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Objective. To determine how closely a published model of navigation reflects the
practice of navigation in breast cancer patient navigation programs.

Data Source. Observational field notes describing patient navigator activities col-
lected from 10 purposefully sampled, foundation-funded breast cancer navigation pro-
grams in 2008-20009.

Study Design. An exploratory study evaluated a model framework for patient navi-
gation published by Harold Freeman by using an a priori coding scheme based on
model domains.

Data Collection. Field notes were compiled and coded. Inductive codes were added
during analysis to characterize activities not included in the original model.

Principal Findings. Programs were consistent with individual-level principles repre-
senting tasks focused on individual patients. There was variation with respect to pro-
gram-level principles that related to program organization and structure. Program
characteristics such as the use of volunteer or clinical navigators were identified as con-
tributors to patterns of model concordance

Conclusions. This research provides a framework for defining the navigator role as
focused on eliminating barriers through the provision of individual-level interventions.
The diversity observed at the program level in these programs was a reflection of
implementation according to target population. Further guidance may be required to
assist patient navigation programs to define and tailor goals and measurement to com-
munity needs.
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Cancer care has long been documented as an arena of racial, ethnic, and socio-
economic disparities (Freeman 1989; Koh 2009). Disparities in care delivery
impact patient outcomes (Battaglia et al. 2007). One of the emerging health
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care delivery models designed to reduce cancer care disparities is patient navi-
gation. Named in the early 1990s by Harold Freeman, patient navigation aims
to reduce delays in care for disadvantaged populations by addressing barriers
to care through one-on-one intervention (Freeman, Muth, and Kerner 1995).

Since its inception, patient navigation has expanded rapidly and is now
used in many settings across the cancer care continuum (Freeman 2012; Stan-
ley et al. 2013). By 2003, over 200 navigation programs were documented
(Hede 2006). The National Cancer Institute has funded patient navigation
through a number of programs, including the Community Network Programs
(Braun et al. 2012) and the NCI Community Cancer Centers Programs
(Swanson et al. 2012), as well as individually funded grants. Three large-scale
national patient navigation programs represent the largest coordinated imple-
mentation efforts to date: The American Cancer Society with 137 navigators,
the Centers for Medicare and Medicaid’s Medicare Cancer Prevention and
Treatment Demonstration for Racial and Ethnic Minorities (Mitchell et al.
2010), and the National Cancer Institute Patient Navigation Research Pro-
gram (Freund et al. 2008).

The NCI Patient Navigation Research Program recently reported
results indicating navigation produced more timely diagnostic resolution fol-
lowing abnormal screening (Battaglia et al. 2012; Dudley et al. 2012; Hoff-
man et al. 2012; Markossian, Darnell, and Calhoun 2012; Paskett et al. 2012;
Raich et al. 2012; Wells et al. 2012). Despite this demonstrated effectiveness,
there is little systematic examination of how programs outside of these organi-
zations are implemented (Stanley et al. 2013). Patient navigation programs
have been shown to vary in terms of navigator training, services provided, out-
comes measured, and efficacy (Wells et al. 2008). This is in part due to the lack
of reimbursement for navigation and reliance on institutional, foundation, or
research grant funding to establish and maintain programs.
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The Commission on Cancer has mandated that all accredited cancer
centers implement patient navigation programs by 2015 (Commission on
Cancer 2012) despite the somewhat limited range of systematic program eval-
uation conducted. Given the rapid diffusion of patient navigation as an inter-
vention to reduce cancer outcome disparities, there is an identified need to
clarify the scope of navigation and ascertain commonalities to develop com-
parative evaluations (Esparza and Calhoun 2011).

A unifying definition of patient navigation has been hindered by the lack
of a process to come to consensus around the definition of navigation while
allowing for variation in local implementation. One existing model for mea-
suring the implementation of patient navigation programs is a nine-principle
framework developed by Harold Freeman and colleagues during a 2010 sum-
mit on the measurement of patient navigation (Freeman and Rodriguez 2011).
The model suggests a set of consensus characteristics without explicitly
addressing variations in local context. This framework was not presented with
data from existing programs to assess how well it reflects the organization and
function of navigation programs. Thus, this exploratory study aims to evaluate
how closely these principles reflect the practice of navigation in self-identified
breast cancer patient navigation programs through independent observation
of routine navigator activities.

