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JOB DESCRIPTION

JOB TITLE:      
Wellbeing Care Co-ordinator for N&W Herefordshire Primary Care Network 
LOCATION: 
North & West PCN

Covering the practice areas of: Kington Medical Practice, Ryelands Medical Practice, Tenbury Surgery, Weobley & Staunton Surgeries.
ACCOUNTABLE TO: 
N&W Primary Care Network Practices, Taurus Healthcare Ltd
STATUS:



30 hours per week / Permanent Contract   
SALARY: 



£23,339.80 - £25,461.60 pro rata depending on 

experience
JOB SUMMARY:


The Wellbeing Care Coordinator (WBCC) is the central care coordination role with the N&W PCN Wellbeing Team. They will act as the first point of contact for all new referrals to the Wellbeing Team and are the single point of access for any referral issues, advice and queries to all external partners within General Practice and community teams.

Working closely with the patient and their GP, or other healthcare professional, the WBCC co-ordinates patients’ healthcare and directs them to the appropriate service to ensure that they get the most suitable care from whatever health or social care provider is appropriate.

The WBCC’s role requires them to be able to work with, and understand the roles of, a variety of different people working in the practice and across the PCN including doctors, nurses, healthcare assistants, social prescribing link workers, physiotherapists, physician associates, paramedics, health and wellbeing coaches, occupational therapists and pharmacy technicians.

They will identify and work with individuals in need of proactive support with the aim of providing advocacy, encouraging independence, a healthy lifestyle, mental wellbeing, and social connectivity. They may be given a caseload of identified patients and be required to ensure that their changing needs are addressed by taking into account local priorities, health inequalities and/or population health management risk stratification. 

This may include increasing uptake in cancer screening and other health initiatives, early intervention to manage long term conditions, and supporting people to access health, social and community services. 

This is achieved by bringing together all the information about a person’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 person.

They can provide extra time, capacity, and expertise to support patients in preparing for or in following-up clinical conversations they have with primary care professionals which will therefore involve them working one to one with patients who need extra support, helping them to be actively involved in managing their care and supported in making choices that are right for them. 
The successful candidate 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.
There may be a need to work remotely depending on the requirements of the role.
Main Responsibilities
The following are the core responsibilities of the WBCC. There may be, on occasion, a requirement to carry out other tasks, as directed by your line manager. This will be dependent upon factors such as workload and staffing levels. 

1. Enable access to personalised care and support

a) To work closely with practice and other healthcare roles, the PCC is to identify and work with a cohort of people to support their personalised care requirements, using any available decision support tools such as Simple Activation Questions (SAQs), templates and software 
b) To collate all of a patient’s identified care and support needs and review the options to meet these needs and bring them into a single personalised care and support plan (PCSP) in line with best practice and based on what matters to the person

c) To help people to manage their needs by answering their queries and supporting them in making appointments 
d) To assist patients to be better prepared to have conversations on shared decision-making and to improve awareness of shared decision making and related support tools
e) To provide patients with high quality, easy to understand written and verbal information to assist them in making choices about their care and allow them to understand and build confidence in their own health and care management

f) To support patients in understanding their level of knowledge, skills and confidence (known as “activation” level) when participating in their health and well-being using, where appropriate, the SAQ

g) Have basic safeguarding processes in place for vulnerable individuals

2. Co-ordinate and integrate care

a) Be the initial point of contact for all new referrals into the WBT and triage/allocate them to the most appropriate role and staff member within the Team.
b) To support people to access appropriate benefits where eligible as well as taking up employment and training
c) Liaise with other WBCCs in other practices within the PCN and County to share best practice

d) To assist patients to access self-management education courses, peer support or interventions that support them in their health and well-being

e) Make onward referrals, if necessary, to other roles within the WBT or external services such as the Healthy Lifestyles Team or Adult Social Care. 

f) Work closely with and develop strong relationships with all relevant care agencies (primary care, secondary care, community services, Mental Health, Social Services, Ambulance Service, Voluntary services and other relevant service providers) to ensure a coordinated delivery of the patient’s care plan, without requiring a further referral from the GP. 
g) Where appropriate, to assist patients to access personal health budgets
h) To provide coordination and navigation of patients, and where appropriate their carers, across health and social care services, where appropriate working hand in hand with social prescribing link workers
i) To support in the delivery of enhanced services and other service requirements
j) Organise, support and attend relevant meetings when required including multi-disciplinary team meetings, ensure a programme of regular meetings is established, ensuring that all necessary documentation is circulated in advance.
k) Ensure that meeting actions are recorded, disseminated and followed up in a timely way; ensure relevant practitioners are aware of meeting decisions and actions / outcomes, and chase for action resolution and update.
l) To contribute to and embrace the spectrum of clinical governance 
m) Keep accurate and up-to-date records of contacts, appropriately using GP and other records systems relevant to the role, adhering to information governance and data protection legislation.

