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2. Who i s this guide for?  
This guide will support both commissioners of services and adult social care 
and health employers working in integrated care systems and working together 
when designing and evaluating care coordinating approaches.  
 
The list of functions in this guide can help commissioners of services and adult social 
care and health employers to write a job description and job advertisement, inform 
the interviewing and selection process, and identify learning and development needs 
for staff who are responsible for coordinating care.  
 

It provides a ‘menu type’ approach so that you can select the functions that are 
required for your particular local service.  
 

It can also help you to identify, plan and access learning and development for staff 
responsible for coordinating care. As learning is described for each particular 
function, it prevents a one size fits all approach where people are trained as ‘care 
coordinators’, even though their particular role does not involve all the agreed 
functions. 
 
It also has a function mapping and learning and development needs matrix to 
support this (see appendix).  
 

The guide might also be useful for workers who are responsible for coordinating 
care, learning providers and people who access care and support .  
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What does  this guide offer ?  

In 2016 Skills for Care, in partnership with social care and health employers, did 
research into coordinating care and the functions that were involved in it - this can be 
found at Skills for Care (2016), Care coordination functions scoping research.  

It was clear that within the plethora of different models, there is confusion and 
complexity around just what coordinating care involves, what it is and what it should 
be called. 

The overwhelming outcome of the research was a request for guidance to clarify the 
functions of coordinating care and to support consistency in definition.  
 

The research showed that even where specialist roles exist in organisations, many 
other staff are also involved in the delivery of coordinating care - we have called 
them ‘generic’ workers for the purpose of this guide.  
 
The guide therefore offers clarity around the functions  of coordinating care rather 
than specific roles. 

“I tell my story once.  

I have one first point of contact.  
They understand both me and my 
condition(s). I can go to them with 
questions at any time.” 

 
TLAP / National Voices, 2013:  

A narrative for Person Centred Coordinated Care 
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How can you  use this guide?   
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3. Background  
 
To achieve an integrated social care and health system, coordinating care is vital.  
 
Coordinating care in the policy context  
ADASS highlight the importance of coordinating services in their ‘Distinctive, valued, 
personal: why social care matters’ guide (March 2015). It says: 
 
“Social care has a long history of joint working with the NHS in areas such as 
hospital discharge, and for people with mental ill-health or with a learning disability. 
Much care previously provided by the NHS is now delivered through the social care 
system. The coordination of primary and community health and social care support 
are vital for many people”.  
 
NHS also highlights the importance of integrating services and providing coordinated 
care in their ‘Five year forward view: next steps’ (2017).  
 
Underpinning these policy statements is Think Local Act Personal and National 
Voice’s ‘A narrative for person-centred coordinated care’. They did research with 
people who access care and support and produced this definition for person-centred 
coordinated care: 
 
“I can plan my care with people who work together to understand me and my 
carer(s), allow me control, and bring together services to achieve the outcomes 
important to me.” 
 
There has also been local research that explores the coordinating care model in 
specific regions. You can read about the West Midlands approach to coordinating 
care here.  
 
A background to coordinating care  
The title of ‘care coordinator’ is commonly used to identify one worker, who would 
‘coordinate’ the care with a person who accesses care and support from across 
social care and health services.  
 
In mental health settings, this ‘care coordinator’ role has been described by 
legislation within the Care Programme Approach for some time. In most other cases 
it is recognised that the key element is that of ‘coordinating care’ - no matter what the 
specific role is actually called or whether it’s part of a wider role. However, in 
domiciliary care the term’s also used to describe a human logistic role of getting the 
workers in the right place at the right time to cover care and support needs, so their 
functions might be different. 
 

The drive to integrate social care and health services has resulted in the increasing 
growth of a ‘care coordinator’ function or role.  
 
There has been a shift from prescriptive delivery to one of independence, choice and 
control – for example the introduction of personal budgets, personal health budgets 
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and a greater degree of integrated care and support for people, necessitates 
coordination and systems knowledge.  
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4. Definition of coordinating care   
 
There will be local variances and guidance regarding coordinating care, but it is 
important that we are clear about the definition within this guide.  
 
The social care and health ‘system’ can be complicated, so there should be 
someone who can work alongside people to make sure it works well for them. 
Coordinating care should demonstrate true person-centred support, ideally face to 
face, which is at a different level than merely navigating and signposting from an 
office base in front of a screen.   
 

