Sample Job Descriptions

CARE NAVIGATOR JOB DESCRIPTION

The Care Navigator will work to initiate treatment services and support treatment success for Health Engagement Hub clients. This position serves as a client advocate, supporting the client in OUD treatment and providing referrals to a range of social service and health care providers. The Care Navigator works collaboratively with an interdisciplinary care team, including prescribing providers, care managers and/or other care navigators. Building rapport and trust with clients, the care team and other community supports is crucial for success in this position.
Skills and General Responsibilities
· Conduct outreach to agencies and individuals to identify appropriate referrals into the program.
· Help clients understand and select medication treatment options.
· Work with clients to assess other health care, SUD treatment and psychosocial needs. Provide direct referrals to agencies agreeable to the client to address these concerns.
· Help clients connect to these services (can include making referrals, facilitating or directly providing transportation, coordinating and accompanying clients to appointments, etc.)
· Follow up and attempt to reconnect with clients who have disengaged from services.
· Provide client education about health, mental health, OUD treatment, harm reduction and general wellness. Assist clients in becoming effective self-advocates in the healthcare system.
· Coordinate closely with clients’ care team to support engagement with care.
· Directly facilitate transition to other care settings or more intensive services as needed. Follow up to ensure transitions have been successful.
· Document all care navigation activities as required by hiring agency (in electronic health records, treatment plans, other tracking systems, etc.).
· Liaise with other community service providers and stay knowledgeable about community resources.

Qualifications
· High school diploma or GED required. Certificate in Chemical Dependency, AA or BA in human services/psychology/social work desirable. Personal experience may also substitute for education.

Other Useful Skills and Experience
· Experience working with individuals experiencing mental illness and/or substance use disorders.
· Thorough understanding of substance use disorders and expertise negotiating health care systems.
· Strong communication and interpersonal skills.
· Experience in forging effective collaborations with individuals and agencies.
· A nonjudgmental, person-centered focus and ability to work with people from different backgrounds.
· Ability to maintain appropriate personal and professional boundaries.
· Experience using electronic health records or other health information tracking tools.
· Valid driver’s license.






NURSE CARE MANAGER JOB DESCRIPTION

The nurse care manager clients receiving medications to treat opioid use disorder. Duties include assessment, intake/admission, evaluation, triage, teaching, medication induction and stabilization, and monitoring of clients. The nurse care manager collaborates with prescribers, care navigators and mental health coordinators to assist clients and support their referral needs.

Skills and General Responsibilities
· Assess and monitor clients with substance use disorder in the induction, stabilization, and maintenance phases of treating clients with medications for opioid use disorder.
· Ongoing management of clients receiving treatment medications. Assessment of signs and symptoms of opioid withdrawal using opioid withdrawal scales.
· Ongoing client education and support in all phases of treatment including toxicology screens, routine labs, medication teaching, monitoring, observed dosing, and medication refills.
· Follow Federal and State guidelines for opioid use disorder treatment, including but not limited to: HIPPA, SAMHSA, DEA, and WAC/RCW. 
· Confidential use of the Washington State Prescription Drug Monitoring Program database.
· Ongoing coordination of client care plans with the Health Support Team to address complex, co-occurring/co-morbid client needs.
· Collect and report pertinent program data using appropriate assessment techniques.
· Provide referral, transfer, and/or warm hand-off to other community services including addiction, mental health, and primary care.
· Communicate effectively and professionally with external healthcare teams (i.e., Physicians, Healthcare Providers, and Healthcare Professionals).
· Work with clients with special needs, non-English speaking, emotionally distressed, experiencing homelessness, and their families.
· Demonstrates strong communication skills and clinical proficiency in managing complex situations; ability to perform triage functions, take substance use and medical history.
· Demonstrates professional conduct, flexibility, reliability, and accountability.
· Demonstrates leadership ability and has experience and willingness to lead change.
· Provide stage one and two wound care using standard infection control techniques.

Care Management Duties and Responsibilities
· Analyze data and monitor client progress over time. Revise care plan as needed.
· Utilize client communications strategies, e.g., motivational interviewing. Involves the client in developing a plan of care, goals, or other specific measures pertinent to their health condition.
· Assess client readiness for change and collaborates with client to develop self-management goals.
· Actively participate in all leadership team activities.
· Act as a liaison between clinics, hospitals, and community resources, as needed.
· Serve as an educational resource and provide consultation.
· Maintain job specific licensure and certifications.


MENTAL HEALTH COORDINATOR JOB DESCRIPTION

The Mental Health Coordinator (MHC) helps clients who use opioids and/or stimulants to initiate and stay engaged with mental health services, including in-person and telehealth options. A great MHC has a harm reduction approach and a nonjudgmental, person-centered focus, the ability to work with people from different backgrounds, and a knowledge of a variety of mental health treatment approaches. This position works collaboratively with an interdisciplinary care team, including prescribing providers, psychiatric consultants, care managers, care navigators, and staff of syringe service programs. Building rapport and trust with clients, the care team, and other community supports is crucial for success in this position. 

Duties and Responsibilities 
· Support the mental and physical health care of clients on an assigned client caseload. Closely coordinate care with the client’s medical provider and, when appropriate, other mental health providers. 
· Screen and assess client for common mental health and substance use concerns. Facilitate client engagement and follow-up care.
· Provide client education and decision-making support on treatment options for mental health and substance use concerns. 
· Provide or facilitate in-clinic or outside referrals to care as clinically indicated. 
· Provide emotional support and brief behavioral interventions using a harm reduction framework and evidence-based techniques such as Contingency management and/or incentives, motivational interviewing, behavioral activation, problem-solving skills, or other skills as appropriate. 
· Support psychotropic medication management as prescribed by medical providers, focusing on treatment adherence monitoring and effectiveness of treatment. 
· Participate in regularly scheduled (usually weekly) caseload consultations.  
· Document client progress and care recommendations in EHR and other required systems. 
· Attempt to reconnect with clients who have disengaged from clinical and/or social services. 

Qualifications 
· High school diploma or GED required. 
· Substance Use Disorder Professional (SUDP) or Substance Use Disorder Professional Trainee (SUDPT) certification, BA/BS or MA in human services/psychology or BSW/MSW desirable. Personal experience may also substitute for advanced education. 

Other Useful Skills and Experience 
· Strong communication and interpersonal skills. 
· Experience in forging effective collaborations with individuals and agencies.
· Enthusiasm to work with underserved and oppressed populations. 
· Commitment to addressing stigma and structural racism. 
· Experience using electronic health records or other health information tracking tools. 
· Valid driver’s license.  
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