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JOB DESCRIPTION

	Job Title:


	Patient Care Co-ordinator


	Location: 


	Wilson Street Surgery, 11 Wilson Street, Derby, DE1 1PG

	Salary: 


	£24,465 Per annum - £12.51 per hour

	Job Status:
	 (37.5 hours per week) 



	Contract:
	Permanent



	Accountable to:



	For Clinical services to the supervising GP at the practice 

For Administrative, HR and organisational purposes to the Management Team 


JOB SUMMARY

This is an exciting opportunity for the ‘right’ person who wants to work supporting patients by coordinating their health and social care services. Based in a GP practice, the care coordinator will be involved in supporting the clinical team to proactively identify and work with patients, including the frail/elderly and those with long-term conditions, to provide proactive, person-centred care planning, helping coordinate care, by bringing together the different specialists whose help that individual might need. This might involve a wide range of services, such as hospital care, community care, social care, housing and the voluntary sector. 
This role is to support the delivery of better outcomes for patients living with multiple long-term conditions, to help them improve the quality of their life, fostering self-care, independence and patient choice. The care co-ordinator will be a key contact for such patients, helping them to navigate health and social care. Supporting them to understand and manage their conditions and ensuring their changing needs are addressed. 
A Patient Care Coordinator can provide capacity and expertise to support patients in preparing for clinical conversations they have with primary care professionals to free up time for the clinician, highlight any issues or blocks to continuing health at an early stage and act as a link between the patient, the clinician and any outside or partner agency.

The role also supports the booking of appointments, setting up of group consultations, administration of clinics and the management of population health initiatives. 

The role acts as a liaison between the clinician, admin team and the patient and can be seen as a primary care version of a Patient Advise and Liaison Service (PALS) which has been run successfully in Secondary Care for some time. 

The Patient Care Coordinator will work closely with the GPs and other primary care professionals within the practice to identify and manage a caseload of identified patients, making sure that appropriate support is made available to them and their carers, and ensuring that their changing needs are addressed.

The Patient Care Coordinator will support all services and initiatives administratively and practically.  
Scope and Purpose of Job Description

The job description does not constitute a ‘term and condition of employment’. It is provided only as a guide to assist the employee in the performance of their job. The practice is fast moving and therefore changes in employees’ duties may be necessary from time to time. The job description is not intended to be an inflexible or finite list of tasks and may be varied from time to time after consultation/discussion with the post holder. 

General

This job description is not intended to be an exhaustive list of activities, but rather an outline of and guide to the main areas of responsibility.  These may change from time to time to meet the needs of the service and/or the practice, and/or the development needs of the post holder.  This job description will be revised regularly to take account of changes within the organisation.

The post holder will be required to undertake any other duties according to the needs of the service.  Any reasonable changes will be discussed and agreed with the post holder before any variations to the job description are made.
DUTIES AND RESPONSIBILITIES
Working with Patients
· Work with individual patients, their families and carers, using a holistic approach, to identify their goals for care, and agree a personalised care and support plan for their care

· Support delivery of these care plans by co-coordinating input from a range of different professionals and services, and helping patients and their carers/family to navigate across health and social care services
· Work as part of the primary care team, coordinating care between GPs, practice nurses, clinical pharmacists, social prescribing link worker and health coach
· Help patients to manage their needs through answering queries, being a first point of contact in the practice, and by making and managing appointments

· Support patients to utilise decision aids in preparation for a shared decision-making conversation and ensure that they, and their carers/family, have access to good quality written and verbal information to help them make choices about their care

· Support patients to take up training and employment where appropriate, and to access benefits where eligible
· Help patients to access personal health budgets where appropriate
· Make use of tools such as Patient Activation Measure when engaging with patients
· Help patients to access self-management education courses, peer support or other interventions that support them in improving their health and wellbeing. 
· Undertake regular reviews of the personalised care and support plans developed with patients
· Work in line with national best practice when developing personalised care and support plans

· Work with patients over the phone and in person in the practice.
ADMINISTRATION 

· Use practice level reports to identify suitable cohorts of patients to deliver personalised care

· Provide accurate and timely data to support audit and monitoring of the service, and any data returns as required by the ICB
· Keep accurate and up to date records of contacts with patients and their carers/ families in the patient’s GP record and in their care plan
· Follow up documentation required for care planning from other organisations, making use of Local Care Record where useful
· Ensure that a proper handover of care between different settings has taken place, including mutual transfer of all organisations’ communications and patient notes and ensuring care packages are set up 

· Collect data on patients/carers for recognised outcome measures and document for service interpretation. 

