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POSITION DESCRIPTION 
 

POSITION TITLE 

Locality Care Coordinator (LCC) – Nelson 0.6 FTE 

POSITION PURPOSE 

The development of the locality coordinated care approach will be supported with Locality Care Coordinators 
(LCC), who will strengthen and establish, where needed, team working across multiple services and providers. 
These roles will provide support and leadership to the team in developing common health objectives set by the 
person/whanau that each team member (including the client) will work towards. 
 
Where a coordinated team is formed around a person/whanau, a team member will be identified to take on a role 
of primary connector for the person. This “go to” person will be the best fit for the person/whanau. It is expected 
that those working in the locality coordinated care approach will have the required core cultural competency to 
effectively engage and work respectfully across cultures. The primary purpose of this position is to contribute 
towards establishing and embedding a care coordination approach to care delivery across the Nelson locality (see 
Appendix 1). 
 

As a developmental and transitional role, initially the impetus will be for the LCC to establish the networks, 
processes, and progression of the care coordination model within the locality.  

This foundation work will be guided and supported by a project resource for the start-up period. Following the 
initial period, the LCC will provide day to day coordination in the locality within the Strengthening Coordinated 
Care Project.  

 
The Locality Care Coordinator is responsible for: 
 

 The embedding of systems and processes for the successful delivery of locality-based care coordination 
 Supporting and promoting successful and functional locality-based care coordination teams 
 Working within and across health and social service providers in the Nelson locality, to coordinate care for 

those people who are referred for locality care co-ordination. 
 
The LCC will have a deep understanding of the principles behind inter-disciplinary practice versus multi-disciplinary 
practice. They will be able to provide support and leadership to the team in developing common health objectives 
that each team member (including the client) will work towards.   

TREATY OF WAITANGI 

Marlborough Primary Health is committed to its obligations under the Treaty of Waitangi. As an employee, you are 
required to give effect to the principles of the Treaty of Waitangi – Partnership, Participation and Protection. 

BACKGROUND OF POSITION 

The Strengthening Coordinated Care project is part of the Models of Care programme working to meet the future 
health needs of people in the Nelson Marlborough region by improving and transforming healthcare delivery.  

A solid set of values underpin our approach to strengthen coordinated care for the people of Nelson Marlborough. 
These values inform our approach to planning and delivering care  and the tools that help us deliver health and 
well-being and are decribed in our Strengthening Coordinated Care: A Framework for Delivery (see Appendix 2) 
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Coordinated care is provided across a range of service models with increasing levels of integration between the 
health provider as well as with the client and whanau receiving the service.  There are 
various examples of coordinated care across a range of existing services.  The 
Strengthening Coordinated Care process is designed to ensure people are identified 
and provided with the right level of coordination for their presenting needs.  

A person would be expected to progress through the ‘hierarchy’ in either direction 
as required, i.e. if intervention is successful in achieving their goals the person 
may move down the hierarchy, if not they move up the hierarchy. 

 

KEY TASKS & PERFORMANCE OUTCOMES 

Responsibilities  PERFORMANCE OUTCOMES 

Locality Care Coordination  Simple referrals systems are developed and are managed in a 
timely and efficient way 

 Common objectives that every member of the team shares 
responsibility for are developed 

 Locality meetings are scheduled and coordinated in a timely and 
efficient way through the coordination and distribution of agenda’s 
and relevant client information 

 Meeting outputs, administrative tasks and actions are recorded 
and communicated in a timely manner to the care team 

 Meeting outputs and actions are monitored, followed up on and 
updated as necessary 

 Shared Care Plans are updated from the Locality meeting by the 
appropriate delegated member of the care team 

 Clear documentation of the measurable outcomes against the 
common objectives 

General Practice Team Relationships  Regular general practice team huddles are attended i.e. HCH 
practices  

 Relationships are well established with general practice clinical 
teams 

Relationship Management Locality 
Care Team 

 Key relationships with NMH providers are developed and 
maintained (District Nurses; Public Health Nurses; Allied Health 
providers etc) 

