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ABSTRACT

Objective This review’s objective is to map the literature
on the characteristics, impact, barriers and facilitators

of hospital-based patient navigation programmes that
support patients who experience injury-related trauma and
their caregivers. Patients who experience injury-related
trauma frequently require support from multiple care
teams and face many challenges to care, both in hospital
and when transitioning across settings and services.
Patient navigation can improve their care.

Design This review is conducted according to JBI
methodology for scoping reviews. The initial database
search took place on 6 June 2021 and the grey literature
search took place between September and October 2021.
The results are presented in a Preferred Reporting ltems
for Systematic Reviews and Meta-analyses for Scoping
Reviews flow diagram.

Setting This review considered materials where the
patient navigation programmes were delivered in
hospital settings. There was no geographical limit to this
study.

Participants This review focused on hospital-based
patient navigation programmes for patients who
experience injury-related trauma and/or their caregivers.
Results This review captured 11 records that describe

10 programmes. All programmes were based in the USA.
Most programmes provided education, care coordination,
discharge planning, and referrals to resources, services,
and programmes to assist patients and/or their families

in the hospital or the community. Half the programmes
were based in level 1 trauma centres. Common impacts
included decreases in readmission rates and increases

in satisfaction rates. Barriers included difficulty recruiting
or enrolling patients with short hospital stays and

hospital administrators’ and healthcare providers’ lack of
understanding of the navigator role. Navigator background,
either professional or experiential, was identified as a
facilitator, as was flexibility in programme delivery and
communication methods.

Conclusions Eleven records show a small but distinct
sample. Reported characteristics, impact, barriers and
facilitators were consistent with findings from other patient
navigation studies. The results can inform the development
and implementation of similar programmes in trauma
centres and support changes in policy to improve the
delivery of care.

,1#% Alison Luke,*® Grailing Anthonisen'®

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This scoping review conformed to the rigorous JBI
methodology.

= This scoping review provided useful information for
individuals and organisations engaged in developing
or implementing patient navigation programmes for
patients who experience injury-related trauma and
their caregivers. The multiple similarities across
programmes suggest a general trend in the pro-
grammes of this nature, which this scoping review
was able to capture.

= The authors did not perform a quality assessment
of the articles, as JBI methodology does not require
such assessments for scoping reviews.

= Because the authors did not pull from any primary
data, they could only interpret the information avail-
able in the included records.

= This scoping review only located programmes from
one country. This may have been due to the linguis-
tic capabilities of the reviewers, as they only spoke
French and English.

INTRODUCTION

Traumatic injury can affect all people, regard-
less of age, gender, race, or any other demo-
graphic variable. Accidental and violent
injuries cause nearly 4.4 million deaths annu-
ally, close to 8% of all deaths worldwide.'
Non-fatal consequences of injury-related
traumas include hospitalisations, emergency
department visits, and temporary and long-
term disabilities that require rehabilitation
and follow-up care.

Traumatic injuries are physical injuries with
amyriad of causes that can include road acci-
dents, burns, falls, targeted violent acts either
against oneself or others, and drowning.
They require immediate medical attention
and can result in broken bones and internal
organ damage. As such, patients who expe-
rience injury-related trauma are frequently
complex, requiring extensive support and
care from multiple care providers.” Patients
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can face many challenges to care, such as barriers to
communication with health professionals across hospital,
rehabilitation, and community settings’; disrupted transi-
tions between settings and care teams; and delays in trans-
fers between services.” When patients are transferred, for
example, to their home or from a hospital to a long-term
care facility, they face an increased risk of adverse events
that can result in hospital readmission.’” For example,
patients who experience traumatic brain injuries (TBIs)
are rehospitalised at a rate between 20% and 23% in the
first Syears after injury.® At discharge, poor communi-
cation is a significant barrier to smooth transitions.”? '
Other studies have shown that patients are often not fully
informed about their treatment options or are not consis-
tently engaged in making decisions about their care in
hospital and after discharge.'’ " Patients who experience
injury-related trauma have reported a need for a single
point of contact to facilitate and coordinate care during
discharge."

