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Abstract

Despite many important efforts to increase equity in the US health care system, not all Americans
have equal access to health care—or similar health outcomes. With the goal of lowering costs and
increasing accessibility to health care, the nation’s new health care reform legislation includes
certain provisions that expand health insurance coverage to uninsured and underinsured
populations, promote medical homes, and support coordination of care. These provisions may help
narrow existing health care disparities. Many of the most vulnerable patients, however, may
continue to have difficulty accessing and navigating the complex US health care delivery system.
This article explores the unique role that patient navigation can play in improving health outcomes
for racial and ethnic minorities, as well as other underserved populations, in the context of a
changing healthcare environment. Patient navigators can not only facilitate improved health care
access and quality for underserved populations through advocacy and care coordination, but they
can also address deep-rooted issues related to distrust in providers and the health system that often
lead to avoidance of health problems and non-compliance with treatment recommendations. By
addressing many of the disparities associated with language and cultural differences and barriers,
patient navigators can foster trust and empowerment within the communities they serve. Specific
patient navigator activities are discussed, and metrics to evaluate program efforts are presented.
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INTRODUCTION

Health Care

Health disparities are differences, or inequalities, in health outcomes and their determinants
within and across countries and communities, as defined by social, demographic,
environmental, and geographic attributes. Many different segments of our society are
affected by disparities, including racial and ethnic minorities, residents of rural areas,
women, children, elderly, and persons with disabilities.

Several agencies of the Department of Health and Human Services collect and disseminate
information regarding health and health care in America. The Centers for Disease Control
and Prevention’s National Center for Health Statistics and the Agency for Healthcare
Research and Quality’s National Healthcare Quality and National Healthcare Disparities
reports, as well as the Medical Expenditure Panel Survey and Healthcare Cost and
Utilization Project provide detailed information on health outcomes and health care delivery
in the United States. In addition, organizations such as the Institute of Medicine (IOM)
provide unbiased reviews and recommendations on health disparities. The American Cancer
Society has prioritized the elimination of cancer health disparities by 2015, and Healthy
People 2010 also includes goals related to cancer and many other diseases. However, despite
all that is known about the nation’s health, how health is perceived, how it is intricately
related to socioeconomic status, and how it is deeply affected by cultural influences and
personal choices, the gap between knowledge and effective action to address this national
crisis remains widely open and a challenge for the 21st century.

In March 2010, the United States achieved the long-desired but daunting challenge of
establishing legislation, the Patient Protection and Affordable Care Act (PPACA Public Law
111 - 148), that aims to overhaul our health care system. Although imperfect and
controversial in many ways, it represents the first step toward achieving a more equitable
health care system for all Americans. In addition to prioritizing affordability, accessibility,
and accountability, the new law also promises to tackle disparities in health and health care.

This article considers the role of patient navigation as a tool in the health care delivery
armamentarium that can help to narrow health disparities in the new era of US health care
reform.

Disparities: Historical Perspective

From the country’s inception, the framework for health disparities in the US has revolved
primarily around race and ethnicity. W.E.B. Du Bois was among the first to recognize the
link between health and socioeconomic status when he published The Philadel phia Negro,
which highlighted factors such as low economic and social status, employment, education,
leadership, and the black church as contributing to the individual health status. In the area of
cancer, the landmark report by Henschke et al' documented an alarming increase in cancer
mortality in the US black population, noting a 20% increase from 1950 to 1967. Throughout
the 1980s and 1990s, a series of studies strongly demonstrated the nexus between cancer and
social, economic, and cultural factors. Researchers began documenting cancer statistics for
racial and ethnic minorities in the 1990s, and by 1995 it was clear that some cancers were
more virulent among certain racial/ethnic populations.
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In the 21st century, we have continued important efforts to identify, understand, and
document health disparities in America. We know that racial, cultural, and socioeconomic
disparities in access, utilization, and delivery of services are major contributors to disparities
in health outcomes. In this generation, the proposed framework for research includes 3
pillars: transdisciplinary research, community engagement, and translation of evidence-
based practice.? It is in this generation that patient navigation has the opportunity to play its
role. Indeed, more than a dozen programs across the country have been instituted to
scientifically test the hypothesis that patient navigation can reduce barriers to care and
improve outcomes.

