
JOB DESCRIPTION 
Job Details

	Job Title:
	Care Coordinator (Non-clinical)

	Band:
	AfC Band 4 

	Directorate:
	Primary Care and Neighbourhoods

	Department:
	Central Mendip Primary Care Network (PCN)

	Base:
	Office based.

The practices being covered are Beckington, Grove House Surgery, Mendip Country Practice, Oakhill, and Park Medical Practice.


	Responsible For:
	Care Co-ordination in Central Mendip for patients who need extra support in the community to manage their complex health needs to prevent hospital admission and re-admission including care homes. 

	Accountable To:
	Julie Webber CCH Lead Nurse; Dr Rebecca Duffy - PCN Clinical Director, Ruth Woodland - PCN Manager:


Primary care networks (PCNs) build on the core work of current primary care services and enable greater provision of proactive, personalised, coordinated and more integrated health and social care for our communities.

Job Purpose
The aim of the complex care hub is to reduce hospital admissions and offer greater continuity of care and improve outcomes to some of our most vulnerable patients. The complex care team will initially include care coordinators, a complex care lead nurse, a paramedic and an administrative assistant. Working closely with, including but not exhaustive, health connectors, hospital discharge liaisons, mental health team, adult social care, geriatrician, PCN pharmacists and pharmacy technicians, GPs, district nurses, rapid response and the community integrated rehabilitation team (IRT).

The post holder will be responsible for the provision of wide-ranging and efficient support to the Mendip Primary Care Network (PCN). The care coordinator will work with the PCN to proactively identify and support patients following hospital discharge and vulnerable patients with complex physical or mental health needs in the community who are at high risk of hospital admission or re-admission. The care coordinator will work closely with a large multidisciplinary team to provide the best possible care for the patient. 
The post holder will be required to work with different practices within the area so will require a degree of flexibility and a range of duties that may vary as the service develops. The Care Coordinator will have responsibility for arranging and helping to identify vulnerable patients who have been discharged from hospital who need extra support and patients with complex care health needs in the community and care homes. The care coordinator will coordinate the care for these patients working closely with the complex care hub team and with the extended multidisciplinary team. 
You will work closely with GPs and practice teams to manage a caseload of patients, acting as a central point of contact to ensure appropriate support is made available to them and their carers, supporting them to understand and manage their condition and ensuring their changing needs are addressed. This is achieved by bringing together all the information about an individual’s identified care and support needs and exploring options to meet these within a single personalised care and support plan, based on what matters to the individual.
The post holder will help contribute to tackling inequalities in health and social care regarding individuals with long-term conditions within the community.  An ethos of promotion of independence and partnership-working is integral to this post. Support provided directly with patients and their carers would include co-producing personalised plans, utilising decision aids, providing information and training opportunities, making appointments, coordination and navigation for people and their carers across health and care services.

Part of the role of a care coordinator is improving the continuity of care by acting as a point of contact for residents in care homes including thier families and professionals who visit care homes, such as MDT members and in-reach specialists. You will support MDT meetings for individuals within the community and care homes and provide secretarial and administrative support to the PCN into and from the MDT.
The successful candidate will be based in an office with the complex care hub team. They will be caring, dedicated, reliable, person-focussed and enjoy working with a wide range of people. They will have good written and verbal communication skills and strong organisational and time management skills. They will be highly motivated and proactive with a flexible attitude, keen to work and learn as part of a team and committed to providing people, their families and carers with high quality support. 

This role is intended to become an integral part of the PCN’s multidisciplinary team, working alongside social prescribing link workers also known as health connectors and health and wellbeing coaches to provide an all-encompassing approach to personalised care and promoting and embedding the personalised care approach across the PCN. 

Please note that the role of a care coordinator is not a clinical role. 

Duties and Responsibilities  

	Communication and Key Working Relationships

	· Demonstrate ability to work as a member of a team.

· Is able to recognise personal limitations and refer to more appropriate colleague(s) when necessary.