One way to counteractand preventthe challenges people
who exg)erience injury-related trauma face is patient navi-
gation.” This model is designed to integrate care, resolve
barriers to care, and improve care outcomes.'* '? Patient
navigators provide support by liaising with patients and
their families to access resources and services, by coordi-
nating care, and by providing education. Notably, there is
a lack of consistency in the navigator title within the liter-
ature. Other titles include, but are not limited to, care
coordinators and system navigators. Their backgrounds
can be professional, such as nursing or social work, or
they can be peer navigators, who have lived experience
with a disease or condition.'* "

Patient navigation programmes began in cancer
care, but have since been adapted and implemented
for a variety of other conditions and populations, such
as kidney disease,'® diabetes,'” and children and youth
with complex care needs.'® Patient navigation could
benefit patients who experience injury-related trauma
by integrating and improving their access to care. These
are patients who face an increased risk of unplanned
readmission,' need the care of multiple care providers
and frequently encounter gaps during transitions in
care.” 7 Patient navigation programmes can help to
reduce unplanned readmissions,” and coordinate care
between providers to reduce and eliminate gaps in care
transitions.** " '

Because the literature in this area is currently limited,
the authors determined a scoping review was suitable
to explore hospital-based navigation programmes for
patients who experience injury-related trauma and their
caregivers, as well as the reported patient and health
system outcomes. Scoping reviews provide a structured
and rigorous methodology to enable exploratory research
with broad research questions.”’ Considering this, the
purpose of this scoping review was to map the literature
and available evidence on the characteristics and impact
of hospital-based patient navigation programmes in
this area, as well as the barriers and facilitators to their

implementation and delivery. A preliminary search of
PROSPERO, CINAHL and JBI Evidence Synthesis was
conducted and no current or in-progress scoping reviews
or systematic reviews on the topic were identified. This
review was conducted in accordance with an a priori
protocol.*

METHODS AND ANALYSIS

This review was conducted using the Joanna Briggs Insti-
tute (JBI) methodology for scoping reviews and in accor-
dance with an a priori protocol.”®

Review questions

1. What are the characteristics of hospital-based patient
navigation programmes that have been reported in the
literature to support patients who experience injury-
related trauma and their caregivers?

2. What is the existing evidence in the literature on
the impact of hospital-based patient navigation pro-
grammes for patients who experience injury-related
trauma and their caregivers?

3. What is the existing evidence in the literature on the
barriers and the facilitators to the implementation
and delivery of hospital-based patient navigation pro-
grammes for patients who experience injury-related
trauma and their caregivers?

Inclusion criteria

Participants

This scoping review focused on hospital-based patient
navigation programmes for patients who experience
injury-related trauma and/or their caregivers. Patients
who experience injury-related trauma included individ-
uals who experience physical injuries that occur suddenly
and with enough severity to require immediate medical
attention.” The review did not specify any injury-related
trauma, sex, age, ethnicity, or other demographic variable.
Injury-related traumas may include, but are not limited
to, blunt force, penetrative force, falls, or burning. These
can cause broken bones, wounds, and/or internal organ
damage. We excluded articles that address patients who
experience non-injury-related trauma (eg, emotional
trauma). A caregiver referred to an unpaid individual
(usually a spouse, family member or friend) who provides
most of the trauma patient’s informal care or support.**

Concept

Characteristics of patient navigation programmes were
the main concept of this scoping review. We defined
programmes as interventions or services intended to
improve the navigation of services and resources for
patients who experience injury-related trauma and their
caregivers. Included articles needed to contain a discus-
sion on the characteristics of the patient navigation
programme. Patient navigation was defined as a partner-
ship between a patient, caregiver or member(s) of the care
team, and a patient navigator (including professional,
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lay or peer navigators), who facilitated timely access to
health and/or community services and resources and
fostered self-management and autonomy through educa-
tion and emotional support.”” * To ensure consistency,
programmes were included if they aligned with this defi-
nition. For example, studies where the navigator’s main
role was to deliver clinical care (eg, counselling) were
excluded. Patient navigation programmes that included
various titles for the role of the patient navigator, such
as nurse navigator, care navigator, peer navigator, and lay
navigator were considered.