 
 
 
 

 
 
 
 
 
 

 
Definition  of coordinating care  
 
Coordinating care  involves a single, named person who acts as a primary 
point of contact for people who access social care and / or  health support.  
 
The activity works in partnership with people who access care and support, their 
carers and relatives. It should share information and advice to support them to 
have choice and control over their life and how they might best meet their 
wellbeing needs. It supports person-centred outcomes that are based on their 
expressed wishes and preferences.  
 
It will normally involve the supervision of interdisciplinary care - bringing together 
the different specialists who
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5 Benefits of c oordinating care  
 

The key benefit of coordinating care is that people can experience better care, led by 
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What can a robust coordinati ng care approach do for me as an 
employer?   
 

▪ Ensure the right support is delivered to the right person at the right time. 
▪ Ensure my service is focused and targeted. 
▪ Improve my communication and relationships with other statutory and 

independent organisations. 
▪ Support greater information sharing between my staff and other organisations.  
▪ Reduce duplication of my care and support service. 
▪ Improve my relationships with local organisations. 
▪ Improve my business model and my overall offer. 
▪ Improve my recruitment and retention due to enhanced job roles and 

satisfaction. 
 

 
 
 
What can a robust coordinating care approach do for me as a 
commissioner?  

 
▪ Offer effective and joined-up care for people who access care and support. 
▪ Offer a sustainable solution to the provision of support services.  
▪ Provide an economically viable service.  
▪ Ensure effective empowerment of local community resources.  
▪ Help meet the challenges of a changing population. 
▪ Support market shaping. 

 
 
 

 
 

 
 
  

 

“I can plan my care with 
people who work together to 
understand me and my 
carer(s), allow me control, and 
bring together services to 
achieve the outcomes 
important to me.” 
 
TLAP / National Voices, 2013: A 

narrative for Person Centred 

Coordinated Care 
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Communication  
 
Communication skills are fundamental to coordinating care - it can only be 
successful if effective relationships are built between all those involved.  
 
The key functions of coordinating care are to:  

 
1. build strong relationships with people who access care and support 

2. work with families and carers closely to ensure good communication  

3. check understanding with all those the person would like involved in their care 

4. respond in a timely manner in all communication verbal and written 

5. do administrative work to ensure continuity, good communication and quality 

assurance  

6. follow up to make sure referrals have happened 

7. support communication between all people, relatives and organisations 

8. act as a negotiator to resolve conflicts between people, relatives, carers and 

organisations 

9. demonstrate professional assertiveness appropriately and sensitively 

10. support self-care using motivational interviewing.  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

“I am listened to about what works for 

me, in my life.”  

TLAP / National Voices, 2013: A narrative for 

Person Centred Coordinated Care 

   





 
 

19 
 Back to contents >>  

Information management   

 

1. Actively coordinate the flow of information between people and organisations.  

2. Take and make referrals to and from other local organisations, including 

statutory, independent, private and voluntary organisations.  

3. Signpost people accessing your service to other local organisations. 

4. Complete accurate, timely and objective recording. 

5. Spend time keeping knowledge of health and social care policy, legislation 

and local initiatives up to date.  

6. Book and manage appointments for people, with their agreement. 

7. Maintain a database of local services, including statutory, independent, private 

and voluntary organisations, to support people in their choice of provider – 

also known as community mapping. 

8. Build strategic networks to share and access information.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

“I am told about the other services that are available to someone 

in my circumstances, including support organisations.”  

TLAP / National Voices, 2013: A narrative for Person Centred Coordinated Care 
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Business management activities  

1. Ensure effective use of resources for your organisation and others in your 

area.  

2. Audit and reflect on the service you provide to evidence impact.  

3. Investigate and evaluate experiences of people who access care and support 

and act on findings. 

4. Help shape the services and groups to reflect the needs of the local 
population.  

 

Local knowledge exchange activities  

1. Support colleagues to understand the range of local organisations and 

networks and what they offer.  

2. Support the various roles in a multi-disciplinary team including people 

accessing care and support. 

3. Act as a catalyst or starting point for integrated care.  

4. Work to avoid duplication of service provision, regardless of sector.  

5. Proactively act as a link and build networks and other local agencies and 
groups.  

 
Core functions for all social and health care workers  
 
In addition to these more specialist functions, all workers need to understand their 
role in the context of the core functions and associated learning for working in social 
and health care.  
 
