
Providers’ Views on a Community-Wide Patient Navigation 
Program: Implications for Dissemination and Future 
Implementation

Erika E. de la Riva, MA1, Nadia Hajjar, MPH2, Laura S. Tom, MS1, Sara Phillips, BA1, XinQi 
Dong, MD, MPH3, and Melissa A. Simon, MD, MPH1,4

1Northwestern University–Feinberg School of Medicine, Chicago, IL, USA

2Access DuPage, Carol Stream, IL, USA

3Rush University Medical Center, Chicago, IL, USA

4Robert H. Lurie Comprehensive Cancer Center, Chicago, IL, USA

Abstract

The DuPage Patient Navigation Collaborative (DPNC) adapted and scaled the Patient Navigation 

Research Program’s intervention model to navigate uninsured suburban DuPage County women 

with an abnormal breast or cervical cancer screening result. Recent findings reveal the 

effectiveness of the DPNC in addressing patient risk factors for delayed follow-up, but gaps 

remain as patient measures may not adequately capture navigator impact. Using semistructured 

interviews with 19 DPNC providers (representing the county health department, clinics, advocacy 

organizations, and academic partners), this study explores the critical roles of the DPNC in 

strengthening community partnerships and enhancing clinical services. Findings from these 

provider interviews revealed that a wide range of resources existed within DuPage but were often 

underused. Providers indicated that the DPNC was instrumental in fostering community 

partnerships and that navigators enhanced the referral processes, communications, and service 

delivery among clinical teams. Providers also recommended expanding navigation to mental 

health, women’s health, and for a variety of chronic conditions. Considering that many in the 

United States have recently gained access to the health care system, clinical teams might benefit 

by incorporating navigators who serve a dual working purpose embedded in the community and 

clinics to enhance the service delivery for vulnerable populations.
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INTRODUCTION

Millions of low-income U.S. adults and recent immigrants fall into a “coverage gap” and 

remain uninsured (The Henry J. Kaiser Family Foundation, 2013, 2014). DuPage County, 

adjacent to Chicago’s Cook County, has a growing low-income, uninsured population (U.S. 

Census Bureau, 2014). However, unlike its urban Cook County counterpart, suburban 

DuPage has only a limited health care safety net to meet the diverse needs of low-income 

residents. In 2001, community leaders established the Access DuPage (AD) program, a 

coalition of hospitals, physicians, local government agencies, human service agencies, and 

community organizations to provide access to an array of health services for uninsured 

DuPage residents. Although the uninsured had improved health care access through AD, 

gaps remain in the delivery of services, especially for cancer and other conditions that 

require careful coordination of local resources. The DuPage Patient Navigation 

Collaborative (DPNC), a community-based participatory research partnership between AD 

and Northwestern University, was developed in response to community leaders’ concerns 

that low-income women with abnormal breast and cervical screening results lacked supports 

essential to appropriate follow-up and treatment (Samaras et al., 2014).

BACKGROUND

Funded by a 5-year grant from the National Cancer Institute, the DPNC replicated the 

Patient Navigation Research Program (PNRP) intervention model—previously tested in 

multisite efficacy trials (Freund et al., 2008) including in Chicago (Nonzee et al., 2012). 

Adaptations were made to scale navigation to a county level and support health care for 

uninsured women through state-funded public health and DuPage volunteer organizations 

(Lobb et al., 2011). Designated as the DuPage County Illinois Breast and Cervical Cancer 

Program’s (IBCCP) primary referral option for women enrolled in AD, the DPNC navigator 

team navigated patients from March 2009 through December 2012. The DPNC navigator 

team consisted of six ethnically diverse bilingual (English/Spanish and English/Arabic) 

community navigators with complementary case management experience. Three navigators 

had master’s degrees in social work or public health as their highest educational attainment, 

two had bachelor’s degrees (including in social work), and one was a high school graduate 

(Phillips et al., 2014). Supervision of the navigation team was shared by AD and 

Northwestern University, with day-to-day coordination provided by a master’s degree–level 

staff member. All six navigators were full-time salaried employees of AD and received 

fringe benefits.