This review excluded case management programmes.
There is some overlap between the roles of patient navi-
gators and case managers, such as care coordination.
Notably, however, navigators typically provide informa-
tional support, while case managers can also provide clin-
ical care.”” ** Case managers typically have professional
experience, such as nurses, whereas patient navigators
can be individuals with or without professional experi-
ence, such as peers with lived experience. Patient navi-
gators help individuals navigate through existing services
and can advocate for missing services. On the other hand,
case managers will fill this need by providing clinical
care and acting as a care provider when needed. As well,
patient navigation programmes tend to be more acces-
sible to patients and their caregivers than case manage-
ment programmes—often because of eligibility criteria.'”

Impact, the secondary concept of this review, is the
extent to which an intervention was effective in terms of its
intended and unintended health and social outcomes.””
The American Centers for Disease Control and Preven-
tion defines the evaluation of a programme’s impact as the
assessment of a programme’s effectiveness to achieve its
goals (p.1).*® This review considered articles that employ
various evaluation methods, such as case control studies;
analysis of chart data or administrative data; and qualita-
tive studies. It included negative and positive impact. The
tertiary concept in this review was barriers and facilitators
to the implementation and delivery of patient navigation
programmes. This additional concept was a divergence
from our published protocol.” We made this change as
we initially listed barriers and facilitators in the protocol
as data we would extract and we believed it would be more
accurate to include them as concepts. However, articles
did not need to report on impact, barriers, or facilitators
to be included. So long as articles described the main
concept, the characteristics of injury-related trauma navi-
gation programmes, then they were included.

Context

This review considered materials where the patient navi-
gation programmes were delivered in hospital settings.
While we included hospital-based patient navigation
programmes that offered services to support patients
who experience injury-related trauma and/or their
caregivers following discharge into the community (eg,
with the transition from hospital to home), we excluded
programmes delivered solely within the community.

There was no geographical limit to this study as the intent
was to explore the characteristics and impact of patient
navigation within hospital settings across all locations.

Types of sources

This scoping review considered all qualitative, quantita-
tive, and mixed-method studies for inclusion, except for
systematic, scoping and literature reviews. The reference
lists of relevant reviews, as well as articles included in the
review, were hand-searched for additional articles. Other
literature, such as unpublished studies and/or evaluation
reports, were also considered for inclusion. Only full texts
of articles were considered for review. The review was
limited to literature published in or after 1990 because
that is the year patient navigation was conceptualised.

Search strategy

The search strategy aimed to locate both published and
unpublished materials. A JBI-trained librarian conducted
an initial limited search of CINAHL (EBSCO) and
performed an analysis of the text words contained in the
titles, abstracts, and subject descriptors to identify articles
on the topic. Other knowledge syntheses on related topics
were consulted to supplement identified terms, such as
Doucet et al's scoping review protocol on dementia navi-
gation programmes.”® The text words contained in the
titles and abstracts of relevant articles, and the index
terms used to describe the articles, were used to develop a
full search strategy. The search terms that were identified
in this first step were then tested in CINAHL (EBSCO) to
establish that the search results both completely reflected
the scope of the research available and reduced the
inclusion of irrelevant results. There were no limitations
placed on the search.

The search was adapted for each of the databases
included in this review. These were: CINAHL with Full-
Text (EBSCOhost), Embase (Elsevier), ProQuest Nursing
& Allied Health (ProQuest), PsycINFO (EBSCOhost),
and MEDLINE (R) and Epub Ahead of Print, In-Process,
In-Data-Review & Other Non-Indexed Citations, Daily and
Versions(R) 1946 to Present (Ovid). The search strategy
was adapted for each included information source and
a second search was undertaken on 6 June 2021. Full
search strategies are provided in the online supplemental
appendix 1. The reference lists of articles selected for data
extraction were screened for additional papers. Studies
published in English and French were included because
of the linguistic capabilities of the independent reviewers.

