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PERSONALISED CARE
TRAINING ACADEMY

The Comprehensive Care Coordinator training programme connects the values, behaviours and
capabilities required for Personalised Care with the requirements of practices and PCNs (Primary Care
Networks) - providing a thorough, connected, contextualised training programme and a solid foundation on
which to build.

The Personalised Care in Practice — Comprehensive Care Coordinator training programme:

v is accredited by the Personalised Care Institute (PCI)

v" consists of seven modules delivered across three days plus an optional
half day follow up action learning set/peer review session

v is currently delivered online via Microsoft Teams with potential to be Q
delivered face to face or via group sessions in-house depending upon
demand Personalised
Care |nstitute
¥’ is suitable for prospective or existing Care Coordinators, Social Prescribing
Link Workers and Health and Wellbeing Coaches

v where, due to PCN/practice demands/commitments participants are
unable to commit to 3 consecutive days of training, the programme can be
undertaken flexibly across over an extended time period dependent upon
module availability

v" consists of individually PCl accredited modules enabling training
programmes to be tailored to meet commissioning requirements

¥v" has been developed with direct experience of recruiting, hosting and
training people within ARRS (Additional Roles Reimbursement Scheme)
posts

¥v" has been developed in collaboration with subject matter experts, a peer
review group of service users with respect to what matters to them and
Pathways staff currently delivering personalised care

¥v' is overseen by a GP Lead

is continuously improved following participants’ feedback

results in a PCI branded training certificate which can be used as evidence
of training in the Comprehensive Model of Personalised Care
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The Personalised Care in Practice — Comprehensive Care Coordinator Training Programme
comprises 7 modules plus a half-day follow-up action learning set/peer learning session tailored to
participant/group needs (held approximately a month after completion of the training programme).

Module 1

INTRODUCTION TO
PERSONALISED CARE

This module provides a contextualised introduction to Personalised Care.
Participants will explore Personalised Care Support Plans and appreciate
the significant shift in approach from ‘what’s the matter with you’ to ‘what
matters to you’.

Module 2

ROLE OF THE CARE
COORDINATOR/SOCIAL
PRESCRIBER, HEALTH
AND WELLBEING
COACH AND CONTEXT

This module provides an introduction to the role of the Care Coordinator
exploring where the role fits within the practice(s)/PCN and how the role
works alongside the Social Prescribing Link Worker(s) and Health and
Wellbeing Coach(es). Duties of the role, potential priority areas, ongoing
personal development needs and support/supervision requirements will be
discussed.

Module 3

PATIENT ENGAGEMENT

This module provides an introduction to patient engagement/barriers to
engagement and an overview of themes, models, approaches and
guidance to engage, support and enable patients in a safe and effective
way and environment. The module will consider the diversity of patients
and their cultural/other needs and explore approaches to promote
inclusivity alongside the policies and procedures that are in place to keep
yourself and your patients safe and compliant.

Module 4

COMMUNICATION

This module explores communication skills and styles and how to build
trusted relationships whilst managing patient expectations and working
within boundaries. Communication adaptations for working in a virtual
environment and or with specific patient groups will be explored.

Module 5

HEALTH AWARENESS

This module provides an introduction to Community health needs/ locality
understanding. It reflects upon health inequalities, the social determinants
of health and the benefits of promoting self-efficacy through the instigation
of behaviour change through the delivery of brief interventions via a
strengths-based approach. PHBs (Personal Health Budgets) will be
explored.

Module 6

MANAGEMENT - referrals
and caseload

This module provides an introduction to referral generation, managing a
caseload — the skills required and the challenges that might be
encountered. Personal resilience and self-care strategies, support and
supervision and quality improvement opportunities will be explored.

Module 7

PROGRAMME REVIEW

This module explores the competencies of the Care Coordinator role and
their alignment with the core capabilities, models/approaches and
components of Personalised Care. Care Coordinators expectations of
their role and the challenges or potential barriers they may face will be
explored alongside strategies to address/overcome these in conjunction
with where to go for help/support when needed.

Follow up
module

ACTION LEARNING
SET/PEER REVIEW
SESSION

This module is an Action Learning Set/peer review session to take place
approximately a month following completion of the Comprehensive Care
Coordinator Training programme

The Action Learning Set is specifically tailored to Personalised Care
Support plans and the application of Personalised Care knowledge and
understanding within practice. The peer review session will provide an
opportunity to explore and address personalised care challenges/barriers
that participants have experienced in the workplace.
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WHAT IS A CARE COORDINATOR?

The role of the Care Coordinator is an exciting new role that has been created, along with other roles,
such as the Social Prescription Link Worker and Health and Wellbeing Coach, to provide additional or
enhanced services within General Practice. These additional roles, or enhanced service, form part of a
long-term package of general practice reform which was set out in the NHS long term plan. The role of a
Care Coordinator is fully embedded within PCN (Primary Care Networks) core network practices and they
play an important part at the MDT (multi-disciplinary team) meetings.

Care Coordinators provide extra time, capacity and expertise to support patients in preparing for or in
following up clinical conversations they have with primary care professionals. They will work closely with
the GPs and other primary care professionals within the PCN to identify and manage a caseload of
identified patients, making sure that appropriate support is made available to them and their carers and
ensuring that their changing needs are addressed. They focus on delivery of the Comprehensive Model
for Personalised Care to reflect local priorities, health inequalities or population health management risk
stratification (NHS HEALTH England — Care Coordinator).
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