Navigators’ roles included making appointment reminder calls; providing informational, 

logistical, and emotional support; providing interpreter services; and referring patients to 

community human resource wrap-around services. DPNC community navigators moved 

freely across multiple clinics/hospitals linking patients with existing community resources 

and facilitating relationships among community partners. Prior to the start of the 

intervention, navigators received approximately 80 hours of extensive on-the-job training for 

this role, including resource and administrative training at AD, research administration at 

Northwestern, case manager shadowing at the DuPage Health Department, trainings 

facilitated through community partners, community health workers training, and the national 
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PNRP/American Cancer Society training covering health disparities, role of navigators, 

cancer knowledge, culture and diversity, communication, introduction to clinical research, 

mapping resources, and resource management (Calhoun et al., 2010). In addition, navigators 

received weekly coaching from the investigator team, DuPage County service providers, and 

project coordinator for the first year of the intervention. For the remainder of the 

intervention period, navigators attended 1- to 2-hour educational sessions on a quarterly 

basis on topics such as nutrition, tobacco cessation, and treatment. They also participated in 

Affordable Care Act training and attended national public health conferences. Greater details 

about the navigation program are described elsewhere (Phillips et al., 2014).

The evaluation of the DPNC used PNRP timeliness metrics to examine median time to 

diagnostic resolution among a cohort of uninsured DuPage women receiving free breast or 

cervical cancer screening through IBCCP and had abnormal screening results. Results 

suggested that the navigation program was effective in facilitating access to care for these 

women. Median follow-up time compared favorably to external benchmarks despite the 

prevalence of timeliness risk factors, and no differences in likelihood of delayed follow-up 

between Spanish- and English-speaking patients were observed (Lobb et al., 2011). Despite 

these marks of success for the DPNC, evaluations of navigation programs have primarily 

focused on patient timeliness measures—time between abnormal screening results and 

follow-up or between diagnostic resolution and treatment (Battaglia et al., 2012; Caplan, 

May, & Richardson, 2000; Hoffman et al., 2012; Lawson, Henson, Bobo, & Kaeser, 2000; 

Markossian, Darnell, & Calhoun, 2012; Paskett et al., 2012; Raich, Whitley, Thorland, 

Valverde, & Fairclough, 2012; Wells et al., 2012). However, these metrics fail to capture 

how navigators shape the essential community relationships and health care infrastructure 

toward timely diagnosis and treatment for uninsured, underserved patients. Qualitative 

approaches, including interviews with DPNC providers, are necessary to illuminate elements 

such as a navigation program’s fit and interactions within a health care delivery system, 

patient navigators’ role as liaison between the community and service providers, and 

providers’ experiences with the program.

Following the DPNC navigation intervention, we conducted semistructured interviews with 

key DPNC providers to explore the navigation program’s impact on supporting the 

development of a county-level partnership and enhancing a health care safety net for 

uninsured suburban women with abnormal breast or cervical cancer screening results. 

Specifically, we present perspectives from the health care providers involved to describe how 

the DPNC navigation program strengthened community programs and partnerships and 

supported clinical service delivery. In addition, we present providers’ recommendations for 

future navigation program design.

METHOD

The social-ecological model (Knightbridge, King, & Rolfe, 2006) provided the framework 

to engage providers across multiple settings (i.e., community clinic, health department) and 

sectors (i.e., local government, academia, advocacy, private medical providers). Many of 

these sectors were represented in the DPNC’s community advisory board (CAB) and thus 

guided project implementation, advised on the study design and implementation, facilitated 
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community buy-in, provided resources, and disseminated findings. Other individuals, such 

as health care providers with existing relationships with AD and the DuPage Health 

Coalition, were involved via their roles in delivery of care—providing screening, diagnostic, 

and treatment options and services for women enrolled in the navigation program.

Following completion of the intervention phase in December 2012, project investigators 

compiled a roster of DPNC providers to participate in individual interviews to assess their 

perspectives on the implementation and community impact of the navigation program. 