· Actively work toward developing and maintaining effective working relationships both within and outside the PCN or group of PCNs.

· Liaise with other stakeholders as needed for the collective benefit of patients including but not limited to Patients GP, Nurses, other practice staff and other healthcare professionals including Pharmacists and Pharmacy Technicians from provider and commissioning organisations.

· Work with service users, PCN practices and partners e.g. discharge liaisons and care homes to ensure new referrals are logged and allocated

· Develop excellent working relationships with all partners, wider service networks including the voluntary sector, GP practices, adult social care, hospitals, community pharmacists and other members of the MDT

· Act as a point of contact for individuals, families and professionals who visit the individual in the community or care home, such as MDT members and in reach specialists for care homes.
· Meet regularly with the clinical leads and review case load and MDT function. 

· Provide coordination and navigation for people and their carers across health and care services, working closely with social prescribing link workers, health and wellbeing coaches, and other primary care professionals; helping to ensure patients receive a joined up service and the most appropriate support. 
· Work collaboratively with GPs and other primary care professionals within the PCN to proactively identify and manage a caseload and where appropriate, refer back to other health professionals within the PCN. •
· Provide background information about individuals for the weekly MDT meetings

· Communicate effectively with service users and their families/carers, and other staff both internal and external and members of the public

· Manage and prioritise workload on a daily basis and deal with the competing demands of the MDT

· Respond positively, in a courteous and professional manner when dealing with routine and non-routine enquiries which may be complex and involve problems in communication/ understanding.  This includes general non-clinical advice and information to patients and carers. Acts with discretion at all times to take and record accurate messages. 

· Communicate complex and highly sensitive information which may relate to staff, patients and relatives or commercial undertakings, within and outside the organisation, with the ability to persuade, negotiate and influence others

· To help maintain excellent communication, liaison and working arrangement with Trust Directorates, Trusts, NHS England, Somerset Clinical Commissioning Group, Social Services, Voluntary Sector Organisations, Care Homes and other agencies.
· Support PCNs in developing communication channels between GPs, people and their families and carers and other agencies.
· Conduct follow-ups on communications from out of hospital and in-patient services.

· Maintain records of referrals and interventions to enable monitoring and evaluation of the service.

· Support practices to keep care records up to date by identifying and updating missing or out-of-date information about the person’s circumstances.

· Contribute to risk and impact assessments, monitoring and evaluations of the service. 
· Work with commissioners, integrated locality teams and other agencies to support and further develop the role. 
· Help people transition seamlessly between services and support them to navigate through the health and care system.

· Refer onwards to social prescribing link workers and health and wellbeing coaches where required.

· Regularly liaise with the range of multidisciplinary professionals and colleagues involved in the person’s care, facilitating a coordinated approach and ensuring everyone is kept up to date so that any issues or concerns can be appropriately addressed and supported.
· Actively participate in multidisciplinary team meetings in the PCN as and when appropriate.

· Identify when action or additional support is needed, alerting a named clinical contact in addition to relevant professionals, and highlighting any safety concerns.

Key Working Relationships Internal:

· Clinical Lead for the Complex Care Hub
· GPs and General practice teams within the PCN

· PCN Clinical Director 
· PCN Project Co-ordinator
· PCN Manager
· MDT members including but not exhaustive: Clinical Pharmacists, technicians, District Nurses, LARCH Team, OPMH, IRT, Adult Social Care, Paramedics, Social Prescribing Link Workers, Village Agents

Key Working Relationships External:

· GPs from neighbouring PCNs
· Service providers
· Social care
· Voluntary services
· Patients/service users
· Carers/relatives 
· Care Home staff
· LARCH



	Planning and Organisation

	· Have overall responsibility for arranging the weekly input of individuals identified for review by the PCN into the MDT meetings and the smooth running of integrated care within the team setting. The key role of the Care Coordinator will be to liaise with primary care to schedule the weekly MDT input into the meetings; ensuring that all new referrals are identified, and information circulated to team members in advance of the meeting.