METHODS
Sample

We used purposive sampling to select 10 programs from a set of 40 funded by
a single foundation, with the intent to capture variation relative to program
size, geographic location, rural/urban setting, and target population. The sam-
pling procedure was evaluated by comparing the 10 chosen sites to the sam-
pling frame of 40 programs. Continuous variable comparisons used Wilcoxon
Rank Sum tests. Categorical variables were examined with Fisher’s Exact Test.
Differences were statistically significant at « = 0.05.

Data Collection

Four researchers conducted field observations. Observational procedures
were based on a previously published protocol developed to elicit comparable
observations of navigator tasks and the networks utilized to accomplish these
tasks (Parker et al. 2010). All observers participated in collective training on
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the use of the observation protocol. Observations were reviewed by the lead
investigators who provided continuous feedback to ensure consistency in
regards to protocol implementation. The field note data used for this analysis
documented the content of patient, clinician, and health care team interac-
tions, where they occurred, and any explanations offered by the navigator or
solicited by the observer.

Researchers conducted observations during the course of routine navi-
gator activities. Observations were nonselective regarding patients or types
of activities performed during observation to capture the full range of navi-
gator duties. We conducted four to nine navigator observation sessions at
each site. When applicable, multiple site navigators were observed to cap-
ture variation in individual navigator practice within programs. A total of
31 navigators participated, yielding 179.5 hours of observation (mean
hours/site = 17.95).

Analysis

Codes were based on nine a priori themes derived from the nine-principle
model of navigation. The intent in using this nine-principle taxonomy was to
assess the qualitative variance accounted for in these principles. Pilot coding
used field notes from Site 1, totaling 12 percent of the total hours of observa-
tion and was based solely on the a priori coding scheme. Following pilot cod-
ing, two primary coders refined the code book to operationalize the original
model definitions.

Initial coding was performed by the primary author, with bi-weekly
detailed coding reviews conducted with the senior author. Individual codes
were assessed by each coder prior to meeting, and a constant comparative
method was used to build consensus (Glaser 1965; Thorne 2000). Through
this process, codes that addressed the same construct were collapsed, while
additional principles that did not fit existing definitions were added as induc-
tive codes. Following the completion of coding, a third author reviewed find-
ings to assess consistency.

During analysis, observations from each site were compiled and
assessed for overall concordance with the definition of each principle. When
most observations at a site were consistent with the definition, a site was cate-
gorized as concordant. Conversely, when most observations at a site were not
consistent with the principle definition, the site was documented as discordant.
When no site observations related to a particular principle definition, the prin-
ciple was noted as “not observed” for the site. The number of sites categorized
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as concordant/discordant for each principle is displayed in Table 3, with
descriptions provided in the discussion of results for each principle.

RESULTS

Table 1 compares the sites selected for observation to the larger sampling
frame of 40 programs. The 10 observed sites were comparable to nonob-
served sites relative to geographic distribution, rural/urban setting, location,
using full or part-time navigators, and number of patients navigated per
month. Observed sites utilized more volunteer navigators, although this

Table 1: Comparison of Site Characteristics

Observed Sites (N = 10) Sites Not Included (N = 30)
Program site
Community-based 2 (20) 7(23.3)
Hospital-based 8(80) 23 (76.7)
Geographic region
Northeast 3(30) 8(26.7)
Midwest 1(10) 4(13.3)
South 2(20) 10 (33.3)
West 4(40) 8(26.7)
Rural/urban
Rural 2 (20) 4(13.3)
Urban 8 (80) 26 (86.7)
Services offered
Outreach/education 10 (100) 29 (96.7)
Breast screening 8(80) 25 (83.3)
Diagnostic services 8(80) 25 (83.3)
Treatment 6 (60) 23 (76.7)
Survivorship 9(90) 22 (73.3)
Navigator support
By telephone 10 (100) 29 (96.7)
At program site 9 (90) 29 (96.7)
In patient home 3(30) 8(26.7)
Atmedical appointments 10 (100)* 20 (66.7)
Atsocial service appointments 6 (60)** 2(6.7)
Other 2 (20) 2(6.7)
Navigator employment status Median (IQR) Medlan (IQR)
Total full time 1.0 (2.0) .5 (1.0)
Total part time 0 (1.0) .0(2.0)
Total volunteer 0 (1.0)* 0(0)
Patients navigated per month 21 (109.0) 23 (68.0)

*Significant at oo = .05; **significant at o« = .01.
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finding is likely driven by one site with 17 volunteers. Consistent with recent
findings that navigation is being conducted across the entire cancer care con-
tinuum, sampled and nonsampled sites provided analogous services ranging
from outreach to survivorship. Patient navigator support was offered through
multiple modalities with a greater proportion of navigators interacting
through medical and social service appointments compared to sites not
observed.