Eligible individuals who met the inclusion criteria were men and women 18 years and older 

who were members of the CAB and/or were medical providers, clinical staff, case managers 

and social workers, administrative support staff, and executives/directors representing DPNC 

partner organizations. Hereafter referred to as “providers,” these individuals represented the 

different elements of the DuPage County safety net. Patients and navigators were not 

interviewed in this process; their perspectives, including those regarding the navigator–

patient relationship and stories from the field, are reported elsewhere (Livaudais et al., 2010; 

Phillips et al., 2014).

Three trained project staff members, including two of the authors (NH and SP), approached 

the providers via phone and e-mail between February and May 2013 to schedule in-person 

or phone interviews. Project staff verbally presented informed consent information, and once 

a provider provided consent, interviews were conducted using a semistructured interview 

guide. Motivated by principles of community-based participatory research that included 

building on the assets within the community, facilitating collaboration of community 

members, and using partner knowledge to develop action-oriented research (Lobb et al., 

2011; Samaras et al., 2014), we organized our interview questions into four core areas: (1) 

provider’s relation to the patient navigation program, (2) navigation effectiveness, (3) 

connecting patients with navigators (e.g., the referral process), and (4) program 

implementation. Relation to patient navigation program included the providers’ affiliation, 

frequency of contact, type of contact, mutual benefits, and length of involvement with the 

navigation project. Navigation effectiveness questions touched on outcome measures, 

targeted populations, and the accessibility of the navigation program. Questions related to 

the referral process covered the successes and challenges of the hand-off process, that is, 

how the clinical team assessed the need of patients and referred them to patient navigators as 

needed. Program implementation questions addressed which components of the program 

worked well, which needed improvement, and design of future navigation projects. As these 

were interviews among DPNC providers, other than job title and affiliation, no participant 

demographic characteristics were collected. Interviews lasted 30 to 40 minutes and were 

recorded and transcribed by project staff. All participants received a $25 gift card. Study 

procedures were approved by the Northwestern University Institutional Review Board.

Using the constant comparative method (Glaser, 1965), the authors (ER, NH, SP) examined 

and coded the transcripts systematically. A priori codes based on the semistructured 

interview guide were used to develop an initial codebook. Coding via an inductive, constant 

comparative approach followed until themes emerged, using data analysis software Atlas.ti 

Version 6.2. Any new codes that were not initially part of the codebook but that emerged 

inductively through the coding process were added via consensus around concepts of interest 
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that emerged from the data. Themes that emerged were grouped into three higher order 

thematic categories, generating the domains: (1) strengthening community partnerships, (2) 

enhancing clinical services, and (3) recommendations for future programing.

RESULTS

Participants’ Background

Nineteen DPNC providers were interviewed, representing the various sectors displayed in 

Table 1 and Figure 1. The rest could not be interviewed primarily due to scheduling 

conflicts, despite multiple contact attempts made during the 2-month qualitative study 

period. The extent of the providers’ relationships with the project included CAB 

membership, supervisory responsibilities of navigation team, and clinical partnerships (e.g., 

referral or care coordination activities). Providers reported weekly to monthly interaction 

with navigators, with contact occurring in person, by phone, or through e-mail. Providers 

gave valuable insights on the critical roles that the DPNC served in strengthening 

community partnerships and enhancing clinical services, as well as recommendations for the 

design of future programs.

Strengthening Community Programs and Partnerships

At DPNC project inception, we elected to make strengthening community linkages a 

priority, intending that the project be well integrated into a preexisting collaborative 

framework. Providers noted that the study was “well designed from start and had [the] right 

partners at [the] table.” They perceived that DPNC’s collaborative focus facilitated dialogue 

and more efficient utilization of community resources. As one provider summarized, “We 

worked off of each other’s skills.” For example, the Why Wait Program (WWP), an IBCCP-

funded program offering free breast and cervical cancer screening tests, was a primary 

resource for patient study recruitment. WWP representatives noted that referring patients for 

DPNC navigation services enabled them to better serve a high-risk population while freeing 

up limited resources to serve more clients. Likewise, a health department staff member 

highlighted that navigators “would [provide patients] with the support that I couldn’t.” 

