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JOB DESCRIPTION
Maternal and Infant Health Program Navigator (Coordinator)
Department: Clinical Operations 
Position Type: Grant-Funded
FTE: 1.0 FTE
Reports To: [Program Director / OB Director / COO]
Supervises: None?
Location: [Primary Location Paoli]
Travel: Local travel may be required for, community outreach, partner meetings, and other program activities as assigned.
Grant Period: Position is grant-funded and is anticipated to continue through the current Grow Grant funding period, subject to grant requirements, funding availability, and organizational needs.

POSITION SUMMARY
The Maternal and Infant Health Navigator (Coordinator) is responsible for coordinating, supporting, and navigating care and services for pregnant individuals, postpartum patients, infants, and families participating in the organization's Pre and Post Natal care.
The Navigator serves as a central point of coordination between patients, families, clinical6 and external partners. The position helps remove barriers to care and supports patients in successfully accessing prenatal, postpartum, pediatric, behavioral health, social, and community services.

The Navigator provides person-centered, culturally responsive, trauma-informed, and strengths-based navigation throughout the maternal and infant continuum of care. The position is focused on improving access, continuity, engagement, health outcomes, and connections to resources for mothers, birthing individuals, infants, and families.
This position does not replace or independently perform the clinical functions of physicians, nurses, midwives, behavioral health providers, or other licensed professionals. Instead, the Navigator works as an integral member of the interdisciplinary care team to ensure patients receive the appropriate services, follow-up, education, referrals, and support.

The Maternal and Infant Health Navigator is also responsible for maintaining accurate documentation, tracking program activities and outcomes, supporting grant-required reporting, identifying gaps in services, and helping the organization achieve the goals and measurable objectives established under the Grow Grant.

ESSENTIAL FUNCTIONS AND RESPONSIBILITIES
1. Maternal and Infant Care Navigation
· Serve as the primary navigation contact for assigned pregnant, postpartum, maternal, infant, and family populations.
· Conduct outreach to patients identified through referrals, clinical reports, registries, screenings, care gaps, or other approved identification processes.
· Assess patient and family needs and develop an individualized navigation plan in collaboration with the patient and care team.
· Help patients understand their care plan, upcoming appointments, referrals, screenings, and recommended services.
· Assist patients with scheduling and coordinating prenatal, postpartum, pediatric, behavioral health, dental, specialty, and other appropriate appointments.
· Support continuity of care throughout pregnancy, delivery, postpartum, and the infant's first year of life.
· Follow up with patients after missed appointments, hospitalizations, emergency department visits, referrals, or other significant events.
· Identify barriers that may prevent patients from accessing care and work collaboratively with the patient and appropriate team members to resolve those barriers.
· Facilitate communication between patients and members of the healthcare team.
· Coordinate transitions between clinical, community, and social service settings.
· Help ensure patients understand where and how to obtain needed services.
· Provide appropriate reminders and follow-up communications using approved organizational methods.

2. Maternal Health Support
The Navigator will support pregnant and postpartum patients with access to appropriate services, including but not limited to:
· Prenatal care.
· Postpartum care.
· Pregnancy testing and confirmation.
· High-risk pregnancy referrals.
· Maternal behavioral health services.
· Substance-use treatment and recovery resources when appropriate.
· Nutrition and food assistance. CHW
· Transportation assistance. CHW
· Housing and utility resources. CHW
· Insurance enrollment and renewal assistance. 
· WIC and other nutrition resources.
· Family planning and reproductive health services.
· Domestic violence and safety resources, following organizational protocols.
· Childbirth and parenting education.
· Breastfeeding and lactation resources.
· Pediatric and newborn care.
· Dental services.
· Social service resources.
· Community-based maternal health programs.
· Other services identified through patient assessment or the patient's care plan.
The Navigator will coordinate closely with clinical staff when patient needs require medical, behavioral health, or other professional intervention.

3. Infant and Family Navigation
Support families in accessing appropriate services for newborns and infants, including:
· Establishing and maintaining a pediatric medical home.
· Scheduling newborn and well-child visits.
· Immunization follow-up.
· Developmental screenings.
· Early intervention referrals.
· Nutrition support.
· Breastfeeding/lactation services.
· Safe sleep education and resources.
· Infant supplies and basic-needs resources.
· Dental services when age-appropriate.
· Behavioral/developmental services.
· Specialty referrals.
· Early childhood education and family support programs.
· Transportation and other access needs.
· Follow-up after emergency department visits or hospitalizations.
The Navigator will help families understand the importance of preventive care and support timely completion of recommended services.






