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	1. Background 

	
The WSIC model of care has been co-designed at a local level to support people aged 18 and over with one or more long term condition who are at risk, in need or unstable (from a medical, psychological, social and wellbeing perspective). Working with local professionals, suppliers of Care Navigators (CNs) will introduce self-care and self-management in to the model of care and support patients and carers to do so more effectively. 

WSIC breaks down the barriers between different professions and services. It will help overcome fragmentation between health, mental health, social care and the VCS. Brent is one of 8 areas in NWL delivering WSIC; this programme is a self-care pilot and makes us a national Pioneer for Integrated Care.

The WSIC model uses CNs as a patient facing role. CNs will support and work alongside GP Network teams and other professionals (social workers, mental health etc.) to manage a caseload of patients referred for WSIC case management.  They will ensure self-care is embedded at all stages in the WSIC pathway. They will work with practices to support administration of a new patient activation measure (PAM tool) and with patients and carers to develop manageable goals and tailored Care Plan. They will support patients, carers and GPs to access local voluntary & community sector services and peer support in line with a Care Plan.

There will be 6-7 CNs in total working across Brent. Each will be aligned to 1 of the 4 GP Networks in Brent (Kilburn, Harness, Wembley and Kingsbury and Willesden).


	2. Overview

	Job title 

	Care Navigator 


	Band/pay scale

	 Band 5 £21909


	Hours

	37.5 hours per week 


	Employer and contract type

	
Employing organisation: Brent Mencap or Living Well CIC  

Contract:  fixed term contract likely to finish end of September  2018

Reporting to: Team Leader Brent Care Navigation Pilot (Brent Mencap)


	Base/locations

	
Flexible working and hot desking arrangements across to 1 of the 4 GP Networks in Brent (Kilburn, Harness, Wembley and Kingsbury and Willesden).


	3. Purpose & functions 


	Main duties & deliverables

	General overview of key responsibilities: 

To work across health, social care and the voluntary sector to:

· Provide patient-focused, integrated support to co-ordinate care around the patient and to navigate the system;
· Improve planned up take of services, reduced unplanned demand, improve communication and breakdown ‘jargon’ for patients, carers and their families;
· Provide ‘live’ feedback on service quality to the Accountable Care Partnership and make recommendations for improvements.  

For patients/users/carers:

· To work with patients using a wide range of support tools and approaches to help identify and set goals and objectives and to explore self-care options alongside professional support; 
· Support patients, carers and their families to maintain independence by accessing the appropriate services at the right time; 
· To improve patient experience and quality of care by providing a point of contact for queries 
· To help people to access community care assessments as well as carers assessments, where potentially eligible, liaising with members of the Core Team as necessary.  
· To discuss with the person their needs, based on GP guidance, and to direct them to appropriate services.  
· To provide a point of contact for patients, their families and carers and to facilitate the breakdown of barriers to communication between patients and professionals. 
· To contribute to the overall health and wellbeing for those with complex conditions.


For the team:
· To liaise with a range of multi-disciplinary professionals who are involved in a patients’ care, ensuring a smooth and coordinated approach, especially where multiple agencies are involved. 
· To actively participate in core team meetings. 
· To support the core team by helping to identify when there is an urgent need for action or step-up in care by alerting the relevant professional. 



	4. Responsibilities

	Responsible for

	
Enabling access to local services 

· To receive referrals from GPs and other members of the core team for individual patients.  
· To direct, support and help patients, carers and their families with queries about wider services and activities that may help to promote patients’ health, wellbeing and independence.  
· To identify unpaid carers and enable access to local support services.  
· To supply basic information on what benefits the person may be eligible for and to refer on for more in-depth advice where required.  
· To provide the person and their carer where appropriate with a plan on what is recommended and how to access it. This is copied to the GP and any other professionals involved in the patient’s care. 
· To develop one’s own knowledge of local services, using existing databases and developing links with service providers, keeping up-to-date with service changes and developments. 
· Play a key role in informing the core team about the holistic range of services available in the community and how they can access them directly.    