Table 2 provides detailed individual site descriptions among the 10 sam-
pled sites and highlights the significant diversity in patients served per month
(range: 8-1,013). The sites observed in this exploratory study were compara-
ble to the nine National Cancer Institute patient navigation programs in terms
of site type, number of navigators, and educational requirements (Parker et al.
2010; Clark et al. 2014).

Principles

Table 3 describes the initial and inductive codes used in the analysis and docu-
ments concordance with each principle. During pilot coding, we operational-
ized the principle categories and assigned each principle a single
corresponding code name. Two principles, Integration of Care and Connec-
tion between Sites/Specialties were collapsed into one code: Integration of
Care. Both principles focused on addressing specific patient barriers by bridg-
ing a disconnected system to facilitate access to appropriate care. Initial
attempts to differentiate these two codes were based on whether integration
occurred within or between health systems. The varied structure of each hos-
pital and nature of the observations did not permit these concepts to be empir-
ically discerned. After detecting significant overlap in coding these two
principles, a combined concept of integration was determined to be most
appropriate.

In comparing the empirical data across major codes, two discrete catego-
ries of principles were distinguished. These were established according to
whether principles captured individual-level or system-level activities. The
first category, Individual-Level Principles, represented activities focused on
single patients as part of the one-on-one relationship with the navigator. The
second category, Program-Level Principles, encompassed principles describ-
ing program organization and structure. Two principles not originally
included in the framework were identified inductively during coding and
added to the Program-Level Principles. These two principles were Resource



Health Services Research 49:5 (October 2014)

HSR

1562

Panuiuoy)

sannua areredas asat)

u2aM12( sjuanyed 10§ UOTEUIPIOOD
911D 9)E)[IOR] 0} SIIUI[ puE
srendsoy ‘sonenads ‘syuounredop
sdnnu 1oeyu0d s1oreSiaey (7)
pue ‘ored ySnoxyy syuaryed saowr 0y
UIed) [EDIUI]D 3} JO STIQUIS [[}IM
97euIp1009 s1oyeSiaeN (1) :sdem
OM] UT PIYJISSE[D 9 UED UOneISAIU]
“Jusunyean) sisouSerp jo ssaooxd
o ySnoxyy Summory juaned oy

«'S9I1S o1eD ATE1)I9)

pue soy1s axed Lrewid se yons ‘xed

JO SUIASAS PAIIUUOISIP SSOIOL
syuarjed oyeSiaru 0) poou € STAIOY T,

«uoned [enprarpur

9} 10§ WISAS aredYI[RIY

Wo)SAS PAjodUUOISIp
$S010® 9JeSIARN

doay 03 9a10s yery) Juanyed oyads poruowSer; e oyexSojur A[enyaia wasAs
0 I 6 ® JO J[eyaq UO SUOnOE 10yeSIABN 09 SOAIDS UOTIESIARU JUANE ], paruewSery ayerSajuy
(030 yuauyean
198 ‘syuounurodde puaye) ared
YSnoxy) [enpIAIpul ue 9A0W 0} [opows A12AT[Op
spuajut yey) 914195 & Surpraoxd uo 9DIAIDS DIBDYI[EAY ILIUDD EXCREIRENIEY)
0 0 01 s9sn00j yeyy) pauriojrod uonoe uy -juaned e st uoneSiaeu yuoney,, “yuaned Surpraoig
L WNNuURuod
aIedYI[EaY A JO syuswSos
a1ed U0 ySnory [[& sso1de a1ed A[oWn) 03 SILLIeq
SuImof[o} 03 ISLLIE] € SOONPAI JEY} JO UOTRUTWI[? A} ST uonESIARU axeo Apwun
0 0 01 I107eS1ARU 91) Aq UAYE) UOT)IE AUy juenyed Jo UOTOUN 9102 AY T, 0} sIaTLIRq SuneuTuIy
sodrourid [oad[-fenprarpuy
Pa0ussqQ) 10N JUDPAISYT  JUDPLOIUOY) Suapory sof uondruosag pafipopy uo1IUAa (T UDWIILT pon)

K10891e)) Aq uoneSiaeN Jusne] 10§ so[dur] jo suondrsa( PAYIPOIA pue [eulSii() ¢ 9[qel,