Using a Biopsychosocial Approach to Address Health Disparities

Developed by American psychiatrist George Engel in 1977, the biopsychosocial model (Fig.
1) provides a novel comprehensive approach to understand the health of an individual and
outlines the need to consider additional contributing elements to maintaining health.3
According to Engel, “a medical model must also take into account the patient, the social
context in which he lives, and the complementary system devised by society to deal with the
disruptive effects of illness, that is, the physician role and the health care system.” Engel
suggested that the institution and establishment of medicine as a discipline evolved as a
result of the societal need to address disease and illness.3 Therefore, the biopsychosocial
perspective proposes that health and health services are intrinsically steeped in societal
factors and needs.3 For example, disruptions in psychological and biological well-being
interpreted by the patient or their family are often what drive patients to seek out a diagnosis
and/or treatment.3# Furthermore, sociological and psychological factors can affect a
patient’s ability to access and/or adhere to treatment.3# The assumption that societal,
psychological, and biological factors individually and, more important, collectively can
influence disease morbidity and mortality makes the biopsychosocial model an appropriate
lens through which health disparities should be addressed.

Although Engel’s proposal for a “new medical model” was not specifically intended to
address health disparities as we have come to understand them, it provides a comprehensive
framework. This framework embraces the recognition that health is affected by a complex of
social, psychological, biological, environmental, and societal factors.3 In 1999, Congress
commissioned the IOM to assess disparities in the kinds of quality of health care received by
the US population. In a 2000 report on health care quality, the IOM maintained that
problems in patient-physician relationships and gaps in communication contribute
significantly to avoidable medical errors, even up to death.®> The biopsychosocial model is
crucial to understanding and addressing health disparities because health disparities are often
associated with factors that extend beyond biological differences and contribute to
disproportionate disease morbidity and mortality rates.® Potential sources of disparities in
care include: 1) health systems factors, 2) patient-level factors, and 3) disparities arising
from the clinical encounter. Access to proper and timely medical care, poor quality of care,
lack of insurance coverage, and limited knowledge of the health care system are serious
contributors to the health status of the population. Among those patient-level factors,
poverty, low literacy, lack of access, lack of trust in the system, and emotional stressors play
a significant role in the health outcome of the individual (Fig. 1).
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The IOM continued to build upon this framework when it released the landmark report,
Unequal Treatment: Confronting Racial and Ethnic Disparitiesin Health Care.” In the
report, the IOM committee focused primarily on: 1) issues related to the operational, legal,
and regulatory environment of health care systems, and 2) discrimination (bias, prejudices,
and stereotyping), as well as clinical uncertainty at the patient-provider level as key
contributors to health disparities. The committee’s report presented an integrated model for
examining health disparities that demonstrates how internal and external characteristics, or
determinants of health, impact the patient’s interaction with providers and other resources
within the health system, and how these factors ultimately influence health outcomes. The
theory that health outcomes are significantly influenced by complex, integrated, and
overlapping structures and systems—including social factors (socioeconomic status,
educational and job opportunities, social support mechanisms), health system factors
(insurance coverage, access to a usual source of care provider, ease of access to health care
services determined by availability of health professionals, hospitals, and other providers),
and environmental factors (housing, segregation, neighborhood violence, food)—are well
documented in literature examining the determinants of health.8-10 The biopsychosocial
model can enhance this integrated, individual-level perspective approach from beginning to
end, by the coalescing of a multidisciplinary effort drawing from science, the affected
population, and the community to improve health.11