4. Screening and Social Determinants of Health
The Navigator will assist with identifying and addressing social and environmental factors that may affect maternal and infant health.
Responsibilities may include:
· Conducting or supporting approved social determinants of health screenings.
· Identifying barriers related to food, housing, transportation, utilities, employment, childcare, insurance, safety, and other basic needs.
· Documenting identified needs in the appropriate electronic health record or program system.
· Connecting patients with internal and community resources.
· Tracking referrals and following up to determine whether services were successfully accessed.
· Escalating urgent or high-risk concerns to the appropriate clinical or leadership team.
· Maintaining an up-to-date community resource directory.
· Developing relationships with community organizations that serve pregnant individuals, infants, and families.

5. Patient Outreach and Engagement
The Navigator will actively engage patients who may be at risk of falling out of care or experiencing barriers to services.
This includes:
· Telephone outreach.
· Text or electronic outreach using approved systems.
· In-person outreach.
· Community-based outreach.
· Appointment reminders.
· Follow-up after missed appointments.
· Follow-up after hospital or emergency department encounters.
· Outreach to patients who are overdue for prenatal, postpartum, pediatric, or other recommended services.
· Re-engagement of patients who have become disconnected from care.
· Outreach to eligible patients identified through grant-related reports or registries.
The Navigator will use a respectful, nonjudgmental, culturally responsive approach to engagement.



6. Care Team Coordination
The Navigator will function as an active member of the interdisciplinary care team.
Responsibilities include:
· Participate in care team meetings, huddles, case conferences, and other meetings as assigned.
· Communicate relevant patient needs to appropriate clinical and operational staff.
· Coordinate with providers, nurses, behavioral health staff, medical assistants, registration staff, care managers, social workers, and other team members.
· Assist with closing identified care gaps.
· Communicate referral status and barriers to the appropriate team members.
· Help establish clear ownership of follow-up activities.
· Support warm handoffs between departments and community partners.
· Escalate clinical or safety concerns according to organizational policy.
· Maintain appropriate boundaries regarding clinical decision-making and scope of practice.

7. Referral Management and Follow-Up
The Navigator will coordinate and track referrals to internal and external services.
Responsibilities include:
1. Receive or identify the referral.
2. Contact the patient and explain the purpose of the referral.
3. Identify and address barriers to completing the referral.
4. Assist with scheduling when appropriate.
5. Provide the patient with necessary information.
6. Track referral progress.
7. Follow up with the patient and/or referral organization.
8. Document the outcome.
9. Notify the appropriate care team when the referral is completed, declined, unsuccessful, or requires additional intervention.

The Navigator should strive to ensure referrals do not simply leave the organization without a documented outcome.






8. Community Partnerships
The Navigator will establish and maintain working relationships with community organizations and agencies that support maternal and infant health.
Potential partners may include:
· Hospitals and obstetric providers.
· Pediatric providers.
· Public health departments.
· WIC.
· Early Head Start/Head Start.
· Home visiting programs.
· Food and nutrition programs.
· Housing organizations.
· Transportation providers.
· Behavioral health organizations.
· Domestic violence agencies.
· Substance-use treatment organizations.
· Child development and early intervention programs.
· Faith-based and community organizations.
· Local social service agencies.
· Other organizations identified through the Grow Grant program.

The Navigator will maintain current contact information, eligibility requirements, referral processes, and other relevant information for community resources.


9. Patient Education and Health Promotion
The Navigator will provide or facilitate approved education related to maternal and infant health.
Education may include:
· Importance of prenatal care.
· Postpartum care.
· Newborn care.
· Pediatric preventive care.
· Immunizations.
· Breastfeeding and lactation support.
· Safe sleep practices.
· Nutrition.
· Parenting resources.
· Infant development.
· Family planning.
· Available community resources.
· Appointment preparation.
· Understanding healthcare services and referrals.
· Health insurance and coverage resources.
The Navigator will reinforce—not replace—education provided by licensed clinical professionals.