 Key relationships with private business owners e.g. Pharmacists; 
Physiotherapists are established and maintained 

 Key relationships with Maori and Pacific health providers are 
developed and maintained 

 Broad knowledge of social services, budgeting, education and 
income support services is developed and maintained 

 Relationships with intersectoral links e.g. WINZ, Social Welfare, 
ACC, Housing NZ etc. are established and maintained  

 Referrals to relevant services are supported and coordinated 
Evaluation and Reporting  Evaluation metrics and refinement of the locality care coordination 

approach are developed and achieved 
 Progress reports to all identified parties on a regular basis is 

achieved 
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Reducing Health Inequalities  Support team members to advance the health and social wellbeing 
of clients accessing services and support a reduction in health 
disparities and inequalities. 

Nga Tikanga Maori 
 

 Te Reo utilised whenever possible 
 Cultural practices of Māori, such as Te Reo, Powhiri, 

Whanaungatanga, Whānau ora, Karakia, Waiata, Wairuatanga and 
Manaakitanga are demonstrated 

 Tino Rangatiratanga is encouraged in all professional relationships 
Health and Safety 
 

 Active involvement in the identification and management of 
Health and Safety issues, risks, policies and reporting processes 
applicable to the Locality work-related environments 

Professional Accountability Professionally proficient and accountable clinician: 
 
 Requirements of the clinicians professional and registering body 

are met. 
 Current APC (annual practice certificate) is held. 
 Participation in regular supervision. 
 Adherence to professional code of ethics and knowledge of any 

legal guidelines relevant to practice demonstrated. 
 Relevant training is attended. 
 Engagement in CPD (continuing professional development). 
 Clinician seeks appropriate professional and collegial support 

General  Strict confidentiality is maintained 
 Other duties as negotiated with your Manager 

RELATIONSHIPS 

Reports to: General Manager Primary Care MPH  

Internal Relationships:  PHO and NMDHB Health Hub staff 
 Members of the locality MDT 
 Health Care Homes general practice teams, participating in the 

locality MDT demonstration  

External Relationships:  Patients/relatives/whanau 
 Maori and Pacific provider organisations  
 Secondary (NMH) services (District Nursing, Physio, OT, Social 

Workers, other Allied Health providers 
 Social Services  
 Model of Care teams 
 Non-Government community organisations  
 Government and community social agencies 

Signed by Employee: Signed for and on behalf of the Employer: 

Name: Name: 

Signature: Signature: 

Date: Date: 
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Appendix 1 
 

PERSON SPECIFICATION 
 
 
QUALIFICATIONS  
 
Essential  
 Holds a current full driving licence  
 Current practicing certificate 
 
 
EXPERIENCE  
 Minimum of 3 years post qualifying experience in health 
 Experience in health services collaboration and coordination 
 Experience working in a care coordination or an MDT or IDT model of healthcare delivery 
 Experience using new information technology 
 
 
SKILLS and ATTRIBUTES  
 
 Able to work effectively and independently as well as part a team 
 Highly organised and able to set up and maintain required systems and processes 
 A self-starter who is innovative and can make things happen 
 Excellent communication skills with the ability to demonstrate active listening skills 
 Experience in facilitating meetings 
 Experience in recording action-based notes 
 Ability to follow a task through to completion and the ability to prioritise competing demands 
 Can demonstrate sound problem-solving skills and is solution focused 
 Positive attitude with a realistic outlook 
 Energetic and motivated, demonstrating flair and initiative 
 A good sense of humor 
 Adaptable and flexible in the work environment, with an ability to think laterally  
 Open to change and willing to adopt and initiate change  
 Takes ownership of own decisions in order to meet responsibilities of the role 
 Have a strong cultural awareness to support our diverse community 
 Works from a strong values base 
 Has the ability to work closely and collaboratively with key stakeholders 
 Intermediate knowledge of Microsoft Office applications i.e. Word, Excel, PowerPoint and Outlook 
 Keeps up to date with available information technology relevant to position 
 Understands and complies organisational technology policies 
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Appendix Two: Strengthening Coordinated Care: A Framework for Delivery 
 