· Manage and prioritise all incoming and outgoing correspondence, initiating responses where appropriate.

· Manage all MDT activity for the PCN, by post, telephone or email and ensure that action required is undertaken within the agreed timescale.  

· Liaise with all clinical and non –clinical members in the MDT to ensure effective MDT function for the PCN.
. 

· Organise and prioritise workload and work flexibly in response to competing demands.



	Analytics 

	· Consider a variety of issues and propose solutions when dealing with complex enquires by taking appropriate action as necessary or liaising with others/redirecting queries as appropriate.

· Assess and make accurate judgements of the time commitments involved when arranging travel.

· Evaluate team diaries and make decisions to maintain and coordinate appointments. 
· Undertake any project work as required, including obtaining information from the internet, analysing, collating and reporting of data in order to produce reports, spreadsheets and presentations utilising relevant IT systems.
· Ensure the IT requirements for recording activity are adhered to in collaboration with other team members
· Ensure accurate update and maintenance of GP systems within the MDT.
· Provide agreed performance/activity data within the MDT and PCN and to wider organisations as requested



	Responsibility for Patient/Client Care, Treatment & Therapy, Including Direct Patient Facing Work

	· Manage a caseload of patients identified through the MDT

· Support patients to utilise decision aids in preparation for a shared decision-making conversation.

· Holistically bring together all of a person’s identified care and support needs and explore options to meet these within a single personalised care and support plan (PCSP), in line with PCSP best practice, based on what matters to the person.

· Help people to manage their needs through answering queries, making and managing appointments, and ensuring that people have good quality written or verbal information to help them make choices about their care.

· Support people to take up training and employment, and to access appropriate benefits where eligible. 

· Support people to understand their level of knowledge, skills and confidence (their “Activation” level) when engaging with their health and wellbeing, including through the use of the Patient Activation Measure. 

· Assist people to access self-management education courses, peer support or interventions that support them in their health and wellbeing and increase their activation level.

· Explore and assist people to access personal health budgets where appropriate.
· Receive and collate information from transfers of care (including hospital admissions and discharges) plus out-of-hours calls and present this information to the MDT as required on behalf of the PCN.
· Liaise with service providers and clinicians to identify ‘frequent flyers’, and new service users utilising risk stratification tools provided and present this information to the weekly MDT meetings.

· Support the completion of new referrals by checking criteria, and where criteria have been met, direct referral to the MDT.

· Signpost team members, service users and carers to relevant services

· Communicate effectively and sensitively and use language appropriate to a patient and carer/relative’s condition and level of understanding

· Effectively use all methods of communication and is aware of and manages barriers to communication

· Effectively recognise and manage challenging behaviors in carers and or relatives

· Provides information to patients, their carers and/or relatives on behalf of the team

· Is the point of liaison for service users and interfaces with all health and social care professionals, including keeping everyone informed and updated

· Follow through actions identified by the MDT including arranging tests, referrals, signposting, etc.

· Follow through with service users and others involved to ensure all services and care arrangements are in place



	Policy, Service, Research and Development Responsibility

	· The post holder will be required to work within clearly defined organisational protocols, policies and procedures 

· They will follow PCN policies in own role and may propose changes and implement local policies and procedures.

· Undertake staff surveys or audits necessary to own work.
· The PCN will ensure the PCN’s Care Coordinator can discuss patient related concerns and be supported to follow appropriate safeguarding procedures (e.g. abuse, domestic violence and support with mental health) with a relevant GP. 




	Responsibility for Finance, Equipment and Other Resources

	· Maintain stock control and observe personal duty of care in relation to equipment used in own work.  
· Observe personal duty of care in relation to equipment used in own work.



	Responsibility for Supervision, Leadership and Management

	· Provide cover for colleagues during periods of absence and leave, as required in the interest of the PCN
· Is able to accommodate change in a rapidly changing environment and encourage team members to embrace necessary adjustments.  Have a positive attitude to challenges and their solutions. 



