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Background. 27 percent of PHC providers in Poland employ the healthcare coordinator.
Objectives. The aim was to determine the expected competencies of the coordinator in light of the needs of employers and the pos-
sibilities of an educational system.
Material and methods. In the first stage, 24 study programs were analyzed in terms of qualifications of a new profession. In the second, 
a survey was conducted to assess the usefulness of knowledge, skills and social competencies among the representatives of 22 PHC 
providers. In the third, an expert panel developed the key competencies of the coordinator.
Results. The analysis identified a number of new, unique qualifications. In the area of knowledge: understanding of work in PHC includ-
ing new concepts (patient-centered care, value-based care, deinstitutionalization), population approach, key healthcare measures, 
interpersonal and health communication, basics of clinical work of all members of an interdisciplinary team, reporting of services. In 
the area of skills: communication using call-center systems, organization of teamwork, identification of patients for HC interventions 
in IT systems, effective recruitment, evaluation of PHC activities, health coaching and advocacy, providing health campaigns in social 
media. With regard to social competencies: the coordinator should build and maintain permanent relationships between the members 
of an interdisciplinary teams, be open to changes and new solutions, can be a guide for a patient and has a patient-centric attitude.
Conclusions. We defined the professional profile of an iPHC coordinator as a guide oriented on patient’s needs, who is open to changes 
and innovations and who is effective in communication and interdisciplinary team-work.
Key words: primary healthcare, integrated care, health workforce, organization and administration, professional competence, delivery 
of health care.
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Background

In times of shortage of medical staff and growing health 
needs, medical-related staff can contribute to reducing the ex-
cessive burden on the healthcare system. Competent, skilled and 
experienced employees constitute strategic resources of medi-
cal entities [1]. Qualifications and competencies of this group 
should be perceived as valuable capital of an entity that can be 
managed in order to build a competitive advantage [2, 3].

Recently, primary health care in Poland has undergone pro-
found changes due to the implementation of coordinated care. 
Pursuant to the Act of October 27, 2017, on Primary Health 
Care, coordination of health care consists in integrating the pro-
vision of healthcare services at all stages and in all elements of 
healthcare implementation, using ICT systems, with particular 
emphasis on the quality and effectiveness of the services pro-
vided. Coordination is provided by a  primary care physician 
in cooperation with a  primary care nurse and a  primary care 
midwife [4]. In October 2022, the basket of guaranteed services 
in PHC was expanded to coordinated care services in selected 
chronic diseases: arterial hypertension, heart failure, chronic 

ischemic heart disease, atrial fibrillation, diabetes, bronchial 
asthma and chronic obstructive pulmonary disease, hypothy-
roidism and single and multiple nodules thyroid. In order to di-
agnose and treat the abovementioned diseases, an additional 
budget was launched for imaging and laboratory diagnostic 
tests, consultations with specialists (cardiologists, diabetologist, 
pulmonologists, endocrinologists), educational and dietary ser-
vices and annual medical check-up aimed at the development of 
individual medical care plans [5].

The coordinator plays a key role in coordinated health care. 
Pursuant to the provisions of the Act on Primary Health Care, 
the obligation to create a PHC team by December 31, 2024, was 
introduced. Only until then can a patient choose a PHC doctor, 
nurse or midwife who is not a member of an interdisciplinary 
team. This provision actually means an obligation to coordinate 
the team’s work, and it should translate into a comprehensive 
approach to the introduction of the profession of the coordina-
tor in the primary care [4]. Paragraph 14 of the PHC Act regu-
lates the coordinator’s tasks, which include organization of the 
provision of health services, including provision of information 
about this process and cooperation between persons providing 
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health services. The scope of the coordinator’s tasks is specified 
more thoroughly in the regulation of the President of the Polish 
National Health Fund [6].

An important issue related to the implementation of coor-
dinator’s tasks is described in the Resource Based View, which 
considers resources as the basis for the efficiency of systems 
and organizations [7]. The definition of ‘resources’ in scien-
tific literature is not clear, and depending on the perspective, 
an economic approach is adopted (production, labor, land and 
capital; however, the this list is often extended to organization 
or entrepreneurship, which take into consideration the value of 
knowledge) or an approach popular in management science is 
adopted, which distinguishes four categories of organizational 
resources: human, information, material and financial resourc-
es. In this approach, special attention is paid to key competen-
cies or outstanding abilities. Abilities (skills) are knowledge and 
what is necessary to take action [8], and competencies [9], 
which define the ability to perform an action, are the result of 
appropriate compilation of resources and abilities. 

