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Abstract
Purpose Healthcare systems contribute to disparities in breast cancer outcomes. Patient navigation is a widely cited system-
based approach to improve outcomes among populations at risk for delays in care. Patient navigation programs exist in all 
major Boston hospitals, yet disparities in outcomes persist. The objective of this study was to conduct a baseline assessment 
of navigation processes at six Boston hospitals that provide breast cancer care in preparation for an implementation trial of 
standardized navigation across the city.
Methods We conducted a mixed methods study in six hospitals that provide treatment to breast cancer patients in Boston. 
We administered a web-based survey to clinical champions (n = 7) across six sites to collect information about the structure 
of navigation programs. We then conducted in-person workflow assessments at each site using a semi-structured interview 
guide to understand site-specific implementation processes for patient navigation programs. The target population included 
administrators, supervisors, and patient navigators who provided breast cancer treatment-focused care.
Results All sites offered patient navigation services to their patients undergoing treatment for breast cancer. We identified 
wide heterogeneity in terms of how programs were funded/resourced, which patients were targeted for navigation, the type 
of services provided, and the continuity of those services relative to the patient’s cancer treatment.
Conclusions The operationalization of patient navigation varies widely across hospitals especially in relation to three core 
principles in patient navigation: providing patient support across the care continuum, targeting services to those patients 
most likely to experience delays in care, and systematically screening for and addressing patients’ health-related social needs. 
Gaps in navigation across the care continuum present opportunities for intervention.
Trial registration Clinical Trial Registration Number NCT03514433, 5/2/2018

Keywords Patient navigation · Breast cancer · Health disparities · Implementation science

Background

Despite significant decreases in cancer mortality since the 
1990s [1], racial and ethnic disparities in breast cancer mor-
tality and timely treatment outcomes persist and may have 
widened for certain groups [2]. The death rate for Black 
women with breast cancer is almost double that of white 
women [2]. Women who identify as Hispanic/Latina have 
worse outcomes than their non-Hispanic/Latina counterparts 
[3]. Women who are publicly insured or have a primary lan-
guage other than English are also at risk for poor outcomes 
[4–6], partly due to lack of access to timely cancer diagnosis 
and treatment caused by barriers to care [7–9].

Patient navigation is an evidence-based approach that 
is intended to address these patient barriers to receipt of 
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timely, quality care and to improve patient experiences in 
the healthcare system, particularly among under-served 
populations [10, 11]. Patient navigation is a patient-centered 
care coordination model that uses clinical professionals or 
non-clinical healthcare workers who are integrated into the 
healthcare team to work one-on-one with patients through 
the cancer care continuum [9, 10, 12], and evidence sup-
porting its effectiveness has grown [8]. Patient navigation 
increases cancer screening rates [13] and improves patient 
satisfaction and the timeliness of treatment initiation [9]. 
For example, the National Cancer Institute-supported Patient 
Navigation Research Program enrolled over 10,000 patients 
with abnormal cancer screening and 2000 with a new can-
cer diagnosis. This multi-site clinical trial demonstrated the 
benefit of navigation on timely initiation of cancer care and 
greater guideline-concordant care [5, 14–18]. Importantly, 
the trial demonstrated the impact of navigation was great-
est among Black participants and those with health-related 
social needs [4, 17].

Despite heterogeneity in navigation programs, there are 
three common goals supported by the literature: provide 
patient support across the care continuum, target services 
to those patients most likely to experience delays in care, and 
systematically screen for and address patients’ health-related 
social needs [10, 19, 20]. The navigator role itself, however, 
can take many different forms. Breast cancer navigation pro-
grams may help patients follow-up with abnormal screening 
results, coordinate patients’ care through their cancer treat-
ments with the goal of ensuring the completion of care in a 
timely manner, connect patients with survivorship support 
groups, and help patients advocate for themselves [10, 12]. 
Navigator activities range from assisting patients with insur-
ance issues, transportation needs, scheduling appointments, 
or connecting patients with resources for other identified 
social needs [8]. They may also perform a range of services 
such as providing emotional support for the patient, coach-
ing, and facilitating communication between the patient and 
the care team. This variability reflects the need for naviga-
tion to be adaptable to the institution and the patient popu-
lation it serves, rather than prescriptive [21]. The literature 
assessing navigation services is weighted toward screening 
and diagnosis, and the lack of recent evidence on navigation 
services offered during breast cancer treatment limits the 
ability of best practices in navigation to be translated into 
clinical practice and evaluated for these programs’ effec-
tiveness in mitigating health disparities, particularly at a 
regional level [16].