Strengthening Coordinated Care: A Framework for Delivery 
 
 “It is more important to know what sort of person has a disease than to know what sort of disease a 
person has.” Hippocrates 
 
A solid set of values underpin our approach to 
strengthen coordinated care for the people of 
Nelson Marlborough. These values inform our 
approach to planning and delivering care  and 
the tools that help us deliver health and well-
being.  
                                            
VALUES       
Personalised (what matters to you) 
Care becomes stronger when it starts with understanding the whole of person/whānau. Valuing what 
matters to an individual/whānau is one of the foundations of collaborative and coordinated care. A 
person-centred system supports people to make informed decisions about, and successfully manage 
their own health and care, including when to let others act on their behalf.1 
 
Kotahitanga (unity) 
Collective action and reciprocity underpin successful coordinated care. Unity of purpose and action 
drives improved health and well-being. Understanding the whole person, their whānau, and their 
context allows person-centred care to flourish. Practitioners work in partnership with the 
person/whānau, to deliver coordinated care is safe, skilled, compassionate and equitable. 
 
Compassion and kindness  
Everyone benefits when relationships among and between 
individuals/whānau and care teams are resilient, caring, 
respectful and generous in spirit.  It is as important to be 
adding life to years as years to life. 
 
Mana-enhancing (Empowering)  
Building on the strengths of individuals, whānau, groups and 
communities, helps people to live well, be well and get well. 
This in turn encourages people/whānau to be partners and 
co-producers of their own support and well-being. 
 
Continuity (connected over time) 
Continuity enhances the quality of care over time. 
Individuals/whānau know who to turn to when needed. The coordinated care team knowing and 
trusting each other creates both a seamless service and a seamless experience of care. 

 
1  Harding E, Wait S and Scrutton J (2015) The state of play in person-centred care: A pragmatic review of how person-centred care is defined, 
applied and measured, featuring key contributors and case studies across the field. The Health Policy Partnership  
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APPROACH 
“We will be successful when we have a system that delivers the same high-quality health outcomes and 
wellness for all people to reach their full potential no matter where they live, what they have or who 
they are“2 Ministry of Health 2019 
 
Starting with what matters to the person/whānau 
“My care is planned with people who work together to understand me and my carer(s), put me in 
control, coordinate and deliver services to achieve my best outcomes”3 
Coordinating care requires identifying and addressing the unique needs of the patient/whānau and 
aligning the planning and delivery of care with patient/whānau values and aspirations. Caring starts with 
conversations that acknowledge all involved in both delivering and accepting care bring their history, 
their present and their dreams for the future. Understanding and valuing this is the first step in 
collaborative and coordinated care. 
 
Driven by local knowledge 
The people who know the assets of a community needed to plan and deliver coordinated care are the 
people who live, work and interact in those communities. People with this local expertise can make the 
necessary connections and partnerships to build better health and wellbeing outcomes for individuals 
and communities.  
 
Sustainable and flexible 
Caring will make best use of available resources ensuring maximum value for maximum impact. Funding 
will support coordinated care in the most appropriate setting and will ensure greatest benefits and 
returns on investment. 
 
Effective networks with high trust 
“Without trust we don’t truly collaborate; we merely coordinate or, at best, cooperate.”  
Stephen R. Covey, author of The 7 Habits of Highly Effective People 
Coordinated care depends on local networks starting to work across traditional service and organisation 
boundaries, sharing knowledge of their local communities and trusting in each other’s abilities to deliver 
care.  
 
Ease of Access  
It must be easy for people to access the care they need. Already extensively used in the mental health 
and addictions field, the concept of “any door is the right door” will support ease of access for 
coordinated care.  
 
It is never acceptable to wait for people/whānau to seek help only when they are unwell, troubled or in 
distress. Our coordinated care approach will be visible in the places where people live, work and 
interact. Our approach will make it easier for people/whānau to get the help they need.  
 
