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JOSEPH M. SMITH COMMUNITY HEALTH CENTER
POSITION DESCRIPTION
POSITION:
Diabetes Case Manager and Coordinator
STATUS:

Exempt

IMMEDIATE SUPERVISOR:  Medical Director or Associate Director of Clinical Services?
SUPERVISORY RESPONSIBILITIES:  None

SUMMARY:  Following a process improvement model, the Diabetes Case Manager and Coordinator facilitates the development, implementation, and evaluation of improvements in coordination with the HRSA Health Disparities Collaborative and JMSCHC strategic plan.
DUTIES:

MEDICAL HOME:
1. Conducts assignments and projects for medical in order to streamline line the medical staff into the medical home model.

2. Attends trainings and in services related to the medical home, recaps the information gathered and presents to the group.

3. Runs and participates in regular team meetings with the working core group.  Suggest pilot projects and PDSA in as a means to gain collaboration of a workable model.

4. Gathers information, writes and sends report to the Mass League as indicated.

5. Collaborates internally with the IT department and others to analyze and report on medical home related clinical care related data. 
6. Assists the Medical Director with overall program monitoring and evaluation activities related to the HRSA Health Disparities Collaborative
Case Management:

1. Individually assesses diabetic patients’ educational needs, and provides the knowledge and tools so the patients can manage their disease effectively. Provides individual self-management goal counseling, training in use of insulin, and home glucose meter training. Monitors labs and suggest options for medication management to providers.  Effectively uses Care web for access of laboratory results.

2. Responsible for following up on all missed appointments, including the mailing of reminder (missed appointment?) letters.

3. Assesses client satisfaction levels and beliefs regarding cultural appropriateness of selected DM  interventions.

4. Arranges and/or conducts clinic-based case management in the areas of: assessment, planning, service linking, monitoring and advocacy.

5. Develops and supports effective partnerships within the community to better meet patient needs.
6. Coordinates the interdisciplinary review of individual cases and coordinates referrals for medical, podiatry, optometry, dental, and behavioral counseling; develops integrated care/treatment program and case plan.
7. Coordinates and facilitates the effective functioning of health and social services for diabetes and cardiovascular services, including clinical practice, education and record maintenance.
8. Conducts diabetes education in class settings and through individual counseling. Covers all topics necessary for self-management of diabetes.
9. Coordinates regularly scheduled Diabetes Days which provide patients with a variety of services, as well as walking groups and diabetes group visits.
10. Gathers and coordinates diabetes patient education materials.
11. Assists the dietitian in conducting nutritional assessments and providing appropriate education and individual diet counseling to persons of all ages. 
12. Coordinates with primary care providers and community health center staff in facilitating patient care.
13. Stays abreast of current research in the field of diabetes, cardiovascular disease, obesity, fitness, nutrition, and health education.

14. Demonstrates excellent communication and teaching skills.
Quality Assurance Responsibilities:

1. Effectively uses the electronic medical record for charting patient visits and telephone contacts.

2. Keeps client medical records updated for reviews, audits and contact purposes.
3. Coordinates with the Clinic Administrators (Associate Director of Clinical Services, Associate Medical Director II, Senior Advance Practice?) and Medical Director to maintain a continuous quality improvement program.
4. As a member of the Diabetes Collaborative Team, works closely with JMSCHC clinical and non-clinical staff to improve the quality of diabetes care at the health center.
5. Submits periodic reports on diabetes clinical care data and related quality improvement data to the HRSA Health Disparities Collaborative, the Diabetes Collaborative Team, and senior management.

6. Assists in training staff in established diabetes care clinical guidelines and process improvement models which also incorporate team-building strategies.

7. Aids in the spread and teaching of the models learned through the HRSA Health Disparities Collaborative, and the dissemination of these models throughout the health center. 

8. Acts as a change agent within JMSCHC by helping to create an environment which supports ongoing improvement activities. Introduces tools, processes, and best practices to the health center.

9. Offers Care Model expertise to other initiatives at the Health Center such as the Access and Redesign project.
Evaluation Responsibilities:

1. .
2. Assists in the identification of health trends and health needs of the target client population of persons with diabetes, including at risk populations for cardiovascular disease.

3. Coordinates the use of the DM registry to target relevant patient subgroups on an ongoing basis for proactive care.

OTHER:

1. Works collaboratively with other Health Center staff in meeting JCAHO accreditation and other regulatory and/or funding requirements.

2. Demonstrates initiative, the ability to work with others, professional judgment, and the effective performance of other related duties as required.
3. Must comply with HIPAA guidelines.
QUALIFICATIONS:

1. Bachelor’s Degree in Nursing (B.S.N.)

2. Two to five years experience preferred in clinical setting of diabetes and/or cardiovascular care.
3. Current licensure in the Commonwealth of Massachusetts.
4. CPR certified.
5. Knowledge of computer technical skills and relevant software applications.
6. Good communication skills. Bilingual Spanish and/or Portuguese preferred.

7. Experience in diverse cultures preferred.

1. Effective communication skills, ability to work with the public and teach effectively.
4. High interpersonal skills necessary to work productively with patients, families, other clinic staff and other health care providers in the community.
5. Typical ability to remember amount and type of information necessary to complete job duties and follow policies and procedures.
6. Typical ability to handle issues and make decisions under normal time pressures.
WORKING CONDITIONS:
	Physical Activity
	Amount of Time

	
	None
	< 25%
	25%-50%
	50%-75%
	> 75% 

	Lifting < 10 pounds
	
	X
	
	
	

	Lifting > 10 pounds
	
	X
	
	
	

	Standing
	
	X
	
	
	

	Sitting
	
	
	
	X
	

	Walking
	
	X
	
	
	

	Climbing/Balancing
	
	X
	
	
	

	Stooping/Kneeling/Bending
	
	X
	
	
	

	Reaching
	
	X
	
	
	

	
	
	
	
	
	


Needed

	
	% Time 

Needed
	Not Needed
	

	Seeing - 
	X
	>75%
	

	     Depth Perception
	X
	<25%
	

	     Color Vision
	
	
	X

	     Peripheral Vision
	
	
	X

	Hearing
	X
	>75%
	

	Tasting/Smelling
	
	
	X

	Touching/Handling
	X
	>50%
	

	Speaking 
	X
	>75%
	

	
	
	
	
	
	

	Work Environment
	Amount of Time

	
	None
	< 25%
	25%-50%
	50%-75%
	> 75% 

	Outdoor Weather Conditions
	X
	
	
	
	

	Extreme Cold or Heat
	X
	
	
	
	

	Noisy or Vibrating Equipment
	X
	
	
	
	

	Risk of Electrical Shock
	
	X
	
	
	

	Dust or Other Irritants
	
	X
	
	
	

	
	
	
	
	
	

	Exposure To:
	Amount of Time

	
	None
	< 25%
	25%-50%
	50%-75%
	> 75% 

	Blood Borne Pathogens
	
	X
	
	
	

	Infection from Disease Bearing
Specimens
	
	X
	
	
	

	Infectious/Contagious Disease
	
	X
	
	
	

	Flammable/Explosive Gases
	X
	
	
	
	

	Toxic or Caustic Chemicals
	X
	
	
	
	

	Cleaning Agents/Chemicals
	
	X
	
	
	

	Other:
	
	
	
	
	