In Boston, Massachusetts, all academic cancer care hospi-
tals have patient navigation services, yet, like many other cit-
ies nationally, the city continues to see disparities in breast 
cancer mortality based on race/ethnicity, language, and 
insurance status [1, 3–6]. As part of the pre-implementation 
work for the Translating Research Intro Practice (TRIP) 

study [22, 23], we provide an assessment and description of 
the variability of navigation programs available to women 
(as of 2017) undergoing treatment for breast cancer in the 
City of Boston.

Methods

Mixed methods data collection was conducted as formative 
work to inform the implementation of a large pragmatic trial, 
Translating Research Into Practice: A Regional Collabora-
tive to Reduce Disparities in Breast Cancer Care (TRIP), 
a coordinated patient navigation delivery model across six 
hospitals in Boston, MA [22].

Data sources and collection

The data sources include a web-based survey of navigation 
program characteristics and in-person workflow assessments 
delivered as semi-structured interviews. The research team 
used a combination of the literature and expert consensus to 
develop the data collection tools [23]. Data were collected 
during the formative phase of the TRIP study to inform 
study implementation.

The Boston Breast Cancer Equity Coalition [24] is a 
stakeholder-engaged partnership from which this research 
emerged, and the Coalition identified breast oncology staff 
at each of the six sites to serve as clinical champions [25] for 
the study implementation; these individuals were invited to 
complete the survey. These clinicians were selected based 
on their high level of involvement with and oversight of their 
respective institutions’ breast oncology navigation programs. 
The web-based surveys used Qualtrics software and allowed 
clinical champions to describe the staffing composition of 
the navigation program (Appendix), which later served as 
the study sample of interest for the workflow assessment.

A team of two to three study investigators conducted in-
person site visits to present the research study to relevant 
stakeholders at each site and elicit feedback from the multi-
disciplinary teams. These meetings concluded with a 60–90 
min semi-structured workflow assessment group interview 
to understand the interrelated steps in each site’s existing 
patient navigation process. We conducted the workflow 
assessment with the breast oncology navigation team at each 
site, which typically consisted of patient navigator(s), patient 
navigator supervisor(s), and the site’s clinical champion(s) 
[26].

Measures

The survey assessed three main domains of patient navi-
gation: (1) program characteristics, infrastructure of exist-
ing navigation program, including staff composition and 
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funding; (2) cancer care continuum, systems and processes 
for identifying and following patients through treatment; and 
(3) systematic screening, existing processes for identifying 
addressing patients’ health-related social needs. The survey 
contained both closed-ended and open-ended questions. 
The survey results informed the development of the semi-
structured interview guide used in the workflow assessment, 
which also focused on these key navigation domains and 
activities [27].

Analysis

Study members utilized a deductive coding approach based 
on the domains assessed in the survey and analyzed open-
ended responses from the survey to categorize program 
characteristics and navigation services at each site, while 
closed-ended responses from the survey were analyzed 
using an informal content analysis approach. Interviews 
were recorded and transcribed. A team of two study mem-
bers (NC, SH) then coded and analyzed the interviews to 
categorize program characteristics and navigation services 
at each site. The data from the workflow assessments were 
combined with the survey data to create a description of 
each site’s navigation activities by domain.

Results

Seven individuals completed the survey (sites determined 
who filled out the surveys). One to four individuals from 
each clinical site participated in the workflow assess-
ment. Participants included patient navigators and their 
clinical supervisor, oncologists, nurses, and other clinical 
champions.

We identified wide variation in the operationalization of 
patient navigation across the six sites relative to the core 
principles of navigation. Table 1 presents an overview of 
our findings.