These are usually seen as statutory or mandatory learning and would fall under the 
following categories: 
 

▪ person-centred support 
▪ values 
▪ equality and diversity 
▪ personal development 
▪ safeguarding 
▪ duty of care 
▪ health and safety.  

 
 
 
 

 
  

“The professionals involved with my care 

talk to each other. We all work as a team.” 
 
TLAP / National Voices, 2013:  

A narrative for Person Centred Coordinated Care 
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Are there any gaps in functions?  

▪ What functions will be needed in the future? 
 

▪ Does your current provision cover all these functions or are there any gaps? 
 

▪ Could the coordinating care functions be provided more efficiently and 
effectively? 
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Design cost effective workforce solution(s)  

It is important to have crystal clear understanding of the workforce outcomes 

required before any interventions are designed.  A range of workforce interventions 

may be required 
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Cost  

▪ Do you know the cost of any changes you want to make?  
 

▪ What resources are available? 
 

▪ Do anticipated benefits justify the investment? 
 

▪ Is this financially viable? 
 

Risk  

▪ Have you identified any risks within the changes you want to make?   
 

▪ Have you considered how you might mitigate these risks? 
 

Measuring the i mpact  

It is important that when you commission a new approach, you develop a 
methodology for assessing the effectiveness of the innovation.  
 
You need to measure the current position and the desired outcome.  
 

▪ Consider using some of the baseline data you collected at the analysis stage 

http://www.southwestyorkshire.nhs.uk/our-services/directory/live-well-wakefield/additional-support/
http://www.healthscotland.com/scotlands-health/population/Measuring-positive-mental-health.aspx
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Record the actions you are going to take  

▪ What actions are you going to take and with whom?  
 

▪ How are you going to do it?   
 

▪ What will it cost?   
 

▪ When are you going to achieve this by?   
 

▪ How will this be communicated?   
 

This is your implementation plan – share your agreed vision, strategy, 

implementation plan and outcomes to support transparency and accountability. 
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3 Stage thr ee – Do the transformation  

▪ How will you coordinate the actions that everyone has planned and 
contributed to - how will you make them happen?   
 

▪ 
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9. Conclusion and the need for s

http://www.skillsforcare.org.uk/Topics/Person-centred-approaches-in-health-and-care/Person-centred-approaches-in-health-and-care.aspx
http://www.skillsforcare.org.uk/Topics/Person-centred-approaches-in-health-and-care/Person-centred-approaches-in-health-and-care.aspx
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10. Supporting  resources  
 

Background  
 

NICE (2016), Tailored resource: The named care coordinator role for the perspective 

of older people  

 
NHS England (2014), Guidance on Direct Payments for Healthcare: Understanding 

the regulations  
 

Skills for Care (2016), Care coordination functions scoping research  

 

Skills for Care, Skills for Health and Health Education England (2017), Person-
centred approaches core skills education and training framework  

 

Resources to support learning and development  
 

Skills for Care and Skills for Health (2008) Common Core Principles to support self-

care 

NHS England (2016), Care Navigation: A Competency Framework 

  

https://www.nice.org.uk/guidance/ng22/resources/tailored-resource-the-named-care-coordinator-role-from-the-perspective-of-older-people-2553020176/chapter/just-one-person-the-named-care-coordinator-role-from-the-perspective-of-older-people
https://www.nice.org.uk/guidance/ng22/resources/tailored-resource-the-named-care-coordinator-role-from-the-perspective-of-older-people-2553020176/chapter/just-one-person-the-named-care-coordinator-role-from-the-perspective-of-older-people
https://www.england.nhs.uk/wp-content/uploads/2017/06/guid-dirct-paymnt.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/06/guid-dirct-paymnt.pdf
http://www.skillsforcare.org.uk/Documents/NMDS-SC-and-intelligence/Research-evidence/Research-reports/Care-coordination-functions-scoping-research-executive-summary.pdf
http://www.skillsforcare.org.uk/Documents/NMDS-SC-and-intelligence/Research-evidence/Research-reports/Care-coordination-functions-scoping-research-executive-summary.pdf
http://www.skillsforcare.org.uk/Topics/Person-centred-approaches-in-health-and-care/Person-centred-approaches-in-health-and-care.aspx
http://www.skillsforcare.org.uk/Topics/Person-centred-approaches-in-health-and-care/Person-centred-approaches-in-health-and-care.aspx
http://www.skillsforcare.org.uk/Documents/Topics/Self-care/Common-core-principles-to-support-self-care.pdf
http://www.skillsforcare.org.uk/Documents/Topics/Self-care/Common-core-principles-to-support-self-care.pdf
http://learning.wm.hee.nhs.uk/sites/default/files/ICT_Care%20Navigation%20Competency%20Framework.pdf
http://www.skillsforcare.org.uk/
http://www.skillsforcare.org.uk/Leadership-management/Workforce-planning/Workforce-planning.aspx
https://www.snapsurveys.com/wh/s.asp?k=143220008590
http://www.skillsforcare.org.uk/Leadership-management/Workforce-redesign/Workforce-redesign.aspx
http://www.skillsforcare.org.uk/Leadership-management/Workforce-redesign/Workforce-redesign.aspx
http://www.skillsforcare.org.uk/Documents/Leadership-and-management/Workforce-integration/The-principles-of-workforce-integration.pdf