The search for grey literature included searching
Dissertations and Theses (ProQuest) and Google Scholar,
as well as targeted searching in Google and websites of
known patient navigation or injury-related trauma organ-
isations and programmes (eg, American Association for
the Surgery of Trauma and CENTER-TBI). For each
search, the reviewers examined each page of search
results until they went two pages without clicking any new
links. The grey literature search was conducted between
September and October 2021.
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Study/source of evidence selection

Following the search, all identified records were
collated and uploaded into Zotero V software (Zotero,
Fairfax, USA) and duplicates removed. The remaining
results were then uploaded to Covidence (Covidence,
Melbourne, Australia), where further duplicates were
removed. Titles and abstracts were screened by two inde-
pendent reviewers for assessment against the review’s
inclusion criteria. A third reviewer resolved any conflicts.
Potentially relevant papers were retrieved in full and were
imported into Covidence. Full-text studies that did not
meet the inclusion criteria were excluded. Any disagree-
ments that arose between the two independent reviewers
were resolved by a third reviewer.

Data extraction

Two reviewers independently extracted data from the
records, with a data extraction tool that was developed
by the research team with Microsoft Excel. The table was
developed as part of the protocol.”® Barriers and facilita-
tors were identified based on the authors of the included
studies’ attributions. Extracted data included specific
information about the population, concept, context
and key findings related to the scoping review’s objec-
tive and research questions. After the data was extracted,
the authors conferred to ensure the data extracted was
correct and complete and avoided disagreements or tran-
scription errors. Any disagreements that arose between
reviewers were resolved through discussion or consulta-
tion with a third reviewer.

Data analysis and presentation

The results of the search are presented in a Preferred
Reporting Items for Systematic Reviews and Meta-analyses
for Scoping Reviews flow diagram (figure 1). The results
are summarised and presented in tables, which align with
the scoping review’s objective. The full tables are provided
in the online supplemental appendix 2. As well, there is
a narrative summary of the results, which describes how
they relate to the review’s objective and questions.

Patient and public involvement
No patient involvement.

RESULTS

Study inclusion

The search strategy identified 4207 records for screening.
The screening software removed 1602 duplicates. Two
independent reviewers screened 2605 titles and abstracts.
They excluded 2336 studies at this stage. Two indepen-
dent reviewers then assessed 269 full-text studies for eligi-
bility. During this process, they excluded 258 studies. The
most common reasons for exclusion were because patient
navigation was not the primary aim of the programme
and/or the programme was not focused on injury-related
trauma. A total of eleven studies were included in this
scoping review.

Characteristics of included studies
This scoping review captured eleven records that matched
the inclusion criteria. They described ten programmes,

Identification of records via databases and registers

) |

Identification of records via other methods ]

Records identified from:
Databases (n = 4207)
MedLine (n=1,081)
ProQuest Nursing and Allied
Health (n =221)

CINAHL (n = 560)
PsycINFO (n = 107)
Embase (n = 1887)

1602)

Identification

Records removed before screening:
Duplicate records removed (n=

Records identified from:
Websites (n =0)
Organizations (n = 0)
Citation searching (n = 2)

Gray Lit search (n =351)

— v

\4

|—’| Records not retrieved (n = 0)

Records assessed for eligibility (n =

Records excluded: (n = 2)

Records screened (n = 2,605) |—>| Records excluded (n =2,336) |
Records sought for retrieval (n = ‘.I Records not retrieved (n = 23) | | Records sought for retrieval (n = 2)
E 269)
c
§ Records excluded:
I l PN is not the primary aim of the program (n v
= 80)
Records assessed for eligibility Does not include injury-related trauma (n = 0)
(n=246) ) -
Wrong publication type (n = 26)
Duplicate (n = 20)
Not a hospital-based setting (n = 18)
— Does not discuss characteristics of the PN
program (n =7)
Scoping/systematic/lit review (n=7)
B Does not follow our definition of PN (n = 4)
3 Records included in review (n =11) |«
g Reports of included studies (n = 0)
—
Figure 1 Preferred Reporting ltems for Systematic Reviews and Meta-Analyses. Flow chart of the search results and study

selection and inclusion process.”” PN, Patient navigation.
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with two entries describing the same programme. Five
records were published peer reviewed articles that used
a variety of different methodologies and study designs.
These included descriptive studies (n=3), 1 pilot prospec-
tive cohort design, and 1 case study. Six records were
unpublished grey literature. These included slide show
presentations (n=2), conference posters (n=2), a brief
(n=1) and an annual report (n=1). All the articles (n=11)
described programmes based in the USA. Most of the
records (n=7) were published between 2017 and 2021.
Two were published in 2018 and another three were
published in 2021. The earliest study was published in
2005. Two were published in 2016.