Program characteristics

All six sites stated that they provided patient navigation ser-
vices for women with breast cancer. Four of the six sites 
utilized non-clinical staff, one site had RN level naviga-
tors, and one site used a social worker and nurse practi-
tioner to perform navigation-related functions. Reporting 
structures varied in terms of who supervised the navigators. 
Lay navigators were under the supervision of clinicians. 
The nurse navigators were embedded within a surgical 

Table 1  Navigation program characteristics

*Data are considered missing when the actual data were unavailable (as in caseload) or the respondents did not know the answer

Site 1 Site 2 Site 3 Site 4 Site 5 Site 6

Breast cancer 
navigator FTE

0 2 2 2 1 1

Sources of funding 
for navigators

- Grants
- Philanthropy
- Hospital Operat-

ing Funds

- Hospital Operat-
ing Funds

- Grants - Hospital Operat-
ing Funds

- Grants - Grants
- Philanthropy
- Hospital Operating 

funds
Navigator’s train-

ing
Social worker Nurse Nurse, lay Lay Lay Lay

Department which 
employs the 
navigator

Social work Surgical oncology Research depart-
ment/medical 
oncology

Medical oncology Medical oncology Patient services

Average navigator 
caseload

65 No answer* 50 No answer 45 No answer

Criteria of patient 
eligibility for 
navigation 
services

All patients 
eligible

All patients 
eligible

Race, insurance 
status

All patients 
eligible

Patients with 
PCP at affiliated 
community 
health center

All patients eligible

System for assign-
ing navigation 
services

Referred by care 
team

Patient Request

Navigator identi-
fies by review 
of schedule for 
newly diagnosed 
patients

Navigator identi-
fies by review 
of schedule for 
newly diagnosed 
patients

Referred by care 
team

Navigator identi-
fies based on 
clinical trial 
eligibility

Referred by care 
team

Patients with high # 
missed appoint-
ments are flagged 
in EHR

Does anyone rou-
tinely screen for 
Social Determi-
nants of Health?

Yes No answer No No No Yes

2437Supportive Care in Cancer (2022) 30:2435–2443
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oncology department and supervised by breast surgeons. 
Three sites’ navigation programs were funded exclusively 
through grants; two sites had a combination of hospital oper-
ating budget funding, grants, and philanthropy; one site was 
funded entirely through the operating budget.

Scope of navigation

There was heterogeneity in the scope of navigation services 
offered across the six sites, leaving gaps in navigation ser-
vices provided along the cancer care continuum (see Fig. 1). 
Some navigation programs started in the screening phase, 
while others did not engage patients until a specified stage 
of their treatment, usually treatment initiation after diagnosis 
was confirmed. At some sites, a combination of patient navi-
gators and other staff members helped patients coordinate 
their care during different phases of treatment; others used 
one navigator to guide the patient through multiple phases 
of the care continuum. Sites varied in the extent of ser-
vices they offered, who was eligible for those services, how 
patients were identified to receive navigation, and how fre-
quently the navigator interacted with the patients. At several 
sites, all patients were eligible for navigation services. Some 
sites emphasized in-person navigation—where the naviga-
tor would accompany patients to medical appointments—
while others relied more heavily on telephone encounters; 
this sometimes also varied within sites depending on the 
patient’s phase of treatment. None of the sites had a system 
for tracking patients who transferred care to another site or 
received treatment at multiple sites.

Identifying and addressing barriers to care

None of the sites had a process for systematically assess-
ing health-related social needs for all breast cancer patients. 

Three sites screened some patients, but criteria for which 
patients received screening were unclear, and no tools for 
conducting standardized assessments existed. At one site, 
patients were referred to navigation services when other 
members of the care team identified a problem (for example, 
numerous missed appointments because of unreliable trans-
portation). Among those sites that did screen some of their 
patients, access to food, ability to pay utilities, child and 
elder care responsibilities, and transportation were the most 
commonly asked domains. Systems for addressing patients’ 
health-related social needs, regardless of how the care team 
became aware of those needs, also varied; some sites had 
handouts with a list of service organizations, others referred 
patients to a social worker.

Discussion

Despite widespread evidence of navigation best practices, 
this study documents significant variation in how naviga-
tion is implemented across oncology practices in academic 
medical centers in Boston. While all sites reported having 
navigation program, there was little consistency of the roles, 
activities, and processes used in navigation. With regard to 
the three core principles of navigation—supporting patients 
across the care continuum, targeting services to patients 
most at risk for delays in treatment, and systematically 
screening for and addressing health-related social needs—
we identified many gaps. The payor mix and patients served 
differ across these hospital systems, which may explain 
some of the variability—as both patient needs and available 
hospital resources may differ, so too may the structure of 
navigation programs.

