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Abstract

Background As the Canadian population ages and the prevalence of chronic ilinesses increases, delivering high-
quality care to individuals with advanced life limiting illnesses becomes more challenging. Community-based naviga-
tion programs are a promising approach to address these challenges, but little is known about how these programs
are successfully implemented to meet the needs of this population. This study sought to identify the key determi-
nants that contribute to the successful implementation of these programs within Canada.

Methods A qualitative study was undertaken to understand the implementation of eleven innovative, community-
based navigation programs that aim to address the needs of individuals with life-limiting illnesses as they approach
the end of life. The Consolidated Framework for Implementation Research (CFIR) guided the study design. Key
informants (n=23) within these programs took part in semi-structured interviews where they were asked to discuss
how these programs are implemented. Data were analyzed using techniques employed in qualitative description.

Results We identified key determinants of successful implementation within each CFIR domain. In the outer setting
domain, participants emphasized the importance of filling gaps in care to meet client needs, developing strong rela-
tionships with clients and community-based organizations, and navigating relationships with healthcare providers.

At the inner setting level, leadership support, staff compatibility, and available resources were identified as important
factors. In terms of intervention characteristics, the ability to adapt was cited as a facilitator, whereas costs were identi-
fied as a barrier. For the characteristics of individuals, participants described the importance of having staff whose
values align with the program, and who have the experience and skills necessary to work with complex clients. Finally,
having strong champions and evaluation processes were highlighted as important process-oriented determinants

of successful implementation.

Conclusion This study provides valuable insights into the determinants of successful implementation of commu-
nity-based navigation programs in Canada. Understanding these determinants can guide the future development
and integration of navigation programs to successfully meet the needs of those with life-limiting illnesses.
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Introduction

As the proportion of Canadians over the age of 65 con-
tinues to grow [1], and the prevalence of chronic illness
increases [2], it becomes more challenging to deliver
high-quality care to individuals with advanced life-
limiting illnesses who are nearing the end of life (EOL).
Numerous studies within Canada have shown that the
current healthcare system often fails to meet the needs of
these individuals [3—6]. For example, although many peo-
ple who are nearing the EOL would rather remain and die
at home, EOL care is mainly delivered in hospitals and is
not well-coordinated [7-9]. In order for these individu-
als to remain in the community instead, appropriate sup-
ports are required. However, patients, caregivers, and
healthcare providers are often unaware of the commu-
nity supports that are available to assist individuals with
life-limiting illnesses as an alternative to in-hospital care
[10-12]. Moreover, the numerous providers, services,
and referral pathways can be confusing and difficult to
navigate [13-16].

One promising approach to addressing these challenges
is the delivery of community-based navigation programs,
which have been successful at educating patients and
their families, connecting them to critical health system
and community supports, and enabling coordination
across healthcare settings [17-23]. Though less com-
monly studied, navigation programs aimed at improving
EOL outcomes for patients and their families have been
shown effective [24—26]. These programs include a wide
range of models and interventions, such as those led
by multi-disciplinary teams, nurses, or volunteers. Key
components of these programs typically involve advance
care planning, patient education, symptom management,
and connection to or leverage of community resources.
Multiple studies within Canada have demonstrated ben-
eficial outcomes (e.g., patient satisfaction, knowledge of
available resources, remaining in their preferred setting
at the time of death) in nurse-led [24] and volunteer-led
[27] models. A comprehensive global review examining
the effectiveness of in-home EOL care programs by Bain-
bridge et al. reinforces the consistency of these findings
worldwide, as 40 different interventions demonstrated
improvements in patient outcomes such as quality of life,
satisfaction with care, pain management, and cost savings
[25]. Several teams within Canada have implemented
these programs to improve the quality of life of patients
and their families (patients and families will hereafter be
referred to as clients) facing EOL [24, 27, 28].