1563

Assessing Patient Navigation Using a Nine-Principle Framework

ponuiguey)
s1opraoxd
1910 [[E JO Jey) woy I0jeSiaeu
a1 jo seniqisuodsal pue
wea) 9101 a1y soysmMIunsIp yey) sonoexd
a1 unyIm I0yeSIARU A1)} JO 9[O1 J0 2doos 1ea]d B y3M pauyep
0 G G PoULOP 9y} 91eNSUOWIIP JBY) SYSE], aq p[noys uoneSiaeu JuLTE ], o701 jo 2doos reay)
ased o)
so[puey 1o8uo] ou 101eS1ARU O} ’SPUD UOT)ESIARU YOIYM
yo1yM Ye Jutod e pue ‘ored jusred yejurod ot pue surSoq uoneSiaeu
Ul paAjoAUr 308 sI07eSIARU 919UM yomym ye yurod o} suyep 03 pesu uoneSiaeu jo pud
z 0 9 Anus jo syurod oymads are a1ay T, ® STOIAY) 91D Jo wd)sAs usAlS e up,  pue SuruurSoq pauge(y
powroyrad are sanIAnoe
UONESIABU 9I0YM WNNUIUOD
I190Ued 91 U0 oseyd oy ur
juanyed Jo spaau A1) 0) paYPIEw Aq uoneSiaeu jo aseyd uaard
PINOYS [[IYS JO [OAJ] SIY |, ‘PoUYP e Je pa1mbau S[[I{s Jo [2A9] a3
19s [[rys og1ads & yym suonisod £q paurure)ep aq prnoys ajeSiaeu
0 9 z oyjur s1oyeSiaku a1y sureiSorg PINOYS OYM JO UONBUTULISNOP Y[,  PIUYSP SI[[IS JO [OA]
. unnupuod
axed o jo aseyd renonred
© YSnoIy) [enprarpur ue sjeSiaeu
IoUUEW JUSIOYJR A[[eorurd 03 A1essooou s[uys pue Sururen
® UI $901AI9S UTRjUTEW 0} strexSoxd AU} Y)IM 9)EINSUSUIUIOD PUB
£q pazinn sa1Sarens ajensuowap 9AT)IIJJD 150D A P[NOYS SIITAIIS SSOUDATIIOYO
¢ I ¥ ey s10jeSIARU Aq USYE) SUOTOY uoneSiaeu juanyed Jo A10AT[a(T,, 1500 werSoIg
sopdourid [oAs[-wrerSorg
P0UISqO 10N TUDPIOISKT  JUDPA0IUO)) Suapory sof uongrosaq pafipopy w0 UPWIILT pon)

ponuiuo)) g 1qeL,



HSR: Health Services Research 49:5 (October 2014)

1564

¥ 0 9

$901A10s uoTESIARU Op1A0Id
01 $921M0sa1 pue Surpuny aziun
pUe puy sI0JeSIABU YOIYM UT SKem
XOPOY}IOUN Y} JOI[OI Jel]) SUOTOY
o701 1101} N0 Sur1red ur 10jeSiaeu
10§ SIOLLIE( 9)BID TR} SUIA)SAS
yuanour aaoxduwr 0y swre jeyy
101eS1ARU © £q USYE) UOHIE AUy
uoneziuesio
a1 0) reurayur 10 Aouade
ap1sno ue 03 aq Aewr Sunroday
“110da1 10 /pure 109w jsnur
I07eS1ABU O]} Je) S[E0S IO SOITOW
POYSI[qEISS PU. PIULP Ik 9I9Y ],
931 913 J& saNIATIOR UoTESIARU
SO9SIOAO 10 /PUE SIJEUIPIOOD
oym dnoi8/uosad e storoyy,

PepnourjoN

papnouIjoN

 UONRUIPI00D
axmbor suraysAs uoneSiaeu juone,,

UONEeIYNUIPI 90.IN0SIAY

juowroAoxduur wrays4g

PTBUIPIOOD ST WIA)SAS

PaaiasqQ) J0N  TUDPLOISLT

JUDPA0IUOY)

Surpory sof uondriosa paifipopy

w03 UDWIIT

PoD

ponuuo)) g AlqeL,



Assessing Patient Navigation Using a Nine-Principle Framework 1565

Identification and System Improvement. Findings for each principle are
described below.

Individual-Level Principles

Eliminating Barriers. The observational data consistently reflect this core con-
cept of navigation: Navigators at all 10 sites actively sought to eliminate bar-
riers to care faced by patients. The type of barrier targeted was based on the
navigator’s evaluation of individual patient needs and varied according to
the community served by the program. The following examples from Site 1
represent the variation in the barrier elimination tasks that were observed
across all sites:

[Navigator D] starts looking through her file for a form that might indicate an MRI
option to save the patient $500.

Navigator E offers a special Saturday screening date. Navigator offers a free Pap
smear too, which Patient 2 accepts.