Review findings

Geographic location

All the programmes were based in the USA (n=10) in
the following states: Arkansas (n=1), Idaho (n=1), Mary-
land (n=2), Ohio (n=1), Georgia (n=1), and Tennessee
(n=1). One programme was not specified further than
the Northwestern USA, while another was not specified
further than the USA.

Characteristics and descriptions of programs

Most of the programmes (n=8) provided education for
people who experience injury-related trauma and their
families, often in the form of tailored educational and
informational resources about trauma, diagnoses, and
treatment plans.**® Most of the programmes (n=7) also
provided care coordination.** *® *" Six programmes
provided referrals to resources, services, and programmes
to assist patients and/or their families either in the
hospital or in the community,*** %%

Five programmes described providing support to
patients and families, as well as the care team,29 303234 38
while two programmes reported explicitly supporting fami-
lies.” *® Two programmes reported providing emotional
or psychosocial support to patients and families.*” ** One
programme administered needs assessments,” while
others (n=2) provided problem-solving.”" **

Five of the programmes reported that navi-
gators provided discharge planning while in
hospital.” *'=* * Eight programmes reported providing
postdischarge follow-up, such as ensuring patients attend
follow-up appointments and understand their medica-
tions.” ' ¥ Three programmes reported either iden-
tifying barriers to care for patients and their families or
providing advocacy on behalf of patients and their fami-
lies, for example, to access services,? 3738

Most programmes (n=6) reported that a nurse filled the
navigator role.”! *** Tywo programmes employed lay
navigators with additional training.** *® One programme
had a certified medical interpreter fulfilling the navigator
role,™ and another programme had a social worker.™

Type of hospital
The programmes were offered in a range of hospital-
based settings. Several programmes (n=5) were based

in level 1 trauma centres.” **** % Tywo programmes
were based out of level 2 trauma centres.”’ *® Another
programme was based both in a level 1 trauma centre
and a level 2 trauma centre.”® One programme was based
out of a trauma centre but did not specify which level
of trauma.”® One programme was based out of a shock
trauma centre, also known as a Primary Adult Resource
Centre.”!

Population/injury type

There were three paediatric trauma programmes.
Within these three programmes, one was specifically for
Hispanic children with TBIs.” One programme supported
complex patients, specifically identifying patients such
as those who experience polytrauma,”® while another
programme supported black patients who experience
violent injury.”

The remaining (n=5) programmes did not specify type
of trauma or injury.”*?! 333 Tyo of these programmes
supported patients who face increased risk of readmis-
sion, listing such reasons of referral to the programme as
history of alcohol or substance abuse, no insurance and
comorbidities.” * %

29 33 37

Impact
Six sources reporting on six programmes had generally
positive findings related to how the programmes were
received and perceived. Two sources reported a high level
of satisfaction with Caure,29 % and that clients found the
programme helpful.* Two sources reported there were
improvements in patient care and benefits to patients,
families, and the care team,32 3 while another reported
improving access to services and quality of care.” Yet
another source reported positive feedback from patients,
families, and the care teams the programme supported.*
Five sources, reporting on four programmes, found
a decrease in readmission rates following programme
participation.” ! % 39 n particular, four of these sources,
reporting on three programmes, outlined a decrease in
readmission rates 30 days after discharge.” * % * One
source found an additional decrease in readmission rates
72 hours after discharge. One source did not specify a
time period associated with the decrease in readmissions.”
One source reporting on one programme described
decreases in lengths of stay in critical care units, in
medical units and in surgical units.”” Notably, one record
did not find any decreases in lengths of stay, despite initial
expectations that the programme would have this effect.®
One programme had a decrease in the total amount
of critiques and complications reported in the trauma
registry.”’ Another programme had an increase in partici-
pation in rehabilitation after discharge, as well as a signif-
icant improvement in parents’ caregiving self-efficacy.”
Two sources reporting on the same programme found
that most patients attended their follow-up appointments
and that the overwhelming majority of patients (96%)
completed the programme.
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Barriers

There were a range of barriers to programme implemen-
tation and delivery. Two programmes reported having
difficulty recruiting or enrolling patients who had shorter
hospital stays, which led to a difficulty delivering the
programme.®* One attributed this difficulty to a combi-
nation of barriers, including difficulty verifying patients’
identities and patients’ distrust of the state and state insti-
tutions.” This particular programme also reported a lack
of understanding from and collaboration with hospital
administrators impeding their access to eligible patients.