The Polish education and training system deal with these 
issues in a  slightly different way. The Polish Qualifications 
Framework (PRK), like the European Qualifications Framework, 
consists of eight levels. Each of them is described using general 
statements that characterize the requirements of knowledge, 
skills and social competences that must be met by persons 
with qualifications at a  given level. Differences between the 
levels are captured using universal characteristics. Knowledge 
includes understanding of facts, objects, phenomena, concepts 
and theories which are elements of both general and special-
ized knowledge related to the field of science or professional 
activity. Skills involve the ability to solve problems and apply 
knowledge in practice, e.g. perform tasks of various degrees of 
complexity, necessity to learn and communicate. Social compe-
tencies involve readiness to take on obligations that result from 
being a  member of various communities, cooperation, ability 
to assess the effects of one’s actions and taking responsibility 
for them [10]. The most common definition of a  competence 
in medical education is the one created by Frank et al. A com-
petence is a recognizable skill of a health professional that in-
tegrates many elements such as knowledge, skills, values and 
attitudes [11].

The competencies of a care coordinator have been the sub-
ject of research in countries where integrated care have been 
implemented, e.g. Finland, Great Britain, Canada and the USA. 
Nummela et al. [12] determined the competencies and skills 
of a  coordinated care worker in relation to four areas. One  
– client orientation: assess patient needs; discuss cultural or re-
ligious matters relevant to care; plan the goal of the treatment; 
register the client’s opinion; co-operate multiprofessionally in 
the planning; assessment and implementation of a service; ad-
vise of the use of digital services; adopt customer service ori-
entation in all encounters. Two – responsibility for personal or 
a loved one’s welfare: map resources to solve a problem; engage 
loved ones’ in planning; encourage to make life changes pro-
moting health or welfare. Three – access to the services: search 
for additional or alternative services; search for various forms of 
peer support; ensure that a client gets the support; intervene 
when the client faces disadvantages. Four – fluency and clarity 
of services: justify one’s stand to the patient by using evidence 
or research-based knowledge; document the client process in 
a client database; ensure the flow of client information within 
a service; guide the client ahead within a care chain; ensure the 
progress of the client’s treatment in the care chain; advise the 
client through digital services; estimate the costs of the service. 
NHS Health Education England [13] has defined a common set 
of competencies in the so-called care navigation and the role 
of the care navigator. The universal framework of competencies 
of the navigator (patient guide) has been developed in order to 
inform on the content and level of education required, as well 
as to plan the career paths of non-clinical staff in primary and 

secondary health care. The nine domains of the care navigator 
according to NHS England were: effective communication, en-
abling access to services, personalization, coordination and in-
tegration, building and maintaining relationships between pro-
fessionals, knowledge for practice, personal development and 
learning, working with data and information, professionalism.

The desired competencies of a  PHC coordinator can be 
found in job profiles that have no equivalent in Poland. This 
applies to a public health nurse in Canada, whose competence 
is, for example: participation in group/community/population 
health assessment and analysis identifying opportunities and 
risks by using multiple methods and sources of knowing in 
partnership with the client [14]. Qualifications in management, 
typical of a healthcare administrator in the USA, are also desir-
able [15]. An international literature review identified four key 
competence areas for primary care professionals: interprofes-
sional communication, interprofessional teamwork, leadership 
and patient-centered communication [16]. Another interna-
tional literature review [17] identified new areas of competence 
that have not been previously addressed, such as demonstrat-
ing inclusive leadership and professional responsibility, shared 
decision-making with the community, recognizing and solving 
health and social problems in the community, local planning of 
integrated care strategies, investing and securing local resourc-
es for life in the community, finding solutions based on the ideas 
and opinions of local residents, dialogue with representatives 
of community members taking into account general interests, 
cooperation with social organizations and local institutions, ef-
fective promotion of local services, helping the local commu-
nity cope with emergency situations and crisis, educating and 
monitoring the local community while practicing self-care, cre-
ating self-help groups. This study clearly emphasizes the com-
munity approach, where the recipients of care are members 
of a  community, community residents or not patients, as it is 
customarily assumed in Poland. This is due to the fact that in 
many countries, coordinators are responsible for both health 
and social care aspects, while in Poland, there is a division be-
tween the tasks and competencies of the employees of health 
and social care sectors [18]. The community-based approach in 
the coordinator’s work, which can be observed in a  review of 
international literature and is typical of de-institutional care, 
while the predominant model in Poland is the institutional care 
model. It should be noted that coordinated care that has been 
implemented in Polish primary healthcare entities is the first 
stage of integrated care. Changes aimed at the integrated care 
of a de-institutional nature, which combines medical care and 
social assistance, will most likely be the next changes that coor-
dinators should be prepared for. A holistic approach in the work 
of coordinators can be extremely useful in eliminating health 
inequalities, which constitutes a major challenge for the Polish 
healthcare system [19].