· Managing any necessary meetings to support care planning, identifying patients for discussion, organising the meeting and circulating required information beforehand as necessary 
· Ensure that meeting actions are recorded, disseminated and followed up in a timely way; so relevant practitioners are aware of meeting decisions and actions / outcomes, and chase for action resolution and update
· Network and develop strong relationships with key organisations involved in the patients’ care planning.  
Other duties
· Review hospital discharges for over 65's.

· Support people from a social perspective and when necessary, arrange packages of care to assist with activities of daily living.

· Signpost to relevant services for support in the community e.g. district nurses, occupational therapist, social prescriber, befriending services, continence team and dementia team.
· Support palliative and end of life patients.

· Review patients record to see if requires RESPECT form.

· Review the health and social care plans for DHU.

· Support patients/carers with applications for attendance allowance and other benefits.

· Organise palliative care meetings and update register.

· Attend CST (community support team) meetings.

· Update learning disabilities register and book appointments.

· Arrange care-coordinator meetings (monthly).

· Attend coalition meetings where possible and other monthly community meetings.

· Arrange district nurses handover meetings (monthly).

· Arrange proactive visits with home visiting service.

· Action emails from homeless paramedic and book patients into homeless slots.

· Reaching out to carers on the register to check if further support is required.
· Provide admin support for safeguarding (children and adult), attend meetings and follow up on actions from these meetings.
PERSON SPECIFICATION
	
	Essential Requirements
	Desirable Requirements

	Personal Qualities and Attributes
	· Ability to actively listen, empathise with people and provide personalised support in a non-judgemental way

· Ability to provide a culturally sensitive service supporting patients from all backgrounds and communities, respecting lifestyles and diversity

· Ability to support people in a way that inspires trust and confidence, motivating others to reach their potential

· Ability to communicate effectively, with a wide variety of people

· Ability to identify risk and assess/manage risk when working with individuals

· Has an understanding of when it is appropriate to refer patients back to other health professionals/agencies, and of the limit of their own competencies

· Ability to work collaboratively as part of a team

· Demonstrates personal accountability, emotional resilience and works well under pressure

· Able to organise, plan and prioritise and work on own initiative

· Sound written and verbal communication skills

· Shows commitment to professional and personal development

· Willingness to work flexible hours when required to meet work demands

· Ability to think flexibly, work under pressure, prioritise, including maintaining a calm demeanour when dealing with conflict
	· Proficient speaker of another language other than English


	Qualifications
	· 5 GCSE passes at Grade 9-4 / A*-C or equivalent including English & Maths
	· Higher level qualification such as NVQ in adult care Level 3

· Qualification relevant to health or social care

	Experience
	· Experience of working in health, social care and other support roles in direct contact with people, families or carers

· Experience of working in a multi-professional team environment

· Confident in using Email and sound IT knowledge

· Good written English and excellent record keeping skills
· Good communication skills, face to face and over the telephone.  Ability to deal appropriately with difficult situations
	· Experience of working in primary care 

· Experience of working as a care coordinator

· Experience or training in personalised care and support planning

· Experience of working with elderly or vulnerable people, complying with best practice and relevant legislation 

· Proficient in use of Systmone
· Experience of working with reports in Systmone

	Skills and Knowledge
	· Understanding of and commitment to equality, diversity and inclusion
· Ability to maintain strict code of confidentiality at all times

· Knowledge of policies and procedures, including safeguarding, information governance and health and safety
	· Knowledge of how the wider NHS works, including PCNs

· Knowledge of long term conditions and the complexities involved – medical, physical, emotional, and social
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