While financial and logistic barriers were most commonly documented,
social and cultural barriers addressed by navigators were also observed as
important aspects of the one-on-one relationship formed with patients.

Navigator L explains what really scared Patient 4 was that, when the local sur-
geon said the tumor was unusual, and Patient 4 needed to see a specialist, Patient
4 thought that meant it must be very bad and she was going to die. Navigator L
reframed that interpretation as “You’re in a good position: you’re going to see
a specialist, someone who sees more of these tumors. This is a positive step.”
[Site 6]

These examples demonstrate the wide array of skills, networks, and/or
systems cultivated by navigators in their efforts to eliminate barriers. Identify-
ing and eliminating barriers was a key service component in all navigator pro-
grams, demonstrating concordance with the model definition.

Patient-Centric Care. Patient-centric care was observed on numerous occasions
in all 10 of the programs studied. This principle reinforces the individualized
approach to addressing patient needs and preferences. While the nine-princi-
ple model provides a very broad definition for providing patient-centric care,
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it was operationalized here as patient-focused activities that promote individual
engagement in care. For example:

Navigator I explains that she has tried to maintain a very personal relationship
with the patient, hoping that if she continues to build trust with her, Patient 2 may
re-think [doing] radiation. [Site 4]

Navigator K finds a support group that meets tonight. . . Navigator K calls Patient 2
back, tells [patient] about the group, gives the date and location and encourages the
patient to go. [Site 5]

The navigator was observed to be central to providing care that extends
beyond defined clinical needs. In this manner, patient navigation was
observed to bridge the gap between social and medical needs experienced by
individual patients and represented a unique role on the health care team. All
programs were determined to be concordant with the patient-centered princi-
ple proposed in the model.

Integration of Care. Nine sites were observed integrating care within their
health care team and across specialties. This principle attempts to capture the
manner in which navigators work within and between health care systems to
create a seamless care experience for patients. For example:

Patient 13 is interacting with a lot of people. She has a social worker and a naviga-
tor; Navigator BB and [the nurse practitioner] discuss how they can coordinate all
these efforts. [Site 10]

Navigator BB acts as a conduit between the nurse practitioner and other
local practitioners to ensure that care is synchronized. When integrating care
within teams and across sites, it was imperative for the navigator to access
internal systems, as evidenced below:

Navigator B works through the list of patients due for annual screening mammo-
gram. She checks the EMR for each patient, looking to see whether they are
already scheduled for a screening mammogram. If not, she fills in and addresses a
reminder card. [Site 1]

Navigators at most sites made extensive use of electronic records, charts,
and other tracking systems to integrate care effectively. The nine sites
observed to use these strategies to coordinate care were considered to be con-
cordant with the model definition of integration of care.
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Program-Level Principles

Defined Level of Skill. The level of skill principle showed significant variation
between these 10 sites. As Table 2 exhibits, programs utilized navigators
with a broad range of education and skills. The nine-principle model defini-
tion for level of skill suggests that programs should tailor navigators’ skill
level to the phase of navigation, interpreted operationally as the point along
the cancer continuum (described below) where navigator activities were
focused.

Five points along the cancer continuum were represented in these sites:
outreach, screening, diagnosis, treatment, and survivorship. Among those
observed, eight programs participated in at least three of these phases. There
was little evidence that navigator skills were aligned with the phase of naviga-
tion. For example, there was no evidence of tailoring such that nurses were
confined to navigating patients in treatment, while lay navigators served
patients in screening or survivorship. Instead, other criteria were valued in the
selection of navigators: “Given the variety of languages spoken by patients at
the hospital, most of the navigators are bilingual and bicultural, and this is the
primary qualification for becoming a navigator” [Site 7]. Skills such as lan-
guage appeared to gain priority when the spectrum of services was broad.
Only two programs that focused narrowly on outreach and survivorship ser-
vices had very tailored criteria for navigator practice and were classified as
concordant on this definition.