	Information Resources and Administrative Duties

	· Word process reports for submission, produces letters, presentations and other documentation from audio or manuscript to a professional standard.

· Attend meetings, taking and transcribing formal minutes and action notes.

· Take minutes of MDT meetings and disseminates; chase progress against actions identified in these meetings and ensure follow up where necessary.

· Maintain strict confidentiality relating to PCN business at all times, in particular ensuring that papers and minutes are only circulated to authorised persons and are stored and archived securely (hard copy and electronic).
· Develop and maintain spreadsheets and databases/computerised appointment system/information systems and internal forms for use across the service. Use a variety of IT packages including Microsoft Word, Excel, Access, PowerPoint, EMIS and RiO in order to complete tasks.

· Assist other staff at all levels in the use and development of office machinery and equipment and the use of specific IT applications
· Maintain professional skills and competencies and undertake any necessary skills training, professional updates and mandatory training as appropriate to the post



	Any Other Specific Tasks Required  

	· Act at all times in an anti-discriminatory manner

· Is able to plan and respond to workload according to operational priorities

· Support the delivery of these functions across wider locality areas where necessary

· Undertake any training required in order to maintain competency including mandatory training

· Contribute to, and work within a safe working environment.

· Must at all times carry out duties and responsibilities with due regard to the GP Practice’s equal opportunity policies and procedures
· Is expected to take responsibility for self-development on a continuous basis, undertaking on-the-job training as required in particular the post holder must complete the specified care coordinator training delivered by the Personalised Care Institute
· Must be aware of individual responsibilities under the Health and Safety at Work Act, and identify and report as necessary any untoward accident, incident or potentially hazardous environment.




Review of this Job Description

This job description is intended as an outline indicator of general areas of activity and will be amended in the light of changing service needs. This job description is to be reviewed in conjunction with the post holder on an annual basis.  

General Information

At all times promote and maintain the safety of children by working according to the Trust's Child Protection Policy and supporting guidance. Being pro-active and responsive to child protection, concerns by early reporting, recording and referral of issues according to PCN arrangements. Attending child protection training that is appropriate to your role.

Confidentiality

The post holder will maintain appropriate confidentiality of information relating to commercially sensitive matters in regard to PCN business, and also to personal information relating to members of staff and patients.  The post holder will be expected to comply with all aspects of the Data Protection Act (1998), the Staff Code of Confidentiality and the IT Security and Acceptable Use Policy.

Equality & Diversity
Mendip PCN is committed to achieving equality of opportunity for all staff and for those who access services. You must work in accordance with equal opportunity policies/procedures and promote the equality and diversity agenda of the PCN.    
Safeguarding 

All employees have a duty for safeguarding and promoting the welfare of children and vulnerable adults. Staff must be aware of the PCN practices procedure for raising concerns about the welfare of anyone with whom they have contact.
Risk Management / Health and Safety

Employees must be aware of the responsibilities placed on them under the Health & Safety at Work Act 1974, ensure that agreed safety procedures are carried out and maintain a safe environment for employees, patients and visitors.

Records Management

The post holder has responsibility for the timely and accurate creation, maintenance and storage of records in accordance with individual PCN practice policy, including email documents and with regard to the Data Protection Act, The Freedom of Information Act and any other relevant statutory requirements. 

Clinical Governance

The post holder will be expected to participate in clinical governance activities to assist the PCN to provide high quality services.

Prevention and Control of healthcare Associated Infection

The post holder is expected to comply with individual PCN Infection Control Policies and conduct themselves at all times in such a manner as to minimise the risk of healthcare associated infection. 

Smoking

The PCN practices operate a ‘non-smoking’ policy. Employees are not permitted to smoke anywhere within the premises of the individual Mendip PCN practices or when outside on official business. 

