
 

Enhanced Service Coordination 

What is Enhanced Service Coordination? 

Enhanced Service Coordination is a proactive, outcomes-based service model that uses evidence-based 

assessment and evaluation tools and utilizes best practices for identifying and meeting residents’ needs. 

It is built upon the existing HUD model of Service Coordination as defined by the U.S. Department of 

Housing & Urban Development (HUD), The Management Agent Handbook, (4381.5), Chapter Eight 

“Service Coordination.” By requiring proactive outreach and providing a directive approach using best 

practices, the enhanced model makes it more likely to achieve the triple aim of healthcare: providing 

access to better healthcare at a lower cost and achieve better outcomes.  

Who provides Enhanced Service Coordination? 

In addition to the qualifications already outlined by HUD, a Service Coordinator capable of providing 

Enhanced Service Coordination would have the following skills and/or experience: 

 Licensed professional, such as a Licensed Social Worker or Counselor (LSW) would be 

preferred, but not required 

 2-3 years experience in health care, including home and community services and 

knowledge of community resources 

 Computer literate and skilled in utilizing online assessment tools 

 2-3 years experience with geriatric and/or disabled populations 

 Ability to work independently with strong decision-making skills 

 Understands and experience demonstrating working with professional and ethical 

boundaries 

Who oversees Enhanced Service Coordinators?  

Each Service Coordinator practicing the Enhanced Service Coordinator model must be monitored by a 

Quality Assurance program (as outlined in 4381.5, Ch. 8).   Mandating a quality assurance component 

ensures that risk management issues and appropriate compliance with healthcare industry rules and 

regulations are followed.   The Quality Assurance program must be provided by Licensed Social Workers 

with the online capabilities of reviewing clinical documentation, evaluating care plans and providing 

outcomes-based reporting. 



What does an Enhanced Service Coordinator do? 

Each Enhanced Service Coordinator is required to perform all the tasks as outlined in 4381.5, Chapter 

Eight, as well as these additional work measures:   

1. ENGAGE ALL RESIDENTS – During a period of one year, the Enhanced Service Coordinator is 

required to proactively attempt to engage with 100% of the residents living in the building. 

2. CONDUCT ASSESSMENTS OF ALL RESIDENTS – Using a web-based, evidence-based assessment 

tool, the Enhanced Service Coordinator collects data on Residents including health histories, 

insurance information, and other information related to their activities of daily living.  The 

required evidence-based assessments include: 

a. Vulnerable Elder Survey - The Vulnerable Elders Survey (VES-13) is a simple function-

based tool for screening community-dwelling populations to identify older persons at 

risk for health deterioration. The VES considers age, self-rated health, limitations in 

physical function and functional disabilities. 

b. Activities of Daily Living 

c. Depression Scale 

d. Chronic Disease Status Assessment 

3. PROVIDE GUIDED INTERVENTIONS – Based on the assessment results, the Enhanced Service 

Coordinators will provide appropriate interventions to improve the outcomes for each resident. 

Each Enhanced Service Coordinator uses a documentation system that guides them through 

appropriate interventions based upon the assessment results.  The primary role of the Enhanced 

Service Coordinator remains linking the Resident to needed services, monitoring those services 

and working more closely with the health care provider to ensure compliance with the 

healthcare provider’s care plan.  This will help avoid or delay nursing home placement. 

4. PROVIDE EDUCATION WELLNESS OPPORTUNITIES – Each Enhanced Service Coordinator is 

required to ensure that Residents receive educational programs and wellness (health clinic 

opportunities) based upon their needs.   For example, if a result indicates a higher proportion of 

Residents in the building with diabetes, the Enhanced Service Coordinator would ensure that a 

program such as Healthy U (an evidenced-based peer support program) would be available. 

5. ENSURE COLLABORATIONS WITH AREA HEALTH CARE PROVIDERS – Based on Residents’ needs, 

the Enhanced Service Coordinator identifies and creates opportunities for health care service 

providers to provide services on-site.  These services could be designed as “Preferred Provider 

Agreements” that allow appropriately vetted, Medicare and/or Medicaid Certified providers to 

work more closely with the Enhanced Service Coordinator and Property Management staff, 

ensuring that Residents have more access to primary care and wellness services, should they 

choose to use them. 



6. REPORT OUTCOMES – Each Enhanced Service Coordinator receives a report that stratifies 

groupings of their Residents by vulnerability and risk indicators.  Then the Enhanced Service 

Coordinator will be held accountable to outcomes which include: 

a. 80% of all Residents in the building are “engaged” in their documentation system within 

one year. 

b. 95% of Residents determined to be severely vulnerable  have service plans that are 

monitored regularly 

c. 100% of Residents identified with a chronic disease will have seen a physician in the last 

year. 

 

How is an Enhanced Service Coordinator Model provided? 

 Enhanced Service Coordination can only be provided when the following tools are in place: 

1. Online, evidence-based assessment program that is resident-centered and outcome-oriented. 

2. Mandated Quality Assurance program to monitor the Enhanced Service Coordinators work and 

provide reports. 

3. Standardized Training program is in place for Enhanced Service Coordinators to ensure that Best 

Practices are implemented. 

What components should be covered in training for the Enhanced Service Coordinator Model?  

The best practices for an Enhanced Service Coordinator Model include training on the following: 

 Exceptional Caring –  A model of providing supportive services that focuses on four core 

processes:  Translating, Getting to Know the Client, Establishing Trust, Going the Extra 

Mile (Swanson, Creative Nursing, 1998) 

 Motivational Interviewing – A collaborative, person-centered model of engaging 

Residents that supports change in a manner congruent with the Resident’s values and 

concerns. 

 Chronic Disease Management Programs – Non-clinical Care Plans designed specifically 

for Service Coordinators, written by Nurses Certified in Chronic Disease Management, to 

provide guided supportive interventions/tasks that Enhanced Service Coordinators 

would be able to conduct, perform and document. 

 Effective Engagement of Residents – Training on effective communication tactics that 

would encourage engagement with Residents, specifically with chronic illnesses and 

disease management issues. 



 Resident-Centered Approach - Person-centered care (or treatment) based on the goals 

of the individual being supported, as opposed to the goals of the system. 

 Alignment With Health Care Providers – Training in developing collaborative 

partnerships with Health care Providers, identifying and vetting appropriate services and 

providing supportive relationships for the Resident. 

 

 

 