The Persistence of Health Disparities

Although there has been some focus on addressing inequalities in these areas, racial and
ethnic disparities in health care access, as well as in evidence-based processes of care and
health outcomes, persist. For example, the percentage of blacks and Hispanics living below
the poverty level exceeds 25% for both groups compared with 9.4% for whites, according to
the most recent data from the US Census Bureau (Table 1). High school drop-out rates are
also higher for blacks (9.9%), American Indian/Alaskan Natives (14.6%), and Hispanics
(18.3%) compared with whites (4.8%). Blacks also experience higher unemployment rates
(16% vs 12.5% for whites) and report lower rates of being married with a spouse in the
home (30.1% for blacks and 42.7% for Hispanics compared with 54.6% for whites). Non-
elderly American Indian/Alaskan Natives report the highest rates of being covered by public
insurance only (63.4% compared with 30.1% for whites). Non-elderly Hispanics also report
high rates of public insurance (57.7%), as well as the highest rates of being discontinuously
insured (44.6% compared with 25.7% for whites) and rates of being uninsured all year
(28.6% compared with 14.4% for whites). Access to a usual source of care provider is
similar among the groups, with the exception of Hispanics, who also report the highest rates
of experiencing difficulty getting needed care and lower rates of always getting
appointments for care as soon as desired compared with whites. These findings are

consistent with the literature about the impact of insurance type and continuity on access to
12-17
care.

Many of the socioeconomic disparities—including race and ethnicity—associated with
reduced or unsatisfactory access to care are also prominent when examining cancer
processes of care and outcomes. As noted in Table 2, although black women have
mammography and Pap test rates similar to those of white women, they experience higher
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rates of advanced-stage breast cancer and mortality. Hispanic women report Pap test rates
similar to those of white women, but they experience higher rates of advanced-stage cervical
cancer and mortality. Racial and ethnic minorities also report lower rates of colorectal
cancer screenings (fecal occult blood test or colonoscopy/sigmoidoscopy/proctoscopy), but
only blacks experience higher rates of advanced-stage disease and mortality compared with
whites. Mortality for all cancer types, prostate and lung cancers, are also highest among
blacks and account for the majority of the racial/ethnic disparities. Blacks, compared with
whites, report similar rates of receiving smoking cessation and exercise counseling but lower
rates of diet and nutrition counseling. Hispanics report lower rates of counseling for all 3
lifestyle modifications compared with whites. Access to hospice care and hospice-delivered
pain medications were similar for whites and racial/ethnic minorities, although racial/ethnic
minorities reported lower rates of having their end-of-life wishes met.

Patient Navigation as a Tool to Reduce Disparities in Health and Health Care

Unfortunately, communities with the highest proportions of racial/ethnic minorities are
considered among the most vulnerable to reduced health care access and quality. These
communities also tend to be burdened with other socioeconomic barriers to care, including
high rates of uninsured and medically indigent populations. Appropriate mammography
utilization has been shown to be of particular importance to racial/ethnic minorities—most
specifically black women, who are often less likely than white women to receive adequate
screening and follow-up diagnostic mammography than white women and have higher
prevalence of advanced breast tumors but whose advanced cancer rates may be attenuated or
eliminated when stratified by screening history.18:1% Women who are immigrants and those
with lower incomes, with less education, without insurance, and lacking a usual health care
provider are less likely to get screening mammograms but continue to have high rates of
mortality.20-21 In addition, older, poor, less educated, and immigrant women are less likely
to be screened for cervical cancer.29 Among Hispanic women, key barriers to cervical
cancer screening include language/communication barriers, continuity of care, cultural
barriers/lack of knowledge, and low socioeconomic status.?? These barriers, particularly
language/communication barriers, have also been linked to reduced access to preventive
screening tests for women of other races/ethnicities (in addition to Hispanic women).23:24
Racial and ethnic disparities in actual and perceived barriers to health care access and
quality are also evident in the continuum of care for other cancers, including colorectal and
lung cancers.25-27 These and other studies offer evidence that, in addition to racial and
ethnic minorities, low-income individuals and families, women, children, young adults, the
elderly, residents of rural areas, and individuals with disabilities or special health care needs
(such as childhood cancer survivors transitioning to adulthood) may potentially benefit from
individualized assistance to overcome health care system barriers and facilitate timely access
to quality medical and psychosocial care from pre-diagnosis through all phases of the cancer
experience.28 Patient navigation, therefore, using a biopsychosocial approach to providing a
comprehensive range of health care services and support, represents a potentially powerful
tool in the arsenal to target health disparities.
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What Disparities Are Amenable to Patient Navigation?