Currently, there are no statutory regulations in Poland re-
garding the qualification requirements for the profession of 
healthcare coordinator. In this respect, there are also no legal 
regulations of the Minister of Health, who is responsible for the 
health system, or the Minister of Family and Social Policy, re-
sponsible for the labor market, nor the Minister of Education 
and Science, responsible for the education system in Poland. In 
practice, anyone can become a PHC coordinator. According to 
the estimates of the Polish National Health Fund, 27% of 6,200 
PHC providers employ a coordinator. While the liberalization of 
legal requirements for pursuing professions brings a number of 
benefits [20–22], we must not forget about the risks related to 
the specific nature of the healthcare industry. Medical profes-
sionals, due to their constant contact with patients and their 
families, are of crucial importance for society and the life and 
health of patients. Medical professions require knowledge and 
skills in the field of health care, as well as certain personality 
traits that facilitate conflict-free performance of work and as-
surance of patient safety and satisfaction [23]. Currently, the 
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knowledge, skills and social competencies of coordinators are 
not verified either by the education system or by employers on 
the basis of documented qualifications. The aim of the study was 
to determine the competencies of the coordinator of integrated 
primary care as a new medical-related profession in Poland.

Material and methods 

In the first stage, a review of educational outcomes that may 
be applicable to this profession was performed. In the second 
stage, a survey was conducted to assess the usefulness of areas 
of knowledge, skills and competencies among employers. In the 
third stage, an expert panel developed the key competencies of 
the coordinator based on the outcomes of the first two stages.

The review of educational outcomes was based on the curri-
cula of 16 universities, departments of public health, and 8 uni-
versities, departments of healthcare management. The experts 
chose public health programs based on their knowledge and 
experience, and due to the results of the study, which showed 
that future public health graduates had knowledge about co-
ordination in public health, they were the only ones who knew 
the main assumptions of the profession of the coordinator [24].

The survey on employers’ assessment of the usefulness of 
the coordinator’s competencies was carried out using the CAWI 
(Computer-Assisted Web Interview). A  link with an invitation 
to complete the survey online was sent to the representatives 
of service providers who had signed a  contract for the provi-
sion of coordinated care and employed (regardless of the legal 
form) at least one PHC coordinator. The study was carried out 
in November 2022. Data was obtained from 22 out of 90 facili-
ties (24%) that were performing the coordinated care contract. 
Respondents assessed the usefulness of knowledge, skills and 
competencies by answering closed questions (Likert scale, rat-
ing from 1 to 5), and they listed additional competencies that 
they considered important in open questions. The participants 
of the survey were representatives of 22 integrated PHC provid-
ers. In this group, half were located in cities with over 50,000 
inhabitants, 6 were found in towns with less than 50,000 inhab-
itants, and 5 were located in rural areas. 5 of the surveyed enti-
ties had up to 5,000 active patient declarations (including 1,300 
and 1,590 declarations in two entities), 12 facilities showed 
5,000–10,000 declarations, and the remaining 5 entities had 
over 10,000 declarations.

The coordinator performed tasks related solely to the coor-
dination of care only in 6 facilities. In other facilities, the coor-
dinator also performed the work of medical registrar (5), nurse 
(3), midwife (1), medical assistant or secretary (3), other (IT spe-
cialist (1), nurse manager (1), doctor without the right to fully 
exercise their profession (1), dietitian (1)). In the study group, 11 
coordinators had higher education of the first cycle (bachelor’s 
degree), and 3 persons were in the process of completing mas-
ter’s studies. 9 coordinators had higher education of the sec-
ond cycle (master’s degree), and 2 coordinators had secondary 

school education. Among persons with higher education, edu-
cation related to health care was predominant. Other persons 
had education related to management, administration or mar-
keting. No one had education related directly to integrated care.

The key competencies of the primary care coordinator were 
developed using the expert method. The experts were repre-
sentatives of three different academic centers in Poland who 
were responsible for education at the departments of Health 
Sciences, had teaching experience of over 10 years and were 
experts of the Sectoral Council for Competencies: Health Care 
and Social Care, which was operating at the Polish Agency 
for Enterprise Development. The expert panel worked in two 
rounds. In the first one, each expert assessed the usefulness 
of the educational outcomes identified in the review of edu-
cational programs. In the second round, each expert assessed 
the competencies indicated in the employer survey. The follow-
ing scale of assessment of the competencies was used: useful, 
partially useful, not useful. Each expert made their assessments 
independently so as not to influence the others. A competence 
that was rated as useless by at least two experts was excluded.