One programme reported gaps in insurance for clients as
a barrier, as it decreased their access to services and made it
difficult to provide some navigation and follow-up trauma
care.”” Another programme reported the cost of a nursing
salary—the professional background of the navigator—as a
barrier.” Space was another logistical concern, as the navi-
gators of one programme did not have an office and faced
challenges meeting with clients and their loved ones and
having confidential or private conversations.”

Another programme reported geographic distance;
emotional concerns such as childcare and the difficulty of
children with traumatic injuries recovering at different rates;
and logistical concerns such as scheduling as barriers to the
programme’s peer support group component.” As well, for
another programme, low language literacy was reported as
a barrier to understanding programme materials.”

Facilitators

Two sources reporting on two programmes found that
the backgrounds of the navigators facilitated programme
delivery, but for different reasons.”® *” One source listed
the lived experience of the lay navigators as community
members as facilitators to building trust and rapport with
clients.” This programme was for violently injured black
men and also reported clients’ lack of trust for institutions
as a barrier. As such, navigators being able to build this
trust and rapport acted as a good countermeasure for this
barrier. Another source listed the nursing background as
a facilitator to helping support clients and their complex
problems.”’

Two sources reporting on two programmes asserted the
flexibility in the programmes’ delivery and communica-
tion methods as facilitators.**’ Similarly, communication
and collaboration were facilitators in one source.” One
programme reported the relationship between navigator
role and other hospital staff as a facilitator.”

Funding was another facilitator for one programme.”
Funding to cover the cost of a nurse’s salary facilitated the
role.”® This same programme also listed resources like office
space and a cell phone for the navigator as facilitators.”

DISCUSSION

This review maps the literature on the characteristics,
impact, barriers, and facilitators of hospital-based patient
navigation programmes that support patients who expe-
rience injury-related trauma and their caregivers. The

characteristics of the 10 programmes varied. They deliv-
ered a variety of services, such as education; care coor-
dination; discharge planning; and referrals to resources,
services, and programmes to assist patients and/or their
families either in the hospital or in the community.
Common impacts were decreases in readmission rates
and increases in satisfaction rates. A range of barriers
were identified, such as difficulty recruiting or enrolling
patients with short hospital stays and hospital administra-
tors’ and healthcare providers’ lack of understanding of
the navigator role. The professional or experiential back-
ground of the individual filling the navigator role was the
most commonly reported facilitator.

Most articles included in this review were published
since 2017. Indeed, researchers have been commenting
on the recent and increasing popularity of patient naviga-
tion for a few years."” ***' All programmes were based in
the USA, which is not surprising, given that patient navi-
gation began in the USA, in part to temper its very compli-
cated healthcare system.” The first patient navigation
programme was developed in the 1990s by Dr Freeman
to support African American women with breast cancer."?
This model of care has since evolved to improve access
to care for diverse populations and condition types. It is
emerging as a care model across various countries as well,
including Canada,” Australia® and parts of Europe.**
The increasing popularity of patient navigation models
to address gaps in care for populations with complex care
needs has informed the rise in navigation programmes to
support people with injury-related trauma.*’ **

The role of the patient navigator in this review was
consistent with patient navigation programmes across
other populations and condition types. For example,
most roles involve the navigator referring clients to
programmes, resources and services; providing educa-
tion and information resources; supporting care coor-
dination; and advocating on behalf of patients.”” '* In
several programmes in this review, the navigator not only
provided support to the patient and caregiver, but also
to members of the care team. There are many reasons
why trauma teams may require the additional support of
a patient navigator. Trauma teams are multidisciplinary
and often required to make quick decisions, sometimes
with partial or inaccurate information.* * Team member-
ship also changes from patient to patient, depending on
patient needs.* In these circumstances, coordination can
be a challenge and the addition of a patient navigator
may help to address this challenge.