Provisions of the Affordable Care Act address 4 key issues important to reducing health
disparities in the United States, all of which are amenable to improved implementation
through patient navigation: prevention and early detection; health care access and
coordination; insurance coverage and continuity; and diversity and cultural competency.2?

Prevention and early detection—Appropriate utilization of cancer screening tests has
increased for all races/ethnicities over the past 2 decades but still falls short of Healthy
People 2010 goals.2® Major national policy initiatives—for example, the National Breast
and Cervical Cancer Early Detection Program (NBCCEDP) to provide breast and cervical
cancer screening services to underserved women, as well as the Cancer Prevention and
Treatment Act of 2000 authorizing states to provide medical assistance through Medicaid to
eligible women who were screened through the NBCCEDP and diagnosed with breast or
cervical cancer—have likely played a role in narrowing these differences.3 Disparities
persist, however, particularly for immigrants and those with lower incomes, with less
education, without insurance, and without a usual health care provider.20

Patient navigators can help bridge the gaps between racial/ethnic groups related to
compliance with evidence-based guidelines for cancer prevention and early detection.
Patient navigators can facilitate access to the system for underserved populations by
connecting them to resources most appropriate for each patient’s individual needs—
including access to Federally Qualified Health Centers (FQHCSs), which tend to be major
providers of preventive care and screening services to racial/ethnic minorities and other
underserved populations. Patient navigation has been shown to be a critical component in
helping racial/ethnic minorities gain access to FQHCs, as well as to other safety net
facilities, which provide not only direct screening, diagnostic, and treatment services but
also public education and outreach to facilitate disease prevention.31-35 In addition, because
many cancer screening guidelines vary based on family history and personal risk factors,
navigators can offer individualized advice regarding screening services that may improve
compliance by increasing patients’ cancer knowledge and risk perception.36-38 Additional
studies to investigate the effectiveness of patient navigation as a mechanism to reduce
cancer health disparities are under way.3°

Health care access and coordination—Access to care refers to entry into or use of the
health care system, or the factors influencing entry or use. This may be measured by
structural factors that facilitate health care, such as having health insurance or a usual source
of care (USOC) provider; patient perceptions of their ability to gain access to health care
services (ie, difficulties or delays in obtaining care or receiving appointments for care as
soon as desired); and actual utilization of health care services, such as visits to physicians or
use of hospital inpatient or ambulatory care services.*0 Significant racial/ ethnic disparities
in health care access have been well documented.*! People with a usual source of care,
however, are more likely to receive appropriate preventive health services.42:43

The PPACA contains several provisions to improve health care access for racial/ethnic
minorities and other underserved populations, including providing planning grants to states
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to facilitate promotion of medical homes for Medicaid enrollees with chronic conditions;
funding for community-based interdisciplinary teams to provide support services to primary
care practices; and funding for consortiums of health care providers to coordinate and
integrate health care services for low-income uninsured and underinsured populations (Pub.
L. 111-118). These additional resources will contribute to the existing care continuum,
which includes a provider or team of providers responsible for comprehensive case
management, care coordination and health promotion, transitional care, patient and family
support, and referral to community services.

But health care systems are laden with complexity. Navigators, who operate best in their
local environment, are brokers with the ability to confront health system and environmental
barriers that tend to disproportionately burden racial and ethnic minorities. These barriers
include financial and insurance issues, paperwork and documentation, cultural beliefs and
language barriers, as well as issues related to transportation, childcare, and neighborhood
resources. Patient navigators, therefore, may play a critical role in coordinating access to a
comprehensive continuum of services by tailoring their assistance to help vulnerable patients
identify a medical home, by facilitating communication and cooperation between providers,
and by providing the patient education and support necessary to increase access to care and
their ability to comply with prescribed therapies.44-46

Insurance coverage and continuity—Racial and ethnic minorities, as well as people
with low incomes, are disproportionately uninsured or underinsured. One of the most
significant elements in the PPACA is the expansion of Medicaid to cover most individuals
up to 133% of the federal poverty level, as well as the development of health insurance
exchanges. This is important to addressing health disparities because health insurance
facilitates entry into the health care system.14 Uninsured individuals report more problems
getting care, are diagnosed at later disease stages, and get less therapeutic care.12:47.48

Navigators can play an important role in not only helping patients gain consistent access to
insurance through publicly-funded programs such as Medicaid but also in helping them to
remain consistently insured.#9:50 In addition, patient navigators may advocate on behalf of
patients who have historically experienced insurance discrimination, which is banned under
PPACA, so sicker individuals will no longer be excluded from coverage or charged higher
premiums. Finally, navigators may play a role in advising patients—particularly those facing
severe health literacy issues—regarding their selection of health insurance plans and in
completing necessary applications.