Collaborative (unity across providers) 
The care team works across traditional boundaries. Being from different organisations or clinical 
backgrounds will become an asset, not a barrier. The coordinated care team comprising multiple health 
care providers will work with the client, integrating their knowledge and expertise with that of the 
client. A co-ordinated care team provides the forum for sharing early thinking, input and expertise to 
develop and deliver a collaborative plan. 
 

 
2 Achieving Equity in Health Outcomes: Summary of a discovery process. Ministry of Health 2019. 
3 A Narrative for Person-Centred Coordinated Care: National Voices 2013  
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Care plans and records must be readily accessible to all team members and to people/whānau who 
need access to their health information to participate and deliver a shared set of goals and tasks. 
DELIVERY  
The coordinated care approach requires the right set of people, tools and processes working 
harmoniously and seamlessly.  
 
PEOPLE 
Service development and design 
Patients/whanau will be invited to co-design the locality coordinated care delivery model. Their 
experiences and aspirations will inform both the delivery and experience of care. This joint design with 
providers will ensure the best fit between local need and co-ordinated care team configuration. 
Understanding the patient/whanau experience will also be an integral element of the evaluation of the 
progress of delivering coordinated care.  
 
Service delivery 
 

  
The developing the coordinated care approach will be supported with Locality Care Coordinators (LCC), 
who will strengthen, and establish where needed, team working across multiple services and providers. 
These roles will provide support and leadership to the team in developing common health objectives set 
by the person/whanau that each team member (including the client) will work towards. 
 
Where a coordinated team is formed around a person/whānau the team will identify a team member 
who will take on a role of primary connector for the person. This “go to” person will be the best fit for 
the person/whanau. It is expected that those working with a coordinated care approach will have the 
required core cultural competency to effectively engage and work respectfully across cultures and 
communities. 
 
TOOLS 
Identification  
This project is aimed at supporting people with complex health conditions using an enhanced person-
centred approach. The most vulnerable people in our community are typically those least able to find 
their way to the services they need. Through the use of risk stratifying tools, strengthening 
communication between services providers and developing a tiered management approach across the 
system for patients with complex issues. The focus of the coordinated care approach is to work with 
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those people with the greatest need and to refer those requiring less intensive coordination to the 
appropriate services. 
 
 
Assessment – Asking the right questions 
The essential starting point for coordinated care planning and delivered is deceptively simple. Asking 
“what matters to you?” as the start point helps build understanding relationships.  Duplication and 
repetition of assessment questions adds little value. Asking the questions to illuminate and inform care 
planning will add value to the way care is planned, organised, delivered and evaluated.  
 
 
PROCESSES 
Communication - Meetings 
Establishing meetings is now easier than ever with the ready availability of cloud-based video-
conferencing software applications. For Nelson Marlborough, the preferred solution is the use of Zoom 
Video conferencing software which maximises the opportunities for the whole team to participate as 
and when needed with minimal disruption associated with having to travel and attend an in-person 
meeting. 
 
Communications – messaging and referrals 
The ability to readily message within and outside coordinated care teams will be supported by clear 
protocols about the sharing of information across the team.  Secure email compliant with the June 2019 
Ministry of Health advice will be used for messaging. 
 
Shared information – plans and actions  
Shared Care Plans will be one of the foundation tools to develop and monitor achievement of the 
patient/whanau coordinated care. This will require all providers to have access to the 
systems/platforms where this information will be held. The use of Health One and Health Connect South 
will be adopted in the first instance, while other alternatives and options continue to be explored. Key 
tasks and progress notes will be recorded in the Shared Care Plan.  
 
EVALUATION 
The expected benefits identified for delivering strengthened coordinated care are:  
Improved patient participation & experience 
Early, structured support for patients with complex health & social issues 
Patient care delivered in most appropriate setting 
Workforce satisfaction & efficiency gains 
 
A corresponding set of measures will be used to measure progress in both process and outcomes. We 
will know that we are succeeding when people/whānau tell us and show us that they are achieving their 
health goals. We will use a combination of qualitative and quantitative approaches.  
 
Change will also be supported by the use of improvement methodology. . Appropriately scaled tests of 
change will be used as part of an iterative approach that is flexible and responsive will be adopted.  
 
 
 
 
 


