
Coordination of Care 

WHAT IS COORDINATION OF CARE? 
• The deliberate exchange of communication of care activities between two or more participants involved in the 

member's care to achieve optimal treatment delivery and outcomes. 
• Collaboration should always include the member.   
• Care coordination aligns treatment plans and wellness goals creating treatment fidelity across settings and 

persons. 
• The goal of care coordination is to meet the member’s needs and deliver high-quality care through the exchange 

of information among treatment providers responsible for different aspects of care. 

COORDINATION OF CARE BENEFITS: 
• Improves outcomes for members and families 
• Helps facilitate more comprehensive treatment planning 
• Provides a holistic approach to care   
• Ensures appropriate dosage of prescribed services 
• Offers a comprehensive view of services for treating providers   
• Prevents potentially conflicting treatments and multiple treatment plans   
• Aligns resources to member’s needs 

WHO SHOULD COORDINATE CARE: 
Care coordination may include a variety of individuals on the treatment team based on the member’s unique needs. 
Clearly defined roles and an understanding of these roles can help all members of the care team communicate 
effectively and efficiently. This collaboration allows for a holistic view of treatment enabling the ability to identify 
potential barriers towards treatment success.   

• Behavioral health providers (e.g., Counselors, Social Workers, Therapists, Psychiatrists) 
• Physical health providers (e.g., PCP, Pharmacist, Neurologist) 
• Specialty care services (e.g., Dentist, Optometrist, ENT, Dietician) 
• Therapy services (e.g., Physical Therapists, Occupational Therapists, Speech Therapy) 
• Educational and community supports (e.g., Teachers, School Psychologists, caregivers) 
• Family members   

CONSIDERATIONS: 
• Release of information must be signed by the member or their guardian prior to any outreach 
• Method of care coordination that is most appropriate based on member’s need (e.g., phone, fax, meeting) 
• Request and review records from previous or current providers to align care and member’s needs 
• Notify member and/or guardian about coordination occurring 
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