Ethical consideration

Research was not based on human subjects, thus an opinion 
from the ethics committee to perform the study was not required.

Results 

The review of curricula of public health faculties at the de-
partments of Health Sciences identified five universities that 
included coordinated care in the study programs, subjects or 
specializations. A  review of healthcare management curricula 
showed that two universities included the topics of coordinated 
care. At one university, a  subject related to coordinated care 
was identified in the faculty of Emergency Medical Services. The 
review showed that only one university had created a  faculty 
dedicated to medical coordinator. One university launched first-
cycle degree studies called Medical Coordinator, while another 
ran a  specialization path in coordinated care. The abovemen-
tioned review showed 10 thematically homogeneous areas of 
knowledge, 8 coherent skills and 7 social competencies which 
were assessed by employers in terms of their usefulness in the 
professional work of the primary care coordinator.

The results of the assessment of the usefulness of areas of 
knowledge in the work of a PHC coordinator are presented in 
Table 1. In the open question on the areas of knowledge that 
the coordinators should have, which were not included in the 
closed questions, the respondents indicated: practical aspects 
of coordinated care in individual dispensary groups, statistics in 
health care, population problems, psychology, patient educa-
tion, disease prevention, contemporary concepts and trends in 
health care (including patient centered care, value-based care), 
population approach in primary health care.

Table 1. Employers’ assessment of the usefulness of certain areas of knowledge in the work of the PHC coordinator
1 2 3 4 5 Average

Economics and financing in health care 2 6 4 7 3 3.1
Public administration in health care 2 3 6 6 5 3.4
Telehealth and e-health 2 2 2 9 7 3.7
Clinical aspects of care, e.g. rules of diagnosis and therapy of selected diseases 1 0 9 6 6 3.7
Organization and management 1 4 6 2 9 3.7
Medical law and healthcare law 2 4 0 8 8 3.8
Coordinated care in Poland and around the world: theoretical foundations 1 3 3 6 9 3.9
Personal data protection 1 2 3 5 11 4.0
Principles of the functioning of healthcare system 1 2 3 5 11 4.0
Interpersonal communication 2 1 0 5 14 4.3
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The results of the assessment of the usefulness of the skills 
of PHC coordinators are shown in Table 2. The skills that were 
not assessed but were important in the respondents’ opinion in-
cluded: cooperation with public administration institutions and 
NGOs in holistic patient care, work organization, use of IT tools for 
coordination and monitoring of care, teamwork, evaluation and 
assessment of preventive programs, assertive and empathetic 
approach to patients, the art of talking to patients and the ability 
to speak about prevention, communication using call-center sys-
tems, implementation of health campaigns in social media.

The results of the assessment of the usefulness of social 
competencies of PHC coordinators are shown in Table 3. In the 
open question about the competencies that were not listed as 
options to choose from, the respondents mentioned high per-

sonal culture, ability to cope with stress, openness to changes, 
listening to the team’s opinion, empathy, promotion of healthy 
behaviors, ability to cope with stress, creativity, self-confidence, 
ability to learn quickly, leadership, ability to deal with difficult 
patients, ability to influence others, management of the effec-
tiveness of one’s work, assertiveness and proper communica-
tion with patients and their families and a patient-centered ap-
proach.

Based on the results of the experts’ work in two rounds, the 
authors of the work developed a list of educational outcomes in 
relation to knowledge, skills and social competencies (Table 4). 
When making final conclusions about the learning outcomes, 
the competencies of PHC coordinators presented in internation-
al literature were considered.

Table 2. Employers’ assessment of the usefulness of certain areas of skills in the work of the PHC coordinator
1 2 3 4 5 Average

Establishment and maintenance of relationships with other healthcare beneficiaries 0 2 4 2 14 3.8
Interdisciplinary teamwork 1 1 3 2 15 4.0
Evaluation and assessment of health programs 1 2 4 3 12 4.1
Coordination of preventive program services for patients 0 2 1 0 19 4.2
Obedience of legal provisions in everyday practice 0 2 2 8 10 4.3
Effective communication in the workplace 0 0 5 3 14 4.3
Use of professional literature, databases and other sources of health information 1 2 7 2 10 4.4
Coordination of health services for patients with chronic diseases 1 0 1 3 17 4.6

Table 3. Employers’ assessment of the usefulness of certain areas of social competences in the work of the PHC coordinator
1 2 3 4 5 Average