10. Documentation and Electronic Health Record Responsibilities
Accurate and timely documentation is a critical responsibility of this position.
The Navigator will:
· Document patient contacts and outreach attempts.
· Document identified needs and barriers.
· Document referrals and referral outcomes.
· Record navigation interventions.
· Document care coordination activities.
· Update patient resource and contact information when appropriate.
· Enter required Grow Grant program data.
· Maintain accurate caseload information.
· Complete required assessments, forms, and tracking tools.
· Follow organizational documentation standards.
· Maintain confidentiality and comply with HIPAA and organizational privacy policies.
· Use the organization's designated electronic health record and/or grant reporting systems.

Documentation should be completed within the timeframes established by organizational policy and the Grow Grant program.


11. Grow Grant Compliance and Grant Deliverables
The Navigator will support the organization in meeting all applicable Grow Grant requirements.
Responsibilities include:
· Understanding the goals, objectives, activities, and performance measures associated with the grant.
· Maintaining accurate records of services and activities provided to grant participants.
· Meeting established outreach and engagement expectations.
· Tracking required patient and program outcomes.
· Supporting collection of grant-required data.
· Participating in grant-related meetings and reviews.
· Identifying barriers that may affect achievement of grant objectives.
· Providing information needed for grant reporting.
· Maintaining documentation necessary to demonstrate program compliance.
· Participating in quality improvement activities related to maternal and infant health.
· Ensuring activities remain within the approved grant scope of work.
The Navigator is expected to understand that grant documentation is both a patient-care and compliance responsibility and must be accurate, timely, and auditable.

12. Data Tracking and Performance Monitoring
The Navigator will maintain awareness of program performance and individual caseload outcomes.
Potential performance measures may include:
· Number of eligible patients identified.
· Number of patients successfully enrolled/engaged.
· Outreach attempts.
· Successful patient contacts.
· Prenatal care engagement.
· Postpartum visit completion.
· Pediatric visit completion.
· Referral completion.
· Social needs identified.
· Social needs successfully addressed.
· Insurance/enrollment assistance.
· Transportation assistance.
· Hospital/ED follow-up.
· Patient retention in care.
· Patient education activities.
· Community resource connections.
· Other Grow Grant-required measures.
The Navigator will participate in periodic review of performance data and develop strategies with leadership to address gaps.


13. Quality Improvement
The Navigator will participate in continuous quality improvement activities designed to improve maternal and infant health outcomes.
This may include:
· Identifying recurring barriers to care.
· Reviewing patient navigation outcomes.
· Participating in Plan-Do-Study-Act or other improvement activities.
· Identifying opportunities to improve referral completion.
· Improving outreach workflows.
· Improving communication between departments.
· Identifying gaps in community resources.
· Developing and testing workflow improvements.
· Sharing patient and community insights with leadership and care teams.
The Navigator is expected to identify not only individual patient barriers but also system-level barriers that repeatedly affect patients.


14. Equity, Cultural Responsiveness, and Trauma-Informed Care
The Navigator will provide services in a manner that respects each patient's:
· Culture.
· Language.
· Family structure.
· Health beliefs.
· Personal preferences.
· Socioeconomic circumstances.
· Lived experiences.
· Individual goals and priorities.
The Navigator will use trauma-informed communication and avoid stigmatizing or judgmental language.
When language interpretation is needed, the Navigator will follow organizational policies for qualified interpreter services and will not rely on unapproved individuals for interpretation when prohibited by policy.







15. Confidentiality and Professional Standards
The Navigator must:
· Protect patient confidentiality at all times.
· Follow HIPAA and organizational privacy requirements.
· Maintain professional boundaries.
· Follow organizational policies and procedures.
· Safeguard patient information during telephone, electronic, written, community, and home-based interactions.
· Use approved communication platforms.
· Report suspected abuse, neglect, exploitation, or safety concerns according to applicable law and organizational policy.
· Immediately escalate urgent safety or clinical concerns to the appropriate professional.


16. Home and Community-Based Services
When included in the approved Grow Grant model, the Navigator may provide services in community settings or conduct home/community visits.
Responsibilities may include:
· Conducting approved home/community visits.
· Completing safety procedures before and during visits.
· Connecting families with community resources.
· Providing approved education and navigation.
· Documenting visits and outcomes.
· Maintaining professional boundaries.
· Following organizational safety and travel policies.
Home or community visits must be performed within organizational policy and the Navigator's defined scope of responsibilities.