Despite their benefits for clients, limited research has
sought to understand how these programs are imple-
mented into practice, and the facilitators and barriers
that influence their implementation. This knowledge
gap results in a critical challenge for the development
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and implementation of future navigation programs.
Researchers have begun to explore implementation pro-
cesses for navigation programs in other care areas, with
strong partnerships across stakeholder groups, leader-
ship support, funding stability, and adequate staff sup-
port all determinants of program implementation and
success [29, 30]. In this study, the research team sought
to address two objectives: (1) to examine how naviga-
tion programs address the needs of those living in the
community with advanced, life-limiting illness, and (2)
to identify the determinants of successful implementa-
tion of these programs. The findings relevant to the first
objective are reported elsewhere [31]. In summary, our
previous study found that these programs successfully
meet the needs of their clients when staff are trained,
supported, and empowered to take the time needed
to personalize care to their clients’ needs and circum-
stances [31].

This paper focuses on the work that was undertaken
relevant to the second objective (i.e., determinants of
implementation). The specific objective was to explore
the key determinants (facilitators and barriers) that con-
tributed to the successful implementation of innovative,
community-based navigation programs in Canada, from
the perspective of the individuals who are involved in
delivering them.

Methods

Study design

We used qualitative inquiry, informed by realist evalua-
tion methods [32], to address the study objectives. Spe-
cifically, we conducted semi-structured interviews with
staff of innovative navigation programs across Canadian
provinces that deliver services to individuals affected
by life-limiting illness, and their families. Approval to
conduct the study was received from the Nova Scotia
Health Research Ethics Board, the University of Victoria
Research Ethics Board, and the University of Windsor
Research Ethics Board.

Conceptual approach

To explore the implementation of these programs in
greater depth, we used the Consolidated Framework for
Implementation Research (CFIR) [33]. CFIR is a con-
ceptual framework that assimilates constructs from a
number of influential frameworks and models in the
knowledge translation/implementation science literature
and thus provides an approach to studying and under-
standing the multiple levels that influence implementa-
tion processes. The framework includes 5 domains that
influence implementation, including: the intervention
(e.g., adaptability, costs), outer setting (e.g., resources,
client needs), inner setting (e.g., culture, structural
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characteristics), individuals involved (e.g., staff knowl-
edge, identification with intervention), and implemen-
tation process (e.g., engagement, evaluation) [33]. This
framework was used to inform the interview guide and
analyses, as the findings were sorted and categorized
based on these five domains and the examples provided
in the CFIR.

Data collection

To identify community-based navigation programs, we
conducted a horizon scan using an adapted Agency for
Healthcare Research & Quality approach [34]. Our focus
was on identifying innovative, provincial level programs
that aimed to address the needs of community-dwelling
clients who are experiencing advanced life-limiting ill-
nesses as they approach EOL. The identification of pro-
grams is reported in detail elsewhere [31]. In summary,
the programs were identified from websites, grey litera-
ture, and a nomination process involving direct contact
with research, clinical, and policy leaders in each of the
10 Canadian provinces. The final selection of eligible
programs was based on conversations with the research
team to ensure each included program incorporated the
specific criteria detailed in Table 1 [35, 36].

Semi-structured interviews were conducted with key
informants who were familiar with how the program
worked from an operational structure and organizational
perspective. This included individuals responsible for the
management and delivery of the programs, and decision-
makers responsible for overseeing the programs. After
being identified as an eligible program, a research coor-
dinator (CK, FF, or CD) contacted potential participants
via e-mail to determine their willingness to take part in
the study. If they expressed interest, the research coordi-
nator initiated the informed consent process and sched-
uled an interview.

Research coordinators with experience in qualita-
tive methods (CK, FF, CD) carried out the interviews,
which were in-person or via telephone or videoconfer-
encing, depending on the participant’s preference. Inter-
views focused on four main topics: (1) how the program

Table 1 Eligibility criteria for navigation programs
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operated (e.g., structure, services provided, key person-
nel), (2) impacts of the program for clients, (3) how the
program was integrated with/interacted with the health
care system and the community, and (4) implementation
and sustainability. This analysis focused on the fourth
topic regarding responses to questions about implemen-
tation and sustainability, whereas the other three topics
are discussed in a previously published study focused
on understanding how these programs function to meet
the needs of their clients [31]. The interview guide was
open-ended and adapted as needed, based on the role
of the individual being interviewed (see Additional File
1). Interview duration ranged from 24:56 to