Sensitivity to social and health issues in society, empathy 1 1 3 7 10 4.0
Ethical attitude at work 0 0 2 7 13 4.1
Ability to form one’s own opinions and judgments 1 1 3 8 9 4.2
Awareness of one’s own limitations and willingness to seek the opinions of others 0 1 4 7 10 4.2
Attitude that promotes health and physical activity 1 2 1 6 12 4.2
Responsibility for one’s own decisions 0 0 0 7 15 4.5
Ability to make individual decisions 0 0 0 9 13 4.7

Table 4. Key competencies of a healthcare coordinator: recommendations of an expert panel
Knowledge Skills Social competencies
1. Definitions and concepts of coordinated 
care
2. Differences between the traditional ap-
proach to health care and the integrated 
care approach
3. Modern concepts and trends in health 
care (including patient-centered care, value-
based care), deinstitutionalization
4. Principles of community care, senior 
care, determinants of mental health, 
common long-term physical and mental 
diseases, principles of self-care in persons 
with chronic diseases
5. Population approach in primary health 
care, key healthcare indicators
6. Principles of organizing health care in 
Poland at particular levels
7. The concept of family medicine in Poland 
and around the world 
8. Practical rules of the health insurance 
system (right to benefits, referral rules, 
waiting lists)
9. Patient rights 
10. Principles of personal data protection in 
the workplace

1. Effective communication with members 
of the interdisciplinary medical team
2. Effective communication with the 
patient, patient representative, patient’s 
family (and local community)
3. Ability to communicate using call-center 
systems
4. Ability to cooperate with members of the 
interdisciplinary team in the workplace and 
with employees of other entities
5. Ability to create a friendly environment 
for the members of the interdisciplinary 
medical team
6. Ability to involve the patient in the 
decision-making process and make deci-
sions with the patient
7. Ability to organize and run meetings of 
the interdisciplinary team (e.g. in videocon-
ferencing systems)
8. Ability to effectively plan one’s own work 
and the work of team members
9. Ability to identify basic health and social 
problems using one’s competencies
10. Ability to find solutions on the basis of 
identified problems and alternative solu-
tions

1. Ability to build and keep permanent 
relationships between the members of the 
interdisciplinary medical team
2. Ability to build and maintain permanent 
relationships between medical staff and 
patients (and the local community)
3. Understanding of the social value of 
integrated care
4. Willingness to work on new projects and 
initiatives
5. Openness to exchange knowledge and 
experiences with colleagues and persons 
from outside the medical entity
6. Openness to changes and new solutions
7. High personal culture and professional-
ism in the performance of tasks
8. Creation of a good image and reputation 
among patients and colleagues
9. Participation in the development of local 
integrated care strategy, cooperation with 
other health and social care beneficiaries
10. Interest in the organization, vision and 
mission, goals and measures of the medical 
entity
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Table 4. Key competencies of a healthcare coordinator: recommendations of an expert panel
Knowledge Skills Social competencies
11. Basics of organization and management 
of medical entities
12. Principles of reporting and settling 
health services
13. Scope of tasks and competencies of the 
interdisciplinary PHC team
14. Principles of quality assurance in 
health care (PHC accreditation system, ISO 
systems)
15. Principles of implementing patient 
satisfaction surveys
16. Principles of implementing disease pre-
vention and health promotion programs
17. Principles of evaluation and assessment 
of health programs
18. Basic principles of clinical conduct of 
a therapeutic team

11. Ability to select potential recipients 
of coordinated care services on the basis 
of inclusion and exclusion criteria using IT 
systems
12. Ability to effectively recruit patients for 
preventive tests and monitor the effects of 
health campaigns
13. Proficient use of IT systems to perform 
one’s duties (e.g. SIMP, SZOI, office applica-
tions)
14. Knowledge of the full range of benefits 
and services in the workplace, ability to in-
form and advise the patient on the optimal 
treatment scheme/path 
15. Ability to register patients and motivate 
them to use individual services under the 
individual plan of medical services (IPOM), 
monitor the implementation of recommen-
dations and measure clinical and economic 
effects of IPOM 
16. Ability to report medical services under 
the coordinated care and control the cor-
rectness of settlements
17. Participation in the development and im-
provement of new services and procedures, 
ability to measure and assess the effect of 
the introduced changes (from the perspec-
tive of the service recipient and provider)
18. Ability to help and advise patients in 
emergency and crisis situations
19. Ability to search for information about 
health, as well as health and social services, 
and to evaluate it critically
20. Ability to advise the client on the use 
of digital services at the national level (e.g. 
online patient account, IKP) and at the level 
of the medical entity (e.g. e-registration, 
test results)
21. Ability to involve a patient’s loved ones 
in the process of planning and monitoring 
of care
22. Ability to encourage the patient to make 
changes in life that contribute to health or 
mental and social well-being
23. Ability to determine the current legal 
basis for actions taken in the medical facil-
ity and to use legal comments and judicial 
decisions on particular legal regulations
24. Ability to use modern forms of com-
munication with patients (online profile 
and health campaigns on social media, e.g. 
Facebook)
25. Ability to prepare the patient for indi-
vidual diagnostic tests and consultations
26. Ability to list the needs and benefits of 
scheduled medical services and to convince 
the patient to have them done
27. Knowledge of the rules of keeping and 
circulating medical records, ability to ensure 
complete medical documentation
28. Ability to independently use profession-
al literature, databases and other sources of 
health-related information
29. Ability to justify one’s attitude towards 
others using evidence-based knowledge
30. Ability to document healthcare pro-
cesses in a standard electronic form and in 
the system agreed upon with the health-
care provider