Scope of Navigator Practice. The scope of practice principle demonstrated the
greatest variation among programs. Five sites were categorized as concordant
with this principle and five were discordant. Observed tasks included patient-
based, administrative, financial, and support duties. There were core tasks that
were widely represented including connecting patients to services, patient
contact and tracking, providing patient information/education, referral coor-
dination, and identifying patient needs. These tasks functioned to support the
individual-level principles of providing patient-centric, integrated care
through the elimination of barriers. While these tasks were identified across
many of the observed sites, patient navigators acknowledged that their role
was often dictated by actions they initiated:

Navigator I tells observer that her job description was vague, and that she has been
inventing it as she goes along, with few main components. [Site 2]



1568 HSR: Health Services Research 49:5 (October 2014)

Despite expansive definitions of the navigator role, many navigators
demonstrated the ability to set boundaries in managing this broad job man-
date while defining their own role in several domains:

Navigator A explains Patient 2 had felt lumps, so she reminded the woman that not
all lumps are cancer and that she should talk to her doctor. Navigator A adds, “I
won’t diagnose.” [Site 1]

Navigator A, a lay navigator, clearly articulates her inability to make clin-
ical decisions to the patients she navigates, a common trend among patient nav-
igators without clinical credentials. Generally, the scope of navigator practice
appeared to be defined broadly, with both navigators and to a lesser degree
programs, narrowing this scope through defining particular boundaries.

Cost Effectiveness. The cost-effectiveness principle described by Freeman was
identified in five sites, with four defined as concordant. The model’s definition
of cost effectiveness is efficient resource utilization, “commensurate with the
training and skills necessary to navigate an individual through a particular phase
of the care continuum” (Freeman and Rodriguez 2011), which is distinct from
the traditional health service research definition. Some programs used highly
compensated navigators with clinical or graduate degrees to perform tasks that
could be accomplished by lay individuals. For example, one navigator who was
trained as an RN was observed sending reminder letters to all patients overdue
for mammograms, followed by calls to schedule mammograms. These tasks
would, by definition, be considered below the scope of RN practice.

Three of the programs supplemented employed navigators with volun-
teers who provided clerical or logistic support: There’s just one [navigator], so it’s
one [reminder] call, then a letter. Volunteers help with the mailing [Site 9]. At Site 4:
Navigator I explains that ACS coordinates volunteer drivers who provide transportation
for medical visits. While this observational examination of navigator activities
did not allow for a full exploration of efficiency in delivery of navigation ser-
vices, there was evidence that indicated some programs attempted to use vol-
unteer resources to increase cost effectiveness.

Defined Beginning and End of Navigation. Eight of ten sites showed evidence of
defined protocols for moving patients in and out of navigation. Protocols were
partially dictated by the scope of navigator practice and range of services
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provided by the program. Identifying patients for navigation through specific
protocols was often time intensive:

She says there are monthly reports from Pathology for all patients newly diagnosed
here in the past month. Navigator Q reviews them and assigns them to navigators.
[Site 7]

This program deemed all patients with newly diagnosed cancer as eligi-
ble for navigation services. Some sites that navigate all patients defined bound-
aries along the continuum of cancer care: Patient 9 is out of Navigator F’s system
now that she’s getting chemo. The patient is now in Chemo-Navigator’s system [Site 2].
This program defined the end of navigation as the transition to the next phase
of cancer care.

Other programs used needs-based protocols: “Social Worker 2 will
interview all recently diagnosed patients and then refer them to the navigation
program if they need more help” [Site 3]. While two sites did not establish dis-
crete protocols for patients to be navigated, navigators still established ways in
which they identified patients in need of navigation:

Navigator K sees Patient 9, female, in the office. She recognizes her as a patient she
hasn’t met. . . Navigator K says she can tell because “I don’t know their faces.” [Site 5]

These examples demonstrate the highly variable methods by which pro-
grams defined processes for moving patients through navigation: Some used
broad criteria, such as navigating based on the phase of care, while others used
individual, needs-based methods.

Coordinated System. This principle presented challenges in creating an opera-
tional definition based on the vague conceptualization in the nine-principle
model. Coding focused on two observable aspects of a coordinated system: (1)
evidence of a management team guiding navigation and (2) established met-
rics or targets to evaluate navigator performance. Six of the programs had des-
ignated management teams for their navigators, although significant variation
was present in their structures. Programs had navigator-supervisors, dedicated
program directors, or clinically based supervisors. An example of a compre-
hensive management structure was observed at Site 2:

Navigator F attends a monthly meeting with the “task force,” which includes NP,
data people, nutrition, outreach nurse, PA at breast institute, radiology people, etc.
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Such programs demonstrated how patient navigators were situated in
clinical teams functioning to provide a system of navigation beyond the indi-
vidual.

The second criteria indicating a coordinated system of navigation was
the act of patient navigators recording actions taken with patients or targeting
objective metrics. Four sites were concordant with this definition:

At 6 months, 1 year, and 18 months, Navigator V fills out a report on how the
patient is doing. Navigator V describes the Navigator Tracking Form navigators
use to report their activities to the program director. [Site 9]

This points to how the patient navigator role bridges clinical and admin-
istrative realms within the health care system. Programs were structured using
supervisors and navigators in various capacities, with observed differences in
reporting to clinical and/or administrative stakeholders. Approximately half
of programs demonstrated structured coordination, but only two programs
had both formalized reporting systems and a management structure.