https://www.ageuk.org.uk/our-impact/programmes/integrated-care/
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http://lacnetwork.org/local-area-coordination/how-does-it-work/


https://www.networks.nhs.uk/nhs-networks/releasing-capacity-in-general-practice/messageboard/1-active-signposting/795107989
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Appendix 1: Organisation c oordinating care  function mapping matrix  
 

Area:  

Date:  

Please complete of all organisations  involved in c oordinating care  in your local area. You can use this information to 
identify what coordinating care functions already exist and what gaps you have, to inform future planning.  
 

 
 
 

E
.g

. A
g
e
 U

K
  

               

Communication             
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Support communication between all people, 
relatives and organisations 

                

Act as a negotiator to resolve conflicts between 
people, relatives, carers and organisations 

                

Demonstrate professional assertiveness 
appropriately and sensitively 

                

Support self-care using motivational interviewing                 







 
 

40 
 Back to contents >>  

 

 

Appendix 2: Role c oordinating care  function mapping matrix  
 

Name of organisation:  

Date:  

Please com plete of all roles  
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Follow 
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Reflect on and evaluate the experiences of people 
accessing care and support and community 
facilities 
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Maintain a database of local services (statutory, 
independent, private and voluntary) to support 
people in their choice of provider (community 
mapping) 
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Appendix 3: Learning and development matrix  
Complete a learning needs analysis to help you plan for any skills and knowledge gaps in the workforce. This could be done at an 

organisation, team, role or individual level.  

This matrix can then be used to develop effective bespoke learning programmes to support those involved in the coordinating care 

activities. 

Organisation:  

Name: 

Date:   

Function  Identified learning need  Activity to support 
learning  

Comment  

Communication     

Build strong relationships with people 
who access care and support 

   

Work with families and carers closely to 
ensure good communication  

   

Check understanding with all parties    

Respond in a timely manner in all 
communication verbal and written 

   

Administrative work to ensure continuity, 
good communication and quality 
assurance  
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Follow up to make sure referrals have 
happened 

   

Support communication between all 
people, relatives and organisations 

   

Act as a negotiator to resolve conflicts 
between people, relatives, carers and 
organisations 

   

Demonstrate professional assertiveness 
appropriately and sensitively 

   

Support self-care using motivational 
interviewing 

   

Activities that support people     

Conduct an initial assessment of needs in 
partnership with people who access care 
and support 

   

Work with people to produce plans 
together to best meet their needs 

   

Support people to choose where they 
receive their care and support based on 
what is important to them and best suits 
their needs 

   

Negotiate with and between organisations 
to ensure the best approach for people  

   

Support people to meet the outcomes 
that are important to them and to manage 
the different elements of their care plan, 
including coordinating medication 

   

Review and adapt individual care plans 
as and when needed 
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Encourage and develop self-care work 
with people, maximizing independence 

   

Reflect on and evaluate the experiences 
of people accessing care and support and 
community facilities 

   

Act as an advocate for people within and 
between organisations  

   

Promote the legal rights of choice for 
people who access care and support  

   

Help access local organisations  
(statutory, independent, private and 
voluntary) 

   

Support people as part of the hospital 
discharge team
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Support the various roles in a multi-
disciplinary team including people 
accessing care and support 

   

Act as a catalyst or starting point for 
integrated care 

   

Work to avoid duplication of service 
provision, regardless of sector 

   

Proactively act as a link and build 
networks and other local agencies and 
groups 

   



mailto:info@skillsforcare.org.uk
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