11. Interest in political, organizational, legal 
and financial changes in health care
12. Sensitivity to patients’ needs, under-
standing of the specific cultural and social 
needs of patients
13. Consideration for the special needs of 
selected population groups when planning 
health care, e.g. of the elderly and the 
disabled
14. Ability to adapt forms of communica-
tion and intervention to the individual 
needs and expectations of the individual
15. Awareness of the need for lifelong 
learning and learning through experience
16. Ability to present substantive argu-
ments in a discussion, in particular with 
reference to legal bases and scientific 
evidence
17. Knowledge of the level of one’s own 
competencies and limitations, ability to set 
boundaries to tasks and responsibilities in 
the process of patient care
18. Ability to guide the patient through the 
health care system and provide support and 
advice in non-clinical areas
19. Empathy in contacting the patient, 
friendliness, concern and trustworthiness
20. Independence and responsibility in 
making decisions
21. Readiness to be a leader of a team/
small employee group (e.g. registration or 
coordination section)
22. Identification with the medical entity
23. Patient-centered attitude
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Discussion 

The analysis clearly showed that the coordinator cannot 
be perceived as a medical registrar. The registration process, in 
which an employee passively registers patients for medical visits 
on particular dates, can nowadays be performed via e-registra-
tion, chat- and voice-eboot systems, and this excludes the pro-
cess of health care coordination. The fact that the coordinator 
is on the first line in contacting the patient should be used by 
the coordinator to properly identify and assesses the patient’s 
health needs, and then manage the needs appropriately fol-
lowing the principle of appropriateness and substitution [25]. 
This is the only way to use the competencies of all members of 
the PHC team that are related to the delegation of competen-
cies and limit excessive consumption of services at higher com-
petence levels while improving access to urgent and clinically 
justified services. The work of the coordinator does not involve 
passive waiting for the patient but active reaching out to the 
patient in order to implement medical care plans and recruit the 
patient for preventive services (in accordance with the concept 
of managed care and the population approach).

Since the system regulator and the payer have not specified 
the required qualifications of the PHC coordinator, there is a risk 
that some healthcare providers have only formally changed the 
job position of their current employees to coordinators only to 
obtain additional financing. Currently, each PHC provider who 
has a  contract for coordinated health care receives a flat-rate 
monthly allowance for the job position of a coordinator, regard-
less of how many patients are actually covered by the integrated 
care and how many services they provide. The results of the 
study show that the coordinators in only 6 of the 22 facilities 
performed tasks related only to coordination. In other facilities, 
the coordinator also carried out other tasks in the facility.

Although the issue of employee competencies has been ex-
tensively discussed in literature on management in human re-
sources [26], national literature lacks references to the desired 
competencies of the primary care coordinator. Owczarczyk has 
indicated that the coordinator should be an intermediary and 
a binder between the patient and medical staff, as well as facili-
ties that create a patient service network. The tasks of the co-
ordinator indicated by the author can be related to the desired 
skills, including: organization of the diagnostic and therapeutic 
process (in consultation with the patient and medical staff); or-
ganization of home care, including transfer of the patient from 
the hospital; supporting the patient in a disease management 
program; setting dates for tests, visits and consultations or-
dered by a primary care physician, along with educational and 
dietary advice; providing information about subsequent stages 
of therapy; ensuring the flow of information between all health 
service providers [27]. The limited scope of the coordinator’s 
tasks was also specified in the regulation of the President of 
the Polish National Health Fund, which defined the principles 
of implementing the POZ PLUS program [28], such as: ensuring 
the flow of information between participants in the process of 
providing services, both at the level of the service provider and 
between the service provider and external entities involved in 
the treatment and prevention process, supporting the organi-
zation of the treatment and prevention process, including an 
electronic appointment schedule and preparing reports on the 
implementation of care.