Resource Identification. Navigators at all 10 sites participated in seeking new
resources to provide services to their patient populations. The resource identi-
fication principle was inductively added to capture navigator efforts that iden-
tify new sources of funding and/or resources and aim to improve existing
activities. These efforts represent a specific type of activity focused on commu-
nity needs versus individual needs not captured in patient-centric care.

Resource identification aimed to improve both the patient experience
and the program’s ability to provide quality care:

She explains that she once got in trouble for giving a patient cash. It is against hos-
pital policy for employees to give out cash to patients. One way she has gotten
around this is by creating an Emergency Fund for patients. Navigator H designs
and makes jewelry, and so, in the past she has held a jewelry sale with the proceeds
going to the Patient Navigation Emergency Fund. That way, money is there for
patients if they are really in a bad situation or they need something and Navigator
H doesn’t have a donated service to help them out. [Site 3]

All sites observed were active in these creative efforts which appeared to
aim at creating sustainability by anticipating the future needs of patients at the
program level. Activities were diverse and highlighted community differ-
ences. All sites were observed to be concordant with this proposed principle
definition.
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System Improvement. Patient navigators in seven programs were observed par-
ticipating in system improvement efforts aimed at reducing systems-level bar-
riers to care or improving the ability to navigate patients. These efforts
exemplify the importance of navigation as situated within the health care sys-
tem and its ability to integrate disparate processes. While the bulk of activity is
directed at integrating care for patients, navigators were also primed to iden-
tify areas for system improvement.

If the patient gets a mammogram only, with no [clinical breast exam]|, then there’s
no record in the chart. This makes it difficult for Navigator C, who is responsible
for documenting all screening mammograms to the [Program|. She thinks a form
should be developed that would allow the mammogram tech to record that a mam-
mogram was done, which could be inserted into the patients’ charts. [Site 1]

[Navigator G] explains that she is working with the IT department to create a new
clinical form to put in the EMR to use instead of paper forms, and up until this
point she has served as the point-person for IT. [Site 3]

These cases demonstrate the problem-solving skills that navigators
apply not only to addressing patient barriers but also to systems barriers they
encounter in their daily navigation.

Program Comparisons. Program characteristics described in Table 2 were exam-
ined as they related to other programs and each of the nine principles. The use
of paid versus volunteer navigators was strongly associated with concordance
with the principle of care integration. Hiring navigators as employees as
opposed to volunteers allowed access to confidential medical record systems.
The one site that did not demonstrate integration of care used exclusively vol-
unteer navigators without access to medical record or scheduling systems. This
appeared to be the essential feature driving the ability of navigators to integrate
care in a manner reflective of the nine-principle model definition of care inte-
gration.

A second pattern emerged as related to the scope of role principle. The
sites that were categorized as discordant on this principle were those that
required clinically based degree qualifications among navigators. Navigators
with these types of degrees did not demonstrate concordance with this
principle as their role often blended with that of their clinical degree. In these
sites navigator responsibilities were not distinguished from those of an RN or
MA. This was also true when volunteers were used as navigators. Volunteer
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navigators often were observed to perform tasks that were normally executed
by staff, such as retrieving pillows and blankets during chemotherapy infu-
sions.

DISCUSSION

With the rapid dissemination of patient navigator activities and programs,
there is an urgent need to understand how programs are organized and to
characterize the activities they conduct. Our analysis divided the nine-princi-
ple model into individual-level and program-level principles through empiri-
cal assessment. Evaluating 10 breast cancer navigation programs using
published principles of navigation indicated that programs were broadly con-
sistent in the application of individual-level principles. Individual-level princi-
ples reflect other authors’ conceptions of the instrumental and relational
interventions performed by navigators in a variety of settings (Jean-Pierre
et al. 2011). In contrast, program-level principles demonstrated considerable
variation in practice, a phenomenon reflected in other research (Wells et al.
2008; Wilcox and Bruce 2010; Jean-Pierre et al. 2011). In addition to the nine
core principles previously put forth, we distinguished two new components
of patient navigator activities: System Improvement and Resource
Identification.

