Care Coordination Job Descriptions

The tasks involved in coordinating care from a patient centered medical home can be categorized to describe an evolving set of roles for individuals in the primary care team. These roles have various names and attributes – referral specialist, care coordinator, case or care manager, patient navigator, or community health worker. In keeping with the Care Coordination Implementation Guide, the job descriptions assembled in these folders are grouped by function and training, although there is considerable overlap among them in the tasks required. We have named the three categories Referral Coordinator, Patient Navigators, and Care Managers.
Referral Coordinators are typically non-licensed team members who focus on administrative rather than clinical coordination such as appointment scheduling, referral management and follow up, authorization of services and communication among patients and families and health care providers and services at various settings. 

Care Managers are usually clinically trained nurses who use protocols to optimize treatment for complex patients, provide education and training for patients and families in managing their condition(s) at home, and often link patients with both clinical and community services. Care managers, in addition to high risk care management, may also take a supportive and supervisory role with referral coordinators and patient navigators to optimize their effectiveness and assure appropriate interventions. 
Patient Navigators have an emerging role in optimizing patient support, focusing on patient needs for help in navigating healthcare and making behavior changes to accomplish treatment plans at home. They may be community health workers who support self management, provide education, linking to peer support and access to community services. This is a much less defined function, often instituted currently with grant funding for specific conditions or initiatives. 