Diversity and cultural competency—Factors beyond biological differences, including
cultural beliefs, language, acculturation, nativity status, and health beliefs, often contribute
to disparities in health outcomes and health-seeking behavior.51-53 For example, studies
have consistently found that black and Hispanic participants report higher rates of distrust
and feeling disrespected by the health care system and health care providers.>*-56 Distrust in
health care services and providers contributes significantly to delays in treatment services,
the receipt of less than quality services, and increased rates of nonadherence to
treatment.>*6 Similarly, participants who feel disrespected by the health care system and
providers are less likely to be compliant with treatment and are more likely to put off getting
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medical services.?8 Patient navigation services are ideal to address many of the disparities
associated with diversity and culture because they foster trust and empowerment within the
communities they serve.>7:58

In their study of patients who received navigation services, Carroll et al identify providing
emotional support, “being there,” and providing helpful information as the most important
services received.>® These findings highlight the importance of trust in the patient/navigator
relationship. In the study, patients recognized the navigator as existing in two worlds, one as
an insider to the health care system and the other as a caring companion.®® As an insider, the
navigator is able to provide patients useful information to assist in accessing and navigating
the health care system.10 In their other role, the patient navigator is a supportive ally to the
patient.57:59 Patient navigators have the unique opportunity to establish trust with patients
and are the link that will help to extend that trust from the patient/navigator relationship to
the larger health care system.57:%9 In conjunction with increasing utilization of medical and
screening services, patient navigation services have been shown to decrease the anxiety
associated with medical treatment and increase patient satisfaction with services received
among underserved populations.#>>7 Underserved populations who receive patient
navigation services report fewer disruptions in care and are more likely to complete required
treatment.>’ Many of the studies attribute these positive findings to the use of representative
community members as patient navigators.5’-58 The use of representative community
members as navigators cultivates trust between the patient and the navigator and the health
care system they will be engaging. Community member navigators can be a resource in
addressing issues related to language, and they can also be instrumental in communicating
and promoting acceptance of cultural differences to service providers.5” The benefits of
applying patient navigator services to address health disparities related to diversity and
cultural competence are essentially limitless: “The navigator acts as a bridge between two
worlds—the fragmented, poorly coordinated health care system and the complex
biopsychosocial needs of cancer patients, especially those who are underserved.”>® The
opportunity for patient navigators to utilize the biopsychosocial approach to serve diverse
patient populations will be expanded and strengthened by the Patient Protection and
Affordable Care Act, which will expand initiatives to increase racial and ethnic diversity in
the health care professions, strengthen cultural competency training for all health care
providers, and require health plans to use language services and community outreach in
underserved communities (Table 3).

Conclusions

Despite many important efforts to increase equity in the US health care system, not all
Americans have equal access to health care—or similar health care outcomes. Low-income
Americans, racial and ethnic minorities, and other underserved populations often have
higher rates of disease, fewer treatment options, and reduced access to care. Patient
navigation is a clinical tool that, when applied in the context of a biopsychosocial approach
to health, particularly among ethnic populations, can play a significant role in improving
individual and population health. Navigators are uniquely positioned to play an integral role
in the changing environment of health care delivery by facilitating access to care, as well as
addressing language and cultural barriers. Patient navigators can break through literacy
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barriers (including health literacy and functional health literacy), build trust, reduce fear, and

Ssu

pport the improvement of patient-provider communication. In doing so, navigators can

plan an integral role in the changing environment of health care delivery, with the potential

to

help in delivering better quality and more efficient care and ensuring that access to care is

for all.
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Figure 1.
A biopsychosocial model of health and illness is depicted as a Venn diagram.
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