Consistent with programmes supporting populations
with complex care needs, most trauma navigators were
registered nurses.”” Individuals with complex care needs
often require hospitalisations, multiple appointments
with specialists, as well as visits to the emergency depart-
ment.”® Additionally, they experience numerous care
transitions and are often vulnerable to gaps in care.'
Patients who experience injury-related trauma are often
complex and require thorough knowledge and expertise,
which may benefit from the support of a registered nurse.
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Nurses bring with them an understanding of clinical care
and experience working in collaborative teams, which
can facilitate integrating a navigator role within the care
team. "

Notably, not all navigator roles in this review were filled
by nurses. Research suggests that the role of navigator can
be played by both professionals (eg, a registered nurse
or social worker) or a peer or person with lived expe-
rience."* ®* °! According to Reid et al'* navigator type
(professional vs peer) is less important than their person-
ality and experience. Navigators with a professional back-
ground can be better suited to programmes that serve a
more diverse population, whereas lay navigators can be
beneficial when it is important that firsthand experiences
align with the circumstances of the population being
served.'* Findings from this review reinforce these results.
While most navigators were nurses, the experience of lay
navigators was viewed as equally valuable to programme
implementation. These were programmes that supported
people who were marginalised, many of whom did not
have insurance, where building trust and understanding
were necessary to retaining and supporting patients. This
reflects patient navigation’s original goals. When patient
navigation was first conceptualised it was designed to
address health disparities affecting poor, uninsured, and
underinsured individuals and help them navigate the
healthcare system.*

In terms of impact, consistent with other navigation
programmes, articles included in this review reported
increased satisfaction with care, improvements in patient
care, and increased access to services and resources.”’
Most programmes reported reduced hospital readmis-
sion rates, reduced length of stay in hospital, reduced
complications and increased participation in rehabili-
tation. Unplanned 30-day readmissions after traumatic
injury are linked to a doubling in risk of death within
lyear and a tripling of per-patient expense.” According
to previous research, improving care coordination and
integrating care can reduce short-term readmissions.”
Research findings from a community-based patient navi-
gation programme for patients who experience traumatic
brain injury demonstrated a reduction in readmission
rates, as well as falls.'?

There were arange of barriers to programme implemen-
tation and delivery, many of which have been reported
in other patient navigation programmes. For example,
other patient navigation programmes have reported
similar barriers with recruitment and outreach.” *' Some
programmes serving other populations reported facing
initial and ongoing difficulties coordinating with partners
and other stakeholders,60 62-64 Jue to an absence of clear
communication across team members.”* While not iden-
tified as a barrier in this review, other programmes have
reported barriers around coordination with primary care
providers and other team members.** %

As in this review, programmes have reported barriers
around geography, as well as providing resources at an
appropriate language level and connecting clients who

are low-income to resources—in this review, uninsured or
underinsured populations.” % For those who face gaps in
coverage, this becomes another version of ‘navigation to
nowhere’, a documented challenge in patient navigation
that demonstrates a wider, systemic issue.’®* Namely, that
there are no resources to navigate clients to. Regarding
the studies included in this review, it is not entirely the
same, as the resources exist, but people are still prevented
from accessing them.”’

In terms of resource challenges, other patient navi-
gation programmes have reported barriers related
to a lack of funding for services to support the naviga-
tion programme.” In particular, patient navigation
programmes serving other populations have reported that
securing funding for navigators can be a challenge.* %7
To address the barrier of salary cost to support a nurse in
the position of navigator, a navigation programme serving
people with dementia employed lay navigators to ensure
the programme’s affordability.”" However, this may not
be an option for programmes that require professional
expertise, such as a nurse or a social worker. Notably, the
materials included in this review listed funding as a facili-
tator, as they had access to it.

This review reported on several facilitators to
programme implementation and delivery. Among these,
collaboration and communication with members of the
care team, other providers across sectors and services,
as well as hospital staff, is reflected in findings from
studies looking at navigation programmes that support
other populations and conditions, such as those who
live with mental illness.*” ® 7* Other studies reported
collaboration, centralisation and integration of services,
better communication, and more sharing of information
as facilitators.”” Implementing navigator programmes
requires communication across disciplines, services, and
administrations.” A study of hospital-based patient navi-
gation programmes found multiple facilitators, such as
ownership and accountability, champions to support the
programme, agreement that patient navigators address a
distinct need in the healthcare system and an appropriate
implementation climate. However, effective communi-
cation is a key factor throughout and has the power to
shift each of these from facilitators to barriers.” Effective
communication is necessary to motivate and promote
buy-in, especially for stakeholders and staff doubtful of
or resistant to the implementation or development of
patient navigation programmes.”

