Care Coordination
Care Coordination is a team-based collaboration within a Patient Centered Medical Home Practice between patients/families, providers, clinic staff, and the care coordinator. 
A Care Coordinator assists patients to obtain optimal health outcomes by bridging gaps in care.  Such gaps can arise from referrals, test results, patient/family misunderstanding of provider recommendations, social determinants, etc.  Care coordinators bridge these gaps by providing patient/family education, teaching appropriate utilization of health resources, assisting patient/family in effectively navigating through the health care system, and ensuring that provider recommendations are followed.
 
Care coordinator responsibilities
· Assist in identifying and creating registries or patient panels that would benefit from care coordination related to diagnosis, high utilization or other concerns identified by clinic
· Explore potential resources in community that address clinic barriers
· Implement Quality Improvement projects to maximize clinic functionality
· Support Patient Centered Medical Home model principles
· Strives for care to be provided in a quality, cost-effective context
· Collaborates with other resources to avoid duplicate services
· Pre visit phone with registry patients to identify top needs for care team
· Post visit phone calls to ensure understanding of provider recommendation and next steps.
· Follow up on referrals and address factors related to non-compliance of provider recommendations
· Connect patients to appropriate community resources as needed
· Provide education on utilization of clinic resources
· Care plan following provider recommendations while respecting patient/family preferences
· Transition planning
· Support the patient/family to become active participants in their own care
· Focuses coordination of care on maximizing a patient/family’s available resources both financial and social/emotional

Clinic Specific 
[bookmark: _GoBack]Care coordination and above responsibilities are provided at {Clinic Name} by a {title} functioning as a care coordinator.  This is a full time position that is dedicated to the above responsibilities.  The care coordinator will also assist in implementing the Patient Centered Medical Home model of care.  