17. Communication Responsibilities
The Navigator must demonstrate strong communication skills with:
· Patients.
· Families.
· Providers.
· Nurses.
· Behavioral health staff.
· Care managers.
· Social workers.
· Administrative staff.
· Community partners.
· Grant program staff.
· Organizational leadership.
The Navigator should communicate proactively when a patient is experiencing a barrier that could affect care or program outcomes.

18. Other Duties
· Attend required staff meetings.
· Participate in required training.
· Maintain required certifications.
· Complete annual compliance training.
· Participate in performance evaluations.
· Assist with program development and workflow improvement.
· Support special projects related to maternal and infant health.
· Participate in community events and outreach activities as assigned.
· Perform other duties consistent with the position and organizational needs.

REQUIRED QUALIFICATIONS
Education
Minimum:
· High school diploma or equivalent.
Preferred:
· Associate's or bachelor's degree in one of the following or a related field:
· Public Health
· Social Work
· Human Services
· Community Health
· Health Administration
· Nursing
· Maternal/Child Health
· Psychology
· Sociology
· Other healthcare or human services discipline.
Equivalent education and relevant experience may be considered.

EXPERIENCE
Required:
· Experience working with patients, families, community members, or vulnerable populations.
· Experience providing customer service, care coordination, community outreach, patient navigation, social services, or related support.
Preferred:
· Experience working with pregnant individuals, postpartum patients, infants, children, or families.
· Experience in an FQHC, community health center, public health department, hospital, medical practice, or community-based organization.
· Experience with care coordination or patient navigation.
· Experience addressing social determinants of health.
· Experience working with Medicaid/uninsured populations.
· Experience with grant-funded programs.
· Experience using an electronic health record.
· Experience documenting patient services and referrals.
· Experience working with community resource networks.

KNOWLEDGE, SKILLS, AND ABILITIES
The successful candidate should demonstrate:
Maternal & Infant Health Knowledge
· Basic understanding of prenatal, postpartum, newborn, and infant healthcare.
· Understanding of the importance of prenatal and postpartum care.
· Knowledge of community resources supporting mothers, infants, and families.
Navigation Skills
· Ability to identify barriers to care.
· Ability to develop practical solutions with patients.
· Ability to coordinate multiple services and referrals.
· Strong follow-up skills.
· Ability to manage an assigned caseload.
Communication Skills
· Excellent verbal and written communication.
· Ability to communicate with individuals from diverse backgrounds.
· Ability to explain complex information in understandable language.
· Strong listening and relationship-building skills.
Organizational Skills
· Strong attention to detail.
· Ability to prioritize competing responsibilities.
· Ability to manage multiple deadlines.
· Ability to maintain accurate records.
· Ability to independently follow through on assigned tasks.
Technology
· Basic computer proficiency.
· Ability to use Microsoft Office or comparable systems.
· Ability to learn and effectively use electronic health records.
· Ability to learn grant reporting and tracking systems.
Problem Solving
· Ability to identify barriers and develop solutions.
· Ability to recognize when a situation requires clinical or leadership escalation.
· Ability to work independently while remaining connected to the care team.

BILINGUAL REQUIREMENT
Bilingual ability in English and Spanish is strongly preferred and may be required depending upon the population served and program needs.
Bilingual staff must follow organizational requirements regarding qualified interpretation and translation services.

CERTIFICATIONS
Preferred or required certifications may include:
· Community Health Worker (CHW).
· Patient Navigator certification.
· Certified Medical Assistant or other healthcare certification.
· Perinatal or maternal-child health certification.
· CPR/BLS, if required by organizational policy.
· Other certifications relevant to the Grow Grant program.
Certification requirements may be adjusted based upon grant requirements and organizational policy.

PHYSICAL REQUIREMENTS
The employee must be able to:
· Sit and work at a computer for extended periods.
· Communicate effectively by telephone and in person.
· Travel to organizational sites and community locations.
· Potentially enter patient homes and community settings when required by the program.
· Occasionally lift or carry materials and supplies.
· Perform other physical activities reasonably associated with the position.
Reasonable accommodations will be considered in accordance with applicable law.