n) Work sensitively with people, their families and carers to capture key information, while tracking of the impact of care co-ordination on their health and wellbeing.

o) Encourage people, their families and carers to provide feedback and to share their stories about the impact of care co-ordination on their lives.

p) Record and collate information according to agreed protocols and contribute to evaluation reports required for the monitoring and quality improvement of the service.
3. Patient Services 
a) Support the Wellbeing Team to deliver face to face, group and virtual group consultations to proactively target specific areas of health inequalities and long-term conditions. 

b) To contribute to public health campaigns (e.g. flu clinics) through advice or direct care 

c) To be present at patient group meetings or other appropriate events to give advice. 
d) To provide services to patients via clinics in the PCN, domiciliary visits and in residential and nursing homes, and to deliver care plans that improve the quality of patient care. 
e) To assist with the production of patient information leaflets and posters and support awareness projects throughout the year.
f) To help plan, develop and support the introduction of new working processes within the PCN to optimise the patient uptake. 

PERSONAL DEVELOPMENT
· To keep up to date with and attend training on revisions to information systems or changes in protocols for the inputting of data in the light of Local and national initiatives.  To adhere to agreed protocols at all times. 
· To participate in Individual Performance Review and Personal Development plans on an annual basis and to undertake training and development as identified within these discussions and as indicated by the requirements of the post. 
· To attend a formal appraisal with their manager at least every 12 months. Once a performance/training objective has been set, progress will be reviewed on a regular basis so that new objectives can be agreed.
· To develop yourself and the role through participation in training and service redesign activities
· Act as a champion for personalised care and shared decision making within the PCN. 
· Demonstrate a flexible attitude and be prepared to carry out other duties as may be reasonably required from time to time within the general character of the post or the level of responsibility of the role, ensuring that work is delivered in a timely and effective manner. 
TRAINING AND DEVELOPMENT
The use of effective training and development is fundamental to ensuring all staff are equipped with the appropriate skills, knowledge and competencies to perform their role. Care coordinators should;

· Undertake and maintain all mandatory training and induction programmes
· Attend mandatory training and fire lectures regularly and assist with fire policy/evacuation procedure when necessary.
· Understand the principles of information governance, accountability and clinical governance
· Undertake training on consultation writing to allow them to maintain accurate and relevant records of agreed care and support needs

· Identify when it is appropriate to share information with carers and do so

· Understand the professional and legal aspects of consent, capacity, and safeguarding
· Undertake continual personal and professional development, taking an active part in reviewing and developing the role and responsibilities, and provide evidence of learning activity as required. 

· Adhere to organisational policies and procedures, including confidentiality, safeguarding, lone working, information governance, equality, diversity and inclusion training and health and safety

· Access relevant GPs to discuss patient related concerns, and be supported to follow appropriate safeguarding procedures

· Access regular supervision

Taurus Healthcare will provide support and supervision for the WBCC to ensure compliance with the NHS Workforce Development Framework and Personalised Care Institute requirements. 
Care Coordinators should also be familiar with the six components of the universal model for personalised care with a specific focus on:

· Support for self-management

· Personalised care and support planning

· Shared decision making

· Social prescribing and community based support
· Personal Health Budgets
· Patient choice
CLINICAL GOVERNANCE AND QUALITY ASSURANCE
· Identify opportunities and gaps in the service and provide feedback to continually improve the service and contribute to business planning. 
· Contribute to the development of policies and plans relating to equality, diversity and reduction of health inequalities. 
· Work in accordance with the practices’ and PCN’s policies and procedures.

· Contribute to the wider aims and objectives of the PCN to improve and support primary care.

· To realise the importance of confidentiality when dealing with patients and staff, particularly when giving or receiving information over the telephone in accordance with the Data Protection Act. 

· Maintain the high standards of the service by contributing towards individual, team and service objectives and acting at all times in the best interest of patients.

· To accurately collect, collate and input data to Information Systems as required by procedures to ensure that patient database records are up to date and accurate. 
· To participate in Individual Performance Review and Personal Development plans on an annual basis and to undertake training and development as identified within these discussions and as indicated by the requirements of the post.

INFORMATION GOVERNANCE 

· Taurus Healthcare requires its staff to comply with Information Governance related standards and policies at all times when dealing with confidential information, which includes any information relating to the business of the company and its service users and employees.

· All Taurus Healthcare staff are bound by a duty of confidentiality and must conduct their duties in line with the NHS Confidentiality Code of Practice, Data Protection Act and Freedom of information Act. 

· Post-holders must maintain high standards of quality in corporate and clinical record keeping ensuring information is always recorded accurately and kept up to date.  The post-holder must only access information, whether paper, electronic or in other media, which is authorised to them as part of their duties.

· All Information obtained or held during the post-holder’s period of employment that relates to the business of the company and its service users and employees will remain the property of the Taurus Healthcare.  Information may be subject to disclosure under legislation at the Company’s discretion and in line with national rules on exemption.