It is worth noticing that the above-mentioned examples of 
competencies in international literature, despite being valuable, 
cannot be thoughtlessly transferred to the Polish healthcare sys-
tem. When determining the scope of competencies of the PHC 
coordinator, specific conditions of the healthcare system and 
national employment regulations should be considered.

Limitations of the study

The main limitation of the study is the small number of re-
spondents who assessed the coordinators’ competencies with 
regard to the employers’ needs. This is due to the fact that the 
survey was conducted in November 2022, when only 90 health-
care providers had a  contract for coordinated care. However, 
the respondents were leaders of coordinated care in Poland, 
and they had experience in the implementation of coordinated 
care and cooperation with coordinators, including experience in 
implementing integrated care in the World Bank pilot project, 
POZ PLUS. The strength of the study is undoubtedly the fact that 
employers’ perspectives and the current education system were 
considered, along with the work of a panel of experts. This is 
the only study in Poland to date and one of a  few studies in 
Europe that addresses the competencies of an integrated PHC 
coordinator.

Social and legal requirements that indicate the need to im-
prove the activities of organizations providing health services 
result in the need for inter-ministerial activities of the health, 
social welfare and higher education sectors. One of the fun-
damental changes is the introduction and operation of coordi-
nated care, under the consideration of the requirements and 
principles of human resources management, whose task is to 
improve the efficiency in achieving organizational goals. It is 
conditioned by an appropriately developed competence sys-
tem. The selection of persons with competencies that are ad-
equate to the tasks that they will have to perform, considering 
education, qualifications and interpersonal skills, determines 
the quality of operation of the entire healthcare system.

Conclusions

Considering the employers’ opinions, the content of educa-
tional programs at medical universities and a  review of inter-
national literature, the authors synthetically defined the coor-
dinator of integrated primary health care as a person open to 
changes and innovations, effective in communication, able to 
work effectively in an interdisciplinary team, who is a guide and 
who is focused on the patient’s needs. In the process of educa-
tion of coordinators, a greater emphasis than before should be 
placed on the skills and social competencies expected by em-
ployers. Knowledge should be the foundation for understand-
ing the professional tasks to be performed, and it should be 
constantly updated so that decisions are made based on facts 
and scientific evidence. This approach is necessary due to the 
extremely dynamic progress in medical and health sciences, as 
well as dynamic legislative changes.

The quantitative involvement of coordinators in primary 
health care, which is currently not supported by appropriate 
competencies, may significantly undermine the long-awaited 
success of integrated care.



B. Pędziński et al. • Coordinator of integrated primary care

Fa
m

ily
 M

ed
ic

in
e 

&
 P

rim
ar

y 
Ca

re
 R

ev
ie

w
 2

02
4;

 2
6(

2)

227

2.	 Karniej P, Łyś D, Grzebieluch J. Wpływ kompetencji pracowników medycznych na funkcjonowanie praktyki lekarza rodzinnego. Fam 
Med Prim Care Rev 2012; 14(1): 24–28 (in Polish).

3.	 Prusaczyk A, Żuk P, Guzek M, et al. Istota kompetencji personelu medycznego wpływających na efektywność opieki nad pacjentem Zdr 
Publ Zarz 2020; 18(3): 222–226 (in Polish).

4.	 Ustawa z dnia 27 października 2017 r. o podstawowej opiece zdrowotnej z poźn. zm. (Dz.U. 2017 r., poz. 2217) (in Polish).
5.	 Rozporządzenie Ministra Zdrowia z dnia 15 września 2022 r. zmieniające rozporządzenie w sprawie świadczeń gwarantowanych z za-

kresu podstawowej opieki zdrowotnej (Dz.U. 2022 r., poz. 1965) (in Polish).
6.	 Zarządzenie nr 79/2022/DSOZ Prezesa NFZ z dnia 29 czerwca 2022 r. w sprawie warunków zawarcia i  realizacji umów o udzielanie 

świadczeń opieki zdrowotnej w rodzaju podstawowa opieka zdrowotna z późn. zm. (in Polish).
7.	 Huarng K-H, Yu TH-K. Causal complexity analysis of ESG performance. Journal of Business Research 2024; 170(C), doi: 10.1016/j.

jbusres.2023.114327.
8.	 Rokita J. Zarządzanie strategiczne. Tworzenie i utrzymywanie przewagi konkurencyjnej. Warszawa: PWE; 2005 (in Polish).
9.	 Obłój K. Strategia organizacji. Warszawa: PWE; 2007 (in Polish). 

10.	 Sławiński S, Chłoń-Domińczak A, Szymczak A, et al. Polska rama kwalifikacji. Poradnik użytkownika. Wyd. II. Warszawa: Instytut Badań 
Edukacyjnych; 2020 (in Polish).