Others also highlighted that navigators enhanced support available by directly following up 

with patients and generally bridging communication among collaborative team members: 

“Tracking so many people is hard but the PN really helped me out keeping me updated on 

patients’ status.”

Navigators also managed the often challenging and time intensive efforts to address 

nonclinical care barriers to treatment. One provider recalls,

I don’t believe I could have done my job effectively without the assistance of the 

patient navigators […] We had a patient who did not have money for food, shelter, 

the children were having problems in school … the patient navigator advocated for 

the patient at the school and at the homeless shelter to help minimize the obstacle 

of that woman getting to this and that medical appointment.

A provider from the county health department suggested that the DPNC boosted the AD 

health care safety net, such that “a patient had access to more resources when they were 
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enrolled in AD [now].” Another example of the DPNC increasing linkages to and utilization 

of community resources is described by a provider from the local American Cancer Society:

The [navigation] program has benefited me by bringing more patients, helping me 

get comfortable with the language line. We’ve helped them through the road to 

recovery program, gave patients rides or wigs—[sometimes the] navigator would 

accompany patients to get their wigs.

A cross-referral process was cited by providers as a strength of this collaborative 

partnership, as it lever-aged existing services to create cohesiveness. First, it facilitated 

patient enrollment into other programs and community resources. Second, it expanded the 

network of providers and thus available services and resources for women enrolled in the 

DPNC—a provider noted, for example—that partners were generous in accepting referrals 

of AD patients, especially those in need of specialty care services. Leveraging community 

resources was perceived by providers as critical, especially during periods of state fiscal 

instability:

We have greatly benefitted by putting many more of our grant and local tax dollars 

toward actually serving the women enrolled in the program […] [The program] 

freed up our staff and our resources to bring in more women [for screenings].

Even initially skeptical partners came to see the program as a resource:

Some of gynecologists and breast specialists were initially unclear on [the] role of 

navigation and did not see utility [because they] saw it as role that made them more 

distant from patients in a way that they didn’t wish. [They] came to see [the 

navigation program] ultimately as having a lot of benefits and [the specialists] 

looked to patient navigators as resource[s] in a way that they did not in week one.

Enhancement of Clinical Services

In addition to strengthening community partnerships and programs, providers noted that 

navigators embedded in clinical teams formed strong working relationships with physicians, 

clinic staff, and support staff, which translated to better teamwork, effective communication, 

and staff meeting their full clinical capabilities. With respect to teamwork, providers 

believed that the flexibility of the DPNC referral process allowed providers to make ongoing 

adjustments and meet the needs of clinical teams. For example, several providers elected to 

introduce patient navigation services at the screening stage, while others preferred the point 

when patients were symptomatic/presented abnormality and needed diagnostic testing. In 

addition, providers indicated that the navigation program enhanced communication in the 

clinical setting. Trust increased as the program progressed, as providers began to rely more 

on navigators to communicate specific information to patients as well as to maintain 

ongoing communications:

We would ask [navigators] for the status updates that is, did you get a hold of the 

patient? What were the results of the appointment? What are the next steps? […] It 

wasn’t like I referred the patient to the patient navigator and that was the end of it.
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Several providers reported that the navigators enabled clinicians to work to their full clinical 

capabilities, supporting clinical teams for example, by providing insight to patients’ personal 

circumstances. As one provider described,

When I get a new patient who has already been working with a patient navigator, 

the navigator is able to give me a lot of insight as to the family dynamics, the home 

situation, language barriers, etc. It makes my job much easier.

As noted by another provider: “The case managers and nurses are overworked, so the 

navigators really helped.” Several providers also described that through the program, they 

became aware of community resources for patients. Due to time constraints, they often could 

not facilitate these services themselves, but they were assured that navigators could help 

address patient concerns. Providers also indicated that navigators supported them by 

regularly supplementing the information patients received in the clinic. This component was 

critical because “provider visits are often too brief and patient navigators explain what they 

heard from the doctor and address questions.”

Providers suggested that navigation services were particularly beneficial to immigrants with 

limited English proficiency, individuals with limited exposure to the health care system, 

those with mental health conditions, and the elderly. Providers noted, for example, that 

patients with language barriers and limited exposure to the health care system often needed 

direct hands-on assistance (i.e., scheduling appointments, interpreting) as well as emotional 

support, since they “don’t seem to know enough or what questions to ask.” Providers noted 

that patients with emotional or behavioral health problems especially benefited from 

navigation because their conditions often interfered with their decision-making ability, while 

seniors benefited more from navigation than younger patients because of their isolation and 

reduced access to information on the web and other sources.

Recommendations for the Future-Program Design and Focus

Overall, providers recognized the advantages of leveraging the established safety net 

infrastructure and recommended a continued partnership with AD to address the medical 

needs of low-income DuPage women. In addition, they believed that navigation would 

benefit other clinical care areas and recommended expanding navigation to other cancers, 

chronic conditions, mental health, and women’s health. Given the “learning curve for 

diabetics,” one suggestion was for a diabetes clinic where navigators could work with 

patients early on in their diagnosis. One provider indicated that while some services were 

available, case coordination and management were largely unavailable for women’s and 

mental health needs. One stakeholder recommended,

Any population where you have people with complex needs that have to be 

coordinated across multiple sites and providers, [often requires] different options of 

care provision. Care management makes sense and patient navigation [should/must 

be] a subset of care management.

Although providers had mostly positive views of the navigator program, they did provide 

recommendations for improvement in areas related to gaps in services after the intervention 

period, burden of collecting data, and staff turnover. Providers reported that since the end of 
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the intervention period, more patients were not following up with appointments. Clinic staff 

reported that they were unable to give patients the time previously provided by patient 

navigators: “My phone calls are very short and I don’t have time to establish a relationship 

with them. My caseload is out of control.” Toward that end, providers recommended that 

future initiatives should incorporate supplementary community education and outreach 

efforts to educate the broader community, particularly in the self-management of chronic 

conditions. To support their work, a provider indicated that the community resource guide, 

which was a great resource for patients, should be updated regularly, even after the 

intervention period. Some providers expressed concerns about the navigator program’s data 

collection burden. One provider raised that “[It] takes time to keep accurate record and make 

assessments” and another provider recommended that data collection process should be 

streamlined. Regarding administrative and clinical staff turnover, one provider 

recommended, “Ongoing training is essential, maybe quarterly to keep everybody up to 

speed.”

DISCUSSION

A wide range of resources exist within DuPage, but limited connectivity between resources 

and underutilization among both patients and providers set the stage for a navigation 

program that bridges DuPage voluntary organizations and state-funded public health 

providers to reduce barriers to breast and cervical screening and follow-up care for 

uninsured immigrant women. Findings from provider interviews revealed that the DPNC 

strengthened community partnerships and enhanced referral processes, communications, and 

service delivery among clinical teams. Providers spoke highly of the program and provided 

recommendations for future patient navigation programming.

Our findings suggest that the DPNC served a central role facilitating conversations and 

linkages among diverse partners to strengthen suburban DuPage’s health care safety net. 

This is a significant step toward an elusive one-stop shop model for health and wrap around 

services, which may particularly benefit under-served patients (Allen et al., 2013). However, 

as noted by our providers, engaged civic leadership and selecting the right partners at 

program onset are essential. Fortunately, we learned that health care providers were 

receptive to collaborating, and in time, those initially skeptical acknowledged that 

community navigators were assets that enhanced service delivery. This is consistent with 

findings from studies suggesting that navigators spend a significant portion of their time 

facilitating patient–provider communication (Clark, Parker, Battaglia, & Freund, 2014; 

Gabitova & Burke, 2014). As health care providers are often pressed to schedule shorter 

consultations (Mechanic, McAlpine, & Rosenthal, 2001; Wilson & Childs, 2002), navigators 

can help optimize providers’ interactions with the underserved patients who often need more 

dedicated time to address their complex needs (Anderson & Larke, 2009). Moreover, the 

health care delivery system is increasingly fragmented (Anhang Price, Zapka, Edwards, & 

Taplin, 2010; Cebul, Rebitzer, Taylor, & Votruba, 2008; Garber & Skinner, 2008), so 

providers’ perception that navigation was especially beneficial to patients who experience 

complex barriers to accessing the medical system also speaks to the promise of navigators in 

fostering patient-centered care.
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Yet findings from this study also raise issues regarding the sustainability of patient 

navigation. After the intervention period, some community partners struggled to meet their 

program objectives, and clinical teams were unable to fulfill the many roles navigators 

served. Navigation can be a costly (Bensink et al., 2014), resource-intensive endeavor that 

extends beyond direct coordination of care to a range of tasks associated with health system 

repair (Clark et al., 2014), so identifying how to transition patients from initial high-intensity 

navigator interaction to low-level interaction characterized by longer term peer support or 

self-management is an important next step for navigator research. We learned that some 

service providers felt a heavy burden from the navigation project’s data collection process. 

So, despite the merits of using data collection protocols from existing PNRP studies, it is 

important to continuously assess the time constraints of service providers to ensure that the 

research instruments are appropriate for this group of stakeholders. Finally, further research 

on the cost-effectiveness/cost–benefit of navigators may assist in securing navigator funding 

to maintain their role on the medical team.

Limitations of this study include potential for social desirability bias from interviewing 

providers directly involved in the project. Provider interviews provided observations about 

the program’s partnership building activities, but additional research using social network 

analysis and outreach metrics (Hunt, Allgood, Sproles, & Whitman, 2013; Knoke & Yang, 

2008) could further our understanding of the community impact of the navigation program. 

Another limitation is that providers had varying lengths of involvement with the overall 

project, although we believe this provided a nuanced portrayal of the DPNC relevant for 

future dissemination settings that may feature providers of varying involvement. A third 

limitation is that the study was conducted in a suburban setting, so results may not 

generalize to other regions. Future research is needed among different community contexts.

We find providers enthusiastic about expanding navigation to other health conditions, mental 

health, and women’s health. National data call attention to diabetes and mental health as two 

areas of concern, especially among Latino populations. Community health worker 

interventions have demonstrated efficacy in managing chronic conditions such as diabetes, 

depression, and stress among immigrants (Carrasquillo, Patberg, Alonzo, Li, & Kenya, 

2014; McCloskey, 2009; Tran et al., 2014). Considering the millions of previously uninsured 

or underinsured Americans who have recently gained access to the health care system, 

clinical teams might benefit by incorporating navigators who serve a dual working purpose 

embedded in the community and in clinical teams.

CONCLUSION

In conclusion, DPNC service providers reflected positively on the navigation program, citing 

positive benefits to both the community and clinical settings, and desire to see navigation 

services expanded to other settings. As navigation initiatives expand to other arenas and into 

larger roles in the health care delivery system, it is important to continually engage 

community providers and leverage community resources. Millions of Americans have been 

able to access medical insurance through reform, but large segments of the most vulnerable 

populations will continue to remain uninsured and will continue to rely on services provided 

by regional and voluntary organizations.
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FIGURE 1. Relationship Among the DuPage Patient Navigation Collaborative Providers 
Interviewed
NOTE: DPNC = DuPage Patient Navigation Collaborative; IBCCP = Illinois Breast and 

Cervical Cancer Program.
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TABLE 1

Providers Interviewed (n = 19)

Sectors Providers

Health department 2 Nurse practitioners

2 Nurse case managers

1 Nurse

2 Directors/managers

Community clinic 1 Nursing director

1 Social worker

1 Executive director

Private hospital 1 Oncology social worker

1 Financial counselor

1 Breast surgeon

1 Nurse practitioner

Private specialty care provider 1 Physician assistant

1 Physician

1 Officer manager/medical assistant

Advocacy organization 1 Patient services coordinator

Countywide health coalition 1 President
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