WORK ENVIRONMENT
The position may work in:
· Clinic settings.
· Office environments.
· Community settings.
· Partner organizations.
· Patient homes, when applicable.
· Outreach and community event locations.
The Navigator may encounter individuals experiencing significant social, financial, behavioral health, or other challenges and must be able to maintain professionalism, appropriate boundaries, and personal safety.

CORE COMPETENCIES
The Maternal and Infant Health Navigator should consistently demonstrate the following:
Patient-Centeredness
Places the patient and family's needs, goals, preferences, and dignity at the center of navigation activities.
Accountability
Takes ownership of assigned patients, referrals, follow-up activities, documentation, and grant deliverables.
Communication
Communicates clearly, respectfully, and proactively with patients, families, coworkers, providers, and community partners.
Collaboration
Works effectively as part of an interdisciplinary team.
Reliability
Completes assigned work accurately and within established timelines.
Cultural Responsiveness
Recognizes and respects differences in culture, language, family structure, beliefs, and lived experience.
Problem Solving
Identifies barriers and actively works toward solutions.
Adaptability
Adjusts to changing patient needs, workflows, grant requirements, technology, and organizational priorities.
Confidentiality
Protects patient and organizational information and consistently follows privacy requirements.
Continuous Improvement
Looks for opportunities to improve patient experience, care coordination, program performance, and health outcomes.

KEY PERFORMANCE EXPECTATIONS
Performance will be evaluated based upon the employee's ability to:
1. Successfully engage eligible maternal and infant patients.
2. Maintain an appropriate and actively managed caseload.
3. Complete required outreach and follow-up.
4. Demonstrate timely referral coordination and follow-through.
5. Maintain accurate and timely documentation.
6. Meet applicable Grow Grant activity and reporting requirements.
7. Demonstrate effective collaboration with the clinical care team.
8. Establish productive community partnerships.
9. Help reduce barriers to maternal and infant healthcare.
10. Support improvement in prenatal, postpartum, pediatric, and preventive care engagement.
11. Demonstrate appropriate escalation of clinical, social, and safety concerns.
12. Maintain compliance with organizational policies and grant requirements.

POTENTIAL 90-DAY ONBOARDING EXPECTATIONS
First 30 Days — Learn & Connect
· Complete organizational orientation.
· Complete required compliance training.
· Learn Grow Grant goals, objectives, scope of work, and performance measures.
· Learn maternal and infant health workflows.
· Learn EHR and required tracking systems.
· Meet key clinical and operational team members.
· Become familiar with community resource organizations.
· Review referral and escalation procedures.
Days 31–60 — Engage & Implement
· Begin managing assigned patient caseload.
· Begin independent outreach and navigation activities.
· Establish relationships with key community partners.
· Begin tracking referral outcomes.
· Participate in care team meetings.
· Demonstrate appropriate documentation practices.
· Identify common barriers affecting program participants.
Days 61–90 — Own & Improve
· Independently manage assigned caseload.
· Meet established outreach and follow-up expectations.
· Demonstrate consistent documentation and referral tracking.
· Participate in quality improvement activities.
· Identify opportunities to improve patient engagement and referral completion.
· Demonstrate understanding of Grow Grant performance measures.
· Provide leadership with observations regarding barriers, trends, and program opportunities.
















POSITION SUCCESS STATEMENT
Success in this position means that pregnant individuals, postpartum patients, infants, and families do not have to navigate the healthcare and social service system alone.
The Maternal and Infant Health Navigator creates the connection between the patient, the healthcare team, and the community—helping patients overcome barriers, complete needed services, remain engaged in care, and access resources that support healthy pregnancies, healthy infants, and healthy families.
The Navigator is expected to be a consistent point of contact, a strong advocate, an effective coordinator, and an accountable member of the interdisciplinary care team.

DISCLAIMER
This job description is intended to describe the general nature and level of work performed by employees in this position. It is not intended to be an exhaustive list of all responsibilities, duties, skills, or requirements. Responsibilities may be modified based upon organizational needs, Grow Grant requirements, funding requirements, and applicable laws and regulations.
Employment is subject to applicable organizational policies and procedures.
Approved By: ______________________________
Title: _____________________________________
Date: ______________________________________
Employee Signature: _________________________
Date: ______________________________________

image1.png
SR
cHnnhCan