Personalisation support: 
· To help people access community care assessments as well as carers assessments, where potentially eligible, and follow up ensuring the process is progressing, liaising with the Core Team as necessary.  
· To support patients to access voluntary sector services as appropriate and to encourage patient self-care.  
· Where the assessment leads on to the client being allocated a Council-funded personal budget (PB), the navigator will be trained to a level where they can advise in general terms on the main choices they will need to make (e.g. whether to accept a Direct Payment and how this could potentially be spent).  
· Whether the person qualifies for a Council-funded personal budget or not, the navigator will be able to direct them and their carer to services they can access free of charge.  

Co-ordination and integration 
· To liaise with a range of multi-disciplinary professionals including the core team who are involved in a patients’ care, ensuring a smooth and coordinated approach, especially where multiple agencies are involved 
· Support the wider Whole Systems Integrated Care programme, care planning and case management to support patients avoiding unnecessary hospital admissions. 
· Actively participate in practice level multi-disciplinary team meetings and complex patient management meetings.


Record keeping 
· To keep accurate and up-to-date records of their contact with clients on relevant databases 
· To gather, record and collate information, including case studies, in a prescribed format in order to demonstrate the impact of the service. This will include informing the Case Manager’s Report.  
· To contribute towards the development of the wider Whole Systems Integrated care programme, attending meetings and carrying out presentations when requested by their line manager.   
· To help to identify opportunities and challenges in services and contribute to the feedback loop for shared learning and development across the Core Team. 


Data and confidentiality

All employees must respect and protect the confidentiality of matters relating to patients or other members of staff and must comply with the requirements of the Data Protection Act (1998). 

In the performance of the duties outlined in this job description, the post-holder may have access to confidential information relating to patients and their carers, practice staff and other healthcare workers. They may also have access to information relating to Partner Organisations. All such information from any source is to be regarded as strictly confidential.

The post holder may also be asked to support and undertake other related duties not listed in this Job Description from time to time according to the needs of the whole systems integrated care programme. 



	Responsible to

	Operations and day to day management

· To work as a key member of the Core Team to support the pro-active monitoring and case management of patients with long term conditions, and those with long or short term care needs.
· To support the identification of very high intensity users with needs using risk stratification systems and other sources of information.
· The post holder will work within the context of local and national drivers.
· Maintain and record accurate documentation and correspondence in line with professional and employing organisation guidance, interactions between clients, colleagues and other agencies in the appropriate legal records and formats
· Work collaboratively with colleagues and use data bases to actively seek out patients who will benefit from case management. Plan, implement, monitor and review interventions with individuals/carers through holistic patient centred assessments on EMIS Web.
· Initiate and lead discussions within the team/service to solve problems and make decisions. 




	Working relationships

	
· Providing a key role to support relationship development across health and social care and between professionals.  
· Being able to build an effective rapport with different health and social care professionals and third sector organisations is essential. 
· The post holder will be required to work intensively with primary care and must be able to communicate with clinical and non-clinical staff expertly. 






Person Specification: 

	Skills & experience: the ideal candidate will be able to demonstrate 

	Education & qualifications

	
· Health, social care or information advice. 
· 3 or more GCSEs including Maths, Science and English
· A-levels 

	Essential
·  
· 
	Desirable


· 

	Competencies & experience

	
· At least 1 years’ experience of working in health, social care  information and advice or support services, in direct contact with vulnerable service users in a paid capacity.
· Experience of providing  person-centred planning and support.
· Experience of working with NHS staff, adult social care staff, voluntary sector organisations to maximise independence and confidence in users and patients .
· Computer literate and able to work with Microsoft packages including Word and Excel. 
· Excellent communication skills and able to provide high level written and verbal reports. 
· Can demonstrate an approach to gaining knowledge and understanding about local services. 
· Thorough and up-to-date knowledge and understanding of new developments,  policy and practice in Adult Social Care and Health, including the principles of personalisation, and self care
· Fluent in one or more languages other than English 

	Essential
 
·  
  
·  
·    
·  
·  
 
·  
 
·  
·  

· 
	Desirable














·  


	Behaviours & ways of working

	
· Pro-active approach to work and able to multi-task 
· Prioritising own workload and assist the Core Team to care for patients on the case load effectively and economically. 
· Flexibility, stamina and a willingness to move between practices to provide equitable coverage to a group. 
· Tactful and diplomatic, able to develop relationships with people from a wide range of backgrounds. 
· Flexible approach to meet service need. 
· Self-motivated and enthusiasm for the role. 



	Essential
·   
·  
 
·  
 
·  
·  
·   
· 
	Desirable
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