11.	 Frank JR, Snell LS, Cate OT, et al. Competency based medical education: theory to practice. Med Teach 2010; 32(8): 638–645, doi: 
10.3109/0142159X.2010.501190. 

12.	 Nummela O, Juujarvi S. Competence needs of integrated care in the transition of health care and social services in Finland. Interna-
tional Journal of Care Coordination 2019; 22(1): 36–45.

13.	 NHS Health Education England. Care navigation: A competency framework. 2016. Available from URL: https://www.hee.nhs.uk/sites/
default/files/documents/Care%20Navigation%20Competency%20Framework_Final.pdf.

14.	 Schofield R, Chircop A, Entry-to-practice public health nursing competencies: a Delphi method and knowledge translation strategy. 
Nurse Educ Today 2018; 65: 102–107.

15.	 Begun JW, White KR, Mosser G. Interprofessional care teams: the role of the healthcare administrator. J Interprof Care 2011; 25(2): 
119–123.

16.	 Michielsen L, Bischoff EW, Schermer T, et al. Primary healthcare competencies needed in the management of person-centred integrat-
ed care for chronic illness and multimorbidity: Results of a scoping review. BMC Prim Care 2023; 98, doi: 10.1186/s12875-023-02050-4.

17.	 Choi EJ, Park M. Preparing for the Trend of Aging in Place: Identifying Interprofessional Competencies for Integrated Care Professionals. 
J Korean Gerontol Nurs 2021; 23(3): 273–284.

18.	 Heeringa J, Mutti A, Furukawa MF, et al. Horizontal and Vertical Integration of Health Care Providers: A Framework for Understanding 
Various Provider Organizational Structures. Int J Integr Care 2020; 20(1): 2, doi: 10.5334/ijic.4635.

19.	 Piotrowska DE, Jankowska D, Huzarska D, et al. Socioeconomic inequalities in use and non-use of dental services in Poland. Int J Public 
Health 2020; 65: 637–647, doi: 10.1007/s00038-020-01379-2.

20.	 Jeremy Y. The regulation of complementary and alternative medicine professions in Ontario, Canada. Int Med Res 2020; 9(1): 12–16.
21.	 Maier C, Kroezen M, Busse R, et al. Skill-mix Innovation, Effectiveness and Implementation: Improving Primary and Chronic Care (Eu-

ropean Observatory on Health Systems and Policies). Cambridge: Cambridge University Press; 2022, doi: 10.1017/9781009031929.
22.	 Kowalska-Bobko I, Gałązka-Sobotka M, Frączkiewicz-Wronka A, et al. Krzyżujące się kompetencje (skill mix) w zawodach medycznych 

i okołomedycznych. Med Pracy 2020; 71(3): 337–352, doi: 10.13075/mp.5893.00817 (in Polish).
23.	 Czajka Z. Rola kompetencji zawodowych w  dopasowaniu kwalifikacji wymaganych w  zawodach medycznych w  zakresie świadczeń 

zdrowotnych. Zdr Publ Zarz 2019; 17(2): 49–61 (in Polish).
24.	 Drężek D. Boratyński W. Absolwent zdrowia publicznego jako przyszły koordynator opieki zdrowotnej. Med Og Nauk Zdr 2019; 25(2): 

118–125, doi: 10.26444/monz/109663 (in Polish).
25.	 Pędziński B. KOZ-a daleko od woza. Menedżer Zdr 2014; 6: 24–26 (in Polish).
26.	 Czapla T. Modelowanie kompetencji pracowniczych. Łódź: Wydawnictwo Uniwersytetu Łódzkiego; 2011 (in Polish).
27.	 Owczarczyk A. Koordynowana i zintegrowana opieka zdrowotna – co warto wiedzieć. In: Bogdan M, Owczarczyk A, Żuk P, et al. Koor-

dynowana opieka zdrowotna w praktyce: od POZ do POZ+. Warszawa: Wolters Kluwer; 2023 (in Polish).
28.	 Zarządzenie Nr 23/2018/DAiS Prezesa NFZ z dnia 16 marca 2018 r. w sprawie programu pilotażowego opieki koordynowanej w podsta-

wowej opiece zdrowotnej „POZ PLUS” (in Polish).

Tables: 4
Figures: 0
References: 28

Received: 20.11.2023
Reviewed: 04.12.2023
Accepted: 27.12.2023

Address for correspondence:
Bartosz Pędziński, PhD
Department of Public Health
Medical University of Bialystok
37 Szpitalna St.
15-295 Bialystok
Poland
Tel.: +48 856865055
E-mail: bartosz.pedzinski@umb.edu.pl