In terms of flexible communication and accessible
services, research has suggested that a client-centred
approach to navigation improved programme delivery.”
A flexible model allows the client to contact the navigator
how and when they need it. This can be especially bene-
ficial for patients who experience injury-related trauma,
considering the complexity of their needs.

Relatedly, in terms of resources, space for meeting
clients has been reported as a facilitator.”® ™ Availability
of space affects the amount of time navigators can spend
with clients, as it can facilitate private and confidential
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conversations and allow navigators to spend more time
with clients.** 7 This review found that space and whether
navigators had enough, acted as either a barrier” or a
facilitator.” In this context, space also acts as a facilitator
to open and patient-centred communication.

Strengths and limitations

This scoping review provides useful information for
individuals and organisations engaged in developing
or implementing patient navigation programmes for
patients who experience injury-related trauma, their
caregivers, and the care team. There were several similar-
ities across programmes, which suggest a general trend
in programmes of this nature that this scoping review was
able to capture.

While this review excluded case management
programmes, some of the characteristics of the
programmes from included sources still overlapped with
case management. A scoping review examining both
patient navigation and case management found many
similarities and differences in both their backgrounds
and roles across a variety of contexts.'” The previous liter-
ature has reported that a defining difference between
patient navigators and case managers is navigators’ provi-
sion of informational support, instead of clinical care." *’
The programmes in our review had patient navigation as
their main role, yet a few also provided some clinical care.
Two programmes in this review reported the navigators
carried out clinical duties, while also liaising with case
managers, indicating that the programmes themselves
differentiated between these roles.”®* Nurses filled many
of the navigator roles for these programmes, as traumatic
injuries require active and continual monitoring, which
may lead to a blurring of the lines given their broad scope
of practice. Notably, one programme reported providing
psychosocial support to patients and families and another
programme provided medication reconciliation. And
yet these programmes still fell more in line with patient
navigation programmes rather than case management,
as the main focus of their role was navigation. Given the
inclusion criteria of our definition of patient navigation
programmes, we recognise that relevant articles may
have been excluded from this review. Of note, there was
limited literature on patient navigation programmes for
those who experience violent injury. This may be due to
a lack of relevant programmes in the literature or that
existing programmes do not focus mainly on patient navi-
gation and were thus excluded.

Another limitation is that this scoping review only
located references from one country. Although patient
navigation is common both in and outside the USA, it has
not been implemented equally across all patient groups.
As such, there is a lack of both published and grey liter-
ature on patient navigation for injury-related trauma.
Moreover, it is possible that articles were missed due to
differences in how patient navigation and injury-related
trauma are conceptualised around the world. This limita-
tion may also be related to having only included articles

published in English and French, given the linguistic
capabilities of the reviewers. The search strategy of five
databases and a grey literature review, while thorough,
may still have missed some relevant sources. A final limita-
tion to this paper was that, because we did not pull from
any primary data, we could only interpret the information
available in the included records.

CONCLUSION

People who experience injury-related trauma are often
complex, requiring extensive support and care from
multiple providers. This population faces many chal-
lenges, which can result in poorer health outcomes.
Patient navigation is a model of care integration that
can address some of these challenges and can result in
improved patient experiences and reduced hospital read-
missions. While patient navigation is an emerging model
of care for people who experience injury-related trauma
and their caregivers, this scoping review pulls together 11
articles reporting on 10 patient navigation programmes
that support this population. All programmes were
located in the USA and most articles are from the past
Hyears. Programmes provided referrals to services and
resources both in hospital and community; education;
care coordination; and discharge planning. Reported
impact, barriers, and facilitators were consistent with
findings from other studies on patient navigation. To the
best of our knowledge, this work has not been completed
prior to this review. The results can inform the devel-
opment and implementation of similar programmes in
trauma centres and support changes in policy to improve
the delivery of care.
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