The one commonality of all the navigation programs 
across the city of Boston was the navigators themselves, 

Fig. 1  Scope of Navigation Ser-
vices Across the Breast Cancer 
Care Continuum by Site
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who are dedicated to support their patients during their can-
cer care. The surveys and workflow assessments, however, 
also revealed three types of gaps: (1) a lack of care across the 
treatment spectrum with multiple hand-offs or fragmentation 
of navigation (see Fig. 1); (2) a lack of standardization in 
which patients should be targeted for navigation services; 
and (3) a lack of standardization for how to identify patients’ 
social needs and how to address identified needs.

Identifying patients at high risk and in need of navigation 
services is the initial step of the care coordination model. At 
four of the six sites, all patients were eligible for navigation 
services. Navigation is most effective in addressing equity 
when it targets those women most at risk for delays in care 
[4]. Especially in the context of scarce resources, navigation 
services should be targeted toward patients who are most at 
risk for delays in care. Variability also existed in what phases 
of breast cancer care offered navigation services (Fig. 1), 
and those gaps represent risk areas for delays in care. One 
potential reason for this variability is the range in patient 
populations, which vary in race, ethnicity, and SES, served 
by the various sites.

Patient navigation was conceptualized to provide care 
coordination with a multidisciplinary team [10]. To that end, 
patient navigation should be understood as a process involv-
ing many members of the healthcare team and not as the role 
of an individual navigator. While five out of the six sites 
had individuals with the title navigator, all had other indi-
viduals—clinicians, social workers, resources specialists—
involved in the process of navigation. In terms of staffing, 
the placement of navigators has an impact on the services 
offered. Navigators embedded within a clinical department 
may be able to more easily communicate with the clinical 
care team, but once that treatment module has ended, it may 
be unclear who will continue with the patient’s case (Fig. 1).

To meet the American College of Surgeons’ Commission 
on Cancer (CoC) 2016 accreditation standards, oncology 
programs are required to have a patient navigation program 
aimed at addressing barriers to care and disparities [20]. The 
criteria are broad and allow that sites’ navigation processes, 
informed by community needs assessments conducted every 
three years, should “address healthcare disparities and barri-
ers to cancer care” and provide “resources to address identi-
fied barriers … either on-site or by referral” [28]. Flexibility 
is embedded within this definition, to allow programs to be 
responsive to the needs of their local patient population. 
Having core processes in navigation programs, however, 
may help improve patient care at both the individual and the 
population level and is particularly important for address-
ing the persistent disparities in advanced stage disease [2, 
16]. The guidelines were updated in 2020 and have changed 
significantly [29]. Identifying patients most at risk for delays 
in treatment presents an opportunity for hospital systems to 
consider the unique needs of the communities they serve. 

There has been a broader movement in healthcare to sys-
tematically screen for and address social determinants of 
health (SDOH), such as food insecurity and housing instabil-
ity [30]. Literature suggests the importance of using stand-
ardized social needs assessments to proactively address 
patients’ barriers to care and improve health outcomes [31, 
32]. A system that proactively screens for SDOH and follows 
up on addressing those needs has the potential to mitigate or 
remove barriers to treatment before they arise, rather than 
waiting until those barriers (lack of transportation, lack of 
childcare) manifest through interrupted treatment.

Our study is limited by the fact that we did not have com-
plete data on all sites. Indeed, the difficulty encountered in 
obtaining full data on these patient navigation programs 
points to the challenges we identified. Other limitations to 
our study include a focus on only one type of cancer (breast 
cancer) and within one urban area with a focus on academic 
healthcare systems only. Our findings may not reflect the sta-
tus of navigation in suburban or rural settings, or those pro-
vided in community hospitals. The differences of personnel 
and providing support for social needs and care progression 
within each healthcare system may have resulted in incom-
plete capture of all processes at any institution. However, 
this limitation is mitigated by the collaboration with clinical 
personnel at each organization to identify the key members 
of the support team for patients with breast cancer at each 
institution.

