? How we will do it? Who?
• Organising and communicating information for quality clinical 

care improves efficiency, quality of service delivery, health 
outcomes and continuous quality improvement.

• In collaboration with ACCHOs sector, develop and implement 
early childhood surveillance CIS reporting for government and 
non-government services. 

• Provide advice and guidance in the development of the 
CCSRP to ensure the inclusion of effective chronic care 
elements (including clinical decision support).

Strategy 7.1:  Utilise existing and emerging Information Management (IM) and Information and Communication 
Technology (ICT) to facilitate efficient and effective chronic conditions prevention and management.

Strategy 7.2:  Support and develop continuity of care initiatives that support health professionals and services, 
working together in an integrated, seamless, and coordinated way, enhancing the interface between 
health and other sectors.

Which strategies and actions can we do?
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Researchers/Educators       Communities/schools/workplaces     
  

Non-Government Services        Other Government Departments      
  

Hospital services 

  
  

Primary Health Care services     
 
 Policy Makers and Commissioners

Why we are doing it? How we will do it? Who?
• Sharing of information between governmental and non-

governmental organisations through existing networks promotes 
communication, collaboration and coordination in control of 
chronic conditions.

• Showcase evidence and best practice in chronic conditions 
through NT Chronic Disease Network (NT CDN) Steering 
Committee, networks and its partners.

• Support the continued partnership with key stakeholders at 
the NTCDN Conference or other forums to maximise cross-
sectoral partnerships to chronic condition prevention and 
management.

Why we are doing it? How we will do it? Who?
• Sharing of health information through ICT is efficient, 

accessible, prevents duplication of resources and provides 
organised access to quality and up-to-date information.

• Community members having access to health information 
enables empowerment and informed interaction with the health 
system. 

• NT DOH develops regular reports on population health data 
including morbidity, mortality and chronic condition profile.

• Explore and negotiate opportunities to share information 
through the use of infographics with health professionals and 
community members.

Strategy 7.3:  Utilise current information technology to share information about chronic conditions prevention and 
management, with health professionals and community members.

Strategy 7.4: Implement strategies to share information across the NT.
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Key Action Area 8: 
Continuous Quality Improvement.

OBJECTIVE:

Improve chronic conditions prevention and management through CQI activities.

How will we check progress?

Year one

• CQI data working group continues to examine and analyse data for CQI purposes
• Systematic use of clinical data through CQI process to improve KPIs.

Year two

• CQI processes imbedded in all aspects of the prevention and management of chronic conditions
• Health Promotion Continuous Quality Improvement (HPCQI) System Assessment Tool (SAT) and Quality Improvement Program Planning 

System (QIPPS) captures and supports practice and evidence based community projects.

Year three

• All PHC organisations have access to and use tools and processes that support rapid CQI cycles
• Aboriginal leadership and participation in CQI processes 
• Collaborative research findings incorporated in service delivery to improve client outcomes.
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Researchers/Educators       Communities/schools/workplaces     
  

Non-Government Services        Other Government Departments      
  

Hospital services 

  
  

Primary Health Care services     
 
 Policy Makers and Commissioners

Why we are doing it? How we will do it? Who?
• Access to evidence-based information will enable 

the capacity of health service providers to implement 
interventions that achieve the desired evidence-based 
outcomes.

• The evidence-base for disadvantaged populations that is 
applicable to a range of settings is limited and requires 
strengthening.

• Outcomes of National Health and Medical Research Council Centre 
of Research Excellence in Integrated Quality Improvement are 
shared and inform service provision.

• Implement QIPPS System Quality and Performance Framework.  

• Describing the NT Chronic Conditions Program to ensure 
a consistent approach to prevention, early detection and 
management of chronic conditions.

Why we are doing it? How we will do it? Who?
• There is clear evidence that CQI results in improved 

outcomes for people with chronic conditions.39
• Regular review of clinical data to inform and drive quality 

improvement process including CQI action plans and/or Plan-Do-
Study-Act (PDSA) cycles, and accreditation. 

• Annual CQI Collaborative Workshop to provide opportunity for NT 
PHC services to share successful CQI strategies.

• Monitor and report on the accreditation process.

• HPCQI principles and tools integrated into QIPPS with the inclusion 
of SAT assessments to identify gaps.

Strategy 8.1: Increase CQI activities in all aspects of chronic conditions prevention and management.

Strategy 8.2: Improve service delivery through research and innovation initiatives.

Which strategies and actions can we do?
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