· Any breach of confidentiality or computer misuse could lead to disciplinary action, and in serious cases could result in dismissal.  Breaches after the post-holder’s employment has ended could result in the Company taking legal action against them.

HEALTH AND SAFETY

· To have responsibility for health, safety and welfare of self and others at work.  This includes being conversant with Trust Health & Safety policies and procedures and ensuring incidents, accidents and near misses are reported; taking part in the risk management process and carrying out tasks/using equipment only when competent to do so.
· Be responsible for ensuring the general environment is clear of all hazards.

· All staff have a responsibility to apprise themselves of how the prevention of the spread of infection relates to their role.  They have a responsibility to ensure they are aware of Company policies and procedures in relation to infection prevention and control, and ensure that they comply with them in fulfilling their role.  

EQUALITY AND DIVERSITY 
· Respect the privacy, dignity, needs and beliefs of patients, carers and colleagues.
· Act in a way that recognises the importance of peoples rights, interpreting them in a way that is consistent with Taurus procedures / policies and current legislations.
· Act as a chaperone as needed.
· Behaving in a manner which is welcoming to and of the individual, is non-judgmental and respects their circumstances, feelings priorities and rights.
This job description may be amended by management through consultation with the post holder in order to reflect changes in, or to, the job.

PERSON SPECIFICATION

	Job Title: Wellbeing Care Co-ordinator, Primary Care Networks
	

	CRITERION
	ESSENTIAL

(Should possess to do the job)
	DESIRABLE

(Could also possess)
	Tested @ INTERVIEW
	Tested on APPLICATION FORM
	WEIGHTING FOR EACH CRITERIA

High      = 3

Medium = 2

Low       = 1

	EDUCATIONAL AND PROFESSIONAL QUALIFICATIONS

	GCSE English or equivalent level.
	(
	
	
	
	

	GCSE Mathematics or equivalent level.
	(
	
	
	
	

	ECDL or equivalent level of keyboard/IT skills.
	
	(
	
	
	

	SKILLS

	Active and empathetic listening, provide personalised support in a non-judgemental way
	(
	
	
	
	

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

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

	Good interpersonal communication skills, both written and verbal with patients, colleagues, family members and partner agencies
	(
	
	
	
	

	Use of health literate communication techniques
	
	(
	
	
	

	Effective questioning, ability to build trust and rapport with patients and colleagues
	(
	
	
	
	

	Ability to manage and prioritise own work to meet deadlines.
	(
	
	
	
	

	Ability to work effectively as part of a team.
	(
	
	
	
	

	Good level of accuracy and attention to detail.
	(
	
	
	
	

	Ability to provide motivational coaching to support people’s behaviour change
	
	(
	
	
	

	Understanding of personalised care and the comprehensive model of personalised care
	(
	
	
	
	

	Understanding of the wider determinants of health, including social, economic and environmental factors and their impact on communities, individuals, their families and carers
	(
	
	
	
	

	KNOWLEDGE/EXPERIENCE

	Working knowledge of Microsoft office – Word, Excel, Outlook and PowerPoint and using video calling software – e.g. Microsoft teams. 
	(
	
	
	
	

	Experience of using IT systems such as EMIS 
	(
	
	
	
	

	Experience of working in a health or social care setting
	(
	
	
	
	

	Experience of partnership/collaborative working and of building relationships across a variety of organisations
	(
	
	
	
	

	Knowledge of the core concepts and principles of personalised care, shared decision making, patient activation, health behaviour change, self-efficacy, motivation and assets-based approaches. 
	
	(
	
	
	

	Experience of providing one to one and/or group support
	(
	
	
	
	

	Experience of using the Patient Activation Measure (PAM) or Simple Activation Questions (SAQs) to assess knowledge, skills and confidence
	
	(
	
	
	

	Experience of minute-taking within a MDT environment

	(
	
	
	
	

	Completed a two day PCI accredited care co-ordination training course or be willing to complete one prior to taking referrals
	(
	
	
	
	

	PERSONAL QUALITIES OR ATTRIBUTES

	Reliable, conscientious and flexible approach to work.
	(
	
	
	
	

	Commitment to reducing health inequalities and proactively working to reach people from diverse communities
	(
	
	
	
	

	To be able to work independently on own initiative but aware of own limitations within the scope of the role
	(
	
	
	
	

	Ability to maintain confidentiality
	(
	
	
	
	

	OTHER JOB REQUIREMENTS

	Understanding of confidentiality and Data Protection.
	(
	
	
	
	

	Meets a Disclosure and Barring Service (DBS) reference standards and criminal record checks
	(
	
	
	
	

	Required to travel to meetings and work from other locations as required in order to carry out work across the federation
	(
	
	
	
	


Care Coordinator JD/PS

V1 Feb 2024

