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: Written Report
Care Coordinator Role in Health and Social Care
1.1 Introduction
The chosen role for this report is Care Coordinator in health and social care. This role has been selected because coordinated support is essential for people with complex needs, long-term conditions, frailty, or involvement with several services. A Care Coordinator helps people navigate the health and care system, links professionals together, and supports personalised care planning (NHS England, 2023). This report will describe the background and duties of the role, evaluate three key skills needed for effective practice, and discuss strategies that can improve these skills. It will also explain why effective care coordination contributes to safer, more person-centred and joined-up care.
1.2 Description of, and background to, Care Coordinator in healthcare
Care Coordinators work across health and social care services to help people receive the right support, from the right professionals, at the right time. NHS England (2023) explains that Care Coordinators help people navigate care, assess changing needs, support personalised conversations, and bring together multidisciplinary teams. This is important because many people do not receive care from one service only. For example, an older person with diabetes, reduced mobility and social care needs may need support from a GP, district nurse, social worker, family carer, pharmacist and voluntary sector service. Without coordination, information can be repeated, appointments may be missed, and care can become fragmented.
The main duties of a Care Coordinator include contacting people and families, gathering information about needs, helping to create personalised care and support plans, arranging referrals, sharing information appropriately, and following up changes in a person’s situation. The role is especially important for people with multiple long-term conditions because NICE (2017) states that adults with multimorbidity should know who is responsible for coordinating their care. The most important duty is therefore to act as a reliable link between the person, carers and professionals so that care is joined up and centred on what matters to the individual. Key skills include communication, organisation, teamwork, digital record keeping, confidentiality, empathy and problem solving.


1.3 Evaluation of the skills needed for Care Coordinator in healthcare
The three most important skills for a Care Coordinator are communication, organisation and person-centred problem solving. Communication is important because Care Coordinators must speak with people using services, families, carers and professionals in a clear, respectful and sensitive way. NHS England (2023) explains that Care Coordinators support personalised conversations, joint working and the effective flow of information. In practice, this means listening carefully to what matters to the person, explaining appointments or referrals in simple language, and sharing relevant information with the right professionals. For example, if an older person is worried about managing medication at home, a Care Coordinator needs to listen, check understanding, and communicate the concern to the GP, pharmacist or district nurse. Without good communication, important information may be missed, the person may feel ignored, and staff may not understand what support is needed.
Organisation is also essential because Care Coordinators often manage several tasks at the same time, such as referrals, care plan updates, telephone calls, appointments and follow-up actions. NICE (2017) states that adults with multimorbidity should know who is responsible for coordinating their care, so the Care Coordinator must keep clear records and make sure responsibilities are agreed. This helps nurses, carers and support workers do their jobs better because they can see what has already been arranged and what still needs action. For example, after a multidisciplinary meeting, the Care Coordinator may record that the nurse will review wound care, the social worker will assess home support, and the family will be updated. If organisation is poor, referrals may be delayed, actions may be duplicated, and the person could experience fragmented or unsafe care.
The third skill is person-centred problem solving. This skill has been chosen because health and social care situations can change quickly, especially when people have long-term conditions, frailty or complex social needs. SCIE (n.d.) explains that care planning should involve the person and keep their wishes at the centre of care and support. A Care Coordinator therefore needs to think about practical solutions that match the person’s needs, choices and risks. For example, if a person is missing appointments because they cannot travel easily, the Care Coordinator might explore transport support, telephone reviews or community services. This helps staff work more effectively because the plan becomes realistic and focused on the individual rather than only on service routines. If a Care Coordinator lacks problem-solving skills, difficulties may continue, professionals may work separately, and the person may lose confidence in the service.
Overall, these three skills are linked because effective care coordination depends on understanding the person, organising support and solving barriers to care. Communication builds trust, organisation keeps care safe and consistent, and problem solving helps services respond to real-life needs. Together, they allow nurses, carers, support workers and other professionals to work as one team around the person. If these skills are weak, the impact can include missed information, delayed care, repeated assessments, confusion for families and poorer outcomes for people using services.
1.4 Strategies to improve the skills for Care Coordinator
One useful strategy is structured training in care coordination and personalised care. NHS England (2023) recommends minimum training standards for Care Coordinators, including accredited care coordination training and learning on personalised care and support planning. Training improves knowledge of role boundaries, safeguarding, communication, confidentiality and shared decision-making; and therefore, problem solving. For example, training can help a Care Coordinator ask open questions, identify what matters to the person, and record agreed actions clearly. This strategy is important because it creates consistency and helps workers practise safely and effectively, improving both organisational and communication skills.
A second strategy is regular supervision and reflective practice. Supervision allows Care Coordinators to discuss complex cases, check decisions, receive feedback and identify further learning needs. This is particularly useful where a person has changing needs, safeguarding concerns or involvement from several services. Reflective practice can improve communication and problem solving because it encourages workers to consider what went well, what could be improved and how the person’s voice was included. The Care Quality Commission (2026) stresses that good, coordinated care depends on services working together around individual needs, so supervision can also help staff recognise when partnership working is not effective.
A third strategy is using multidisciplinary team meetings and shared care planning tools. These improve teamwork by giving professionals a clear space to share updates, agree responsibilities and avoid duplication. This strategy links directly to key Care Coordinator skills because it requires clear communication, organisation and problem-solving. For example, during an MDT meeting, a Care Coordinator must communicate effectively with nurses, social workers, GPs and family members so that everyone understands the person’s needs and the actions agreed. They also need strong organisational skills to record decisions, track referrals and make sure follow-up actions are completed. The King’s Fund (2022) explains that integrated care systems aim to improve outcomes, reduce inequalities and support collaboration between NHS organisations, local authorities and other partners. In everyday practice, a Care Coordinator can use MDT meetings to clarify who will contact the person, who will review medication, and who will arrange social care support. This shows how the strategy strengthens person-centred problem-solving, because the Care Coordinator helps different services work together around the individual’s needs rather than working separately. These strategies have been chosen because they directly develop the skills Care Coordinators need most: communicating clearly, staying organised, and solving problems in a person-centred way.  

1.5 Conclusion
In conclusion, the Care Coordinator role is important because it supports safe, joined up and person-centred care for people who may otherwise experience fragmented services. The role requires strong communication, organisation and person-centred problem-solving skills. These skills help professionals work together, support people to understand their care, and reduce the risk of missed information or delayed support. Training, supervision, reflective practice and multidisciplinary working are effective strategies for improving these skills. Overall, effective care coordination can improve the experience of people using services and support better outcomes across health and social care.
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