Policies & Procedures

PCN employees are expected to follow individual Mendip PCN practice policies, procedures and guidance as well as professional standards and guidelines. Copies of individual PCN practice policies can be accessed via the PCN Manager.

Sustainability Clause 
Mendip PCN is committed to creating a sustainable business.  Staff employed by the PCN, are required to think about their actions in the course of their work and make positive steps to reducing, reusing and recycling wherever and whenever possible.

PERSON SPECIFICATION

This is a specification of the qualifications, skills, experience, knowledge, personal attributes and other requirements which are required to effectively carry out the duties and responsibilities of the post (as outlined in the job description).

	Requirement
	Essential/
Desirable
	How 
Assessed

	BEHAVIOURS ALIGNED WITH NHS VALUES   
· Outstanding care
· Working together

· Listening and leading
	E

E

E


	Interview and application form

	QUALIFICATIONS & TRAINING

Evidence of Qualifications required

· Vocational level 3 in Business Administration or relevant experience 
· ECDL or equivalent
· GCSE English or equivalent
· Long Term Conditions Training (to complete within agreed time scale)
· Welfare Rights Basic Training will to complete within agreed time scale)
· Continuing Health Care Criteria Training will to complete within agreed time scale)


	E

E

E

E

E
E
E

	Interview and application form

	KNOWLEDGE
· Secretarial and administrative procedures and systems 
· Advanced knowledge of setting up and maintaining office systems

· Knowledge/familiarity with medical terminology
· Able to demonstrate a clear understanding of working with confidential information and an understanding of service user confidentiality

· Understanding of current issues facing the NHS and Social Care

· Knowledge of social services structures

· Understanding of health and social care processes

· Able to use NHS Choices website effectively 


	E

E

E

E
E
E
E
E
	Interview and application form

	EXPERIENCE

· Proven experience of working with healthcare professionals and or previous experience in the NHS or Social Care or relevant field 
· Microsoft Office systems including: Outlook, Word, Excel, PowerPoint and Publisher

· Experience in use of databases

· Minute taking
· Setting up and maintaining office systems

· Vulnerable adults awareness
· Experience of Care of the Elderly 

· Experience of providing advice/signposting to users

· Experience of EMIS


	E
E

E

E

E

E

E
E
E
E
	Interview and application form

	SKILLS & ABILITIES
	
	Interview and application form

	Communication Skills

· Evidence of a good standard of literacy/English language skills
· Evidence of excellent communication and interpersonal skills
· Ability to work in a multi-disciplinary setting where influence and negotiation is required

· Able to deal with service users sensitively

· Excellent motivation and influencing skills

· Ability to engage and sustain relationships with all professionals, other organisations, and service-users

· Sensitive to patients needs


	E

E
E

E

E

E

E
	

	Analytical & Judgement Skills 
· Able to remain calm in difficult situations
· Able to analyse data to identify trends and opportunities for improvement

· Able to present data in a clear and concise manner

· Decision making skills 
· Strong analytical and judgement skills
· Creative and tenacious in finding solutions to difficult problems

	E

E

E

E
E

E

E
	Interview and application form

	Planning & Organising Skills

· Ability to organise and prioritise own workload and work independently
· Excellent organisational  and planning skills
· Working in a busy and demanding environment whilst delivering in a timely manner

· Ability to meet deadlines and work under pressure


	E

E

E
E
	Interview and application form

	Physical Skills

· Advanced keyboard skills, touch/audio typing

	E
	Interview and application form

	Other

· Willingness to use technology to improve standards of care and support to our patients
· Responsible, assertive and professional approach at all times
· Willingness to undergo further training and development
· Requires a flexible approach, and a highly motivated post holder. The role may need to be reviewed and developed in line with changing priorities of PCNs

· Committed to service development

· Able to work as part of a team

· Approachable and flexible

· Honest and reliable

· Car user (to travel to more than 1 GP practice)


	E
E

E

E

E

E

E

E

E
	Interview and application form
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