Despite encouragement for institutions to implement patient navigation
in hospitals and clinics (Fashoyin-Aje, Martinez, and Dy 2012), there is little
consensus on how navigation should be implemented. The observed variation
in local implementation was not unexpected given the body of literature on
innovation diffusion. When new care delivery systems like patient navigation
are implemented, the process is often nonlinear and disorderly. The process of
diffusion “proliferates into complex bundles of innovation ideas, and diver-
gent activities by different organizational units” (Van de Ven et al. 1999). This
is similar to the variation seen across these 10 programs.

Patient navigation is a complex innovation, attempting to integrate a
new role that interacts with several different professional groups. Ferlie and
colleagues have documented the additional challenges associated with imple-
menting innovations that change practices across groups of professionals (Fer-
lie et al. 2003). The navigator role, without a clear focus, may be adapted by
each professional group with which the navigator interacts, expanding the
scope of the navigator role as we observed in this data. This may be particu-
larly true when nurse navigators are perceived to be part of the nursing team.
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A clear scope of the navigator role is an essential principle in supporting navi-
gators to meet the goal of integrating care in a patient-centric manner. These
considerations are important in implementing and sustaining navigation pro-
grams that provide meaningful improvements in patient care for populations
as well as individuals.

Zapka and colleagues published a model in 2010 documenting a set of
transitions and interfaces representing multi-level gaps in the pathway from
cancer screening to diagnosis and treatment (Zapka et al. 2010). This frame-
work identifies processes that are amenable to patient navigation interventions
applying Freeman’s principles. For example, referrals for diagnostic evalua-
tions require both physician coordination and patient acceptance. Navigator
tasks related to the principles of integrating care within the system and elimi-
nating patient barriers represent aspects of navigation that may close this iden-
tified gap. The coordinated system of navigation principle further applies
across Zapka’s continuum which provides a systematic and complementary
framework to aid navigators in targeting gaps in processes of care associated
with cancer screenings.

Navigators provide a unique role in health care: They aid patients in
negotiating disjointed processes of care, crossing boundaries imposed by spe-
cialization. Our findings suggest that a key program feature that allowed navi-
gators to bridge professional and organizational boundaries was the use of
paid navigators who have access to medical records, practice schedules, and
other protected health information. There has been little systematic investiga-
tion of the role of the volunteer navigator in the United States. Canadian pol-
icy has drawn attention to the different roles that staff and volunteer
navigators hold (Canadian Partnership Against Cancer 2010; Lorhan et al.
2013). The distinction between the capacity of these two roles and their impact
on the delivery of navigation warrants further examination and consideration.

Although it is imperative that programs address local disparities, there
remains an inherent tension in balancing worker capacity with community
needs. Navigators may be hired based on skills that serve the target popula-
tion, which need to be balanced with concerns of efficiency in navigation prac-
tice. The development of specific program goals may aid in balancing these
concerns. Others similarly support navigation as a goal-oriented intervention,
encouraging programs to employ navigation services to improve specific out-
comes of interest (Paskett, Harrop, and Wells 2011). Producing goal-oriented
navigation programs holds promise for creating inclusive navigation models
that allow for varied implementation according to specifically defined preven-
tion or disease outcomes.
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A major strength of this analysis is the direct observation of navigator
activity measured independently of program intent. There are several
limitations to our analysis. First, this study is an exploratory analysis of the
Freeman nine-principle framework within 10 breast cancer navigation pro-
grams, and as such is not representative of patient navigation nationally.
There was the potential for similarities in these programs as they were sup-
ported by the same funding agency and therefore shared requirements for
reporting. Even within this context, we observed significant variation in
program implementation. The imputing of intent based on the observa-
tional data represents a limitation of this project’s scope and could be over-
come by a comprehensive program analysis. Future work could involve
more detailed analysis of how navigation spans health systems and types of
care (i.e., primary vs. tertiary). Finally, our data are not linked to outcomes;
therefore, we cannot comment on which principles or activities are associ-
ated with best practices.

This research assesses one framework for defining the navigator role as
focused on eliminating barriers through the provision of patient-centric care
that integrates the fragmented health care system. The set of programs
observed in this sample reflected navigation as described by others as facilitat-
ing care through identifying specific needs of patients in the community. This
was evidenced by the varied approaches to implementing programs that were
tailored to local context and focused on community needs. The diversity of
implementation in these programs provides an argument for broad consensus
criteria around creating targeted, context-specific program goals addressing
population needs. Creating these contextually driven goals will provide pro-
grams with the opportunity to measure navigation effectiveness, which is
needed to provide support for the navigator role. Lastly, creating guidance for
program development around goal setting and navigator management may
increase the ability of navigators to effectively manage their role that bridges
program and community interests.
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