Conclusion

This investigation identified considerable variability of navi-
gation programs available to women undergoing treatment 
for breast cancer in Boston. Navigation best practices indi-
cate that such programs should be tailored to fit the needs of 
the local patient population, as a community-centered inter-
vention [10, 33], while also integrating common elements 
that evidence suggest are critical to improving outcomes. 
Our findings identified both the necessary local tailoring 
to the circumstances of specific hospitals and the patients 
they serve as well as some gaps in the provision of com-
mon evidence-based elements. The systematic assessment 
approach used in this study demonstrates an approach to 
understanding patient navigation services that can be used 
to standardize programs while still meeting the needs of the 
most vulnerable patients [22].

Appendix A. Clinical Advisory Panel Survey 
about Navigation Program

Name
Institution

2439Supportive Care in Cancer (2022) 30:2435–2443
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Patient Navigation

1. Does your hospital provide patient navigation for any 
patients with breast cancer care during active treatment?

Navigators

 2. Are there different navigators at different phases of 
care (e.g. screening, diagnostic care, cancer care?)

 3. About how many clinical FTE patient navigators are 
focused specifically on breast cancer patients undergo-
ing active treatment

 4. What is the educational background of the navigator(s) 
at your practice involved with breast cancer patients?

 5. What criteria are used to determine which patients are 
offered patient navigators?

 6. Which is the most common point of the patient's care 
process when navigators are brought into care?

 7. How are the navigators at your practice assigned 
patients during active cancer treatment?

 8. What is the most common way navigators are assigned 
patients?

a. By referral of clinicians (physicians, nurses, SW)
b. From a list of new patients or referrals
c. Tumor board
d. Other

 9. How many patients does each navigator typically fol-
low?

 10. What is the most common method by which patients 
are contacted?

 11. Who supervises the navigators?
 12. Supervisor's background
 13. What department is the navigator appointed under?
 14. What funding sources pay for breast cancer navigators 

at your practice?

Navigation tools

 15. What tools do navigators use to keep track of who/what 
they are navigating?

 16. What tools do navigators use to decide which patient 
to work with on a day to day basis?

 17. What tools do navigators use to identify when a patient 
has not kept a scheduled appointment or test?

 18. Does anyone else (besides the patient navigator) track 
patients to make sure they return for care?

 19. How do navigators decide that a patient no longer 
needs navigation?

 20. How does your practice determine if patients have left 
your practice and transferred care to another health 
care system?

 21. Has your hospital implement sending ADT information 
on the Mass Information highway?

 22. Is there a timeline planned for implementing this?

Social Determinants of Health

 23. Do any breast cancer providers routinely screen for 
social determinants of health?

 24. Who does the screening for social determinants of 
health among breast cancer patients?

 25. Which patients are screened?
 26. When are patients screened?
 27. How often are patients screened?
 28. Which domains are patients screened for?
 29. How does your practice perform the screening?
 30. Which electronic platform/EMR/website does your 

practice use?
 31. Are referrals made based on these screenings?
 32. Which domains are prioritized?

a. Employee assistance
b. Child/elder are assistance/parenting
c. Transportation
d. Mental Health
e. Domestic Violence

 33. How does your practice refer patients for social deter-
minants of health?

 34. How is the decision made on where to refer patients?
 35. Where does your practice get a list of resources for 

potential referrals?
 36. Do you have a system to track whether a patient has 

connected with a referral or needs further assistance?
 37. Who follows up with the patient after they are referred?
 38. If your practice is not currently screening, does your 

practice have any plans to start systematic screening in 
the next 12 months?

 39. Which domains do you plan to prioritize? Please rank 
the top 5 domains based on priority?

a. Housing instability
b. Education/literacy
c. Child/elder care assistance/parenting
d. Transportation
e. Immigration
f. Legal
g. Physical Activity
h. Addiction and recovery
i. Mental Health
j. Health insurance
k. Domestic Violence
l. Community Violence
m. Food instability
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 40. How does your practice plan to perform the screening?
 41. Where does your practice plan to get a list of resources 

for potential referrals?
 42. Will you have a system to track whether a woman has 

connected with a referral or needs further assistance?
 43. Who will follow up with the patient after they are 

referred?
 44. Any other comments or features about your clinical 

setting or patient navigation program that you think 
might be relevant to the current project to implement 
a standard patient navigation process across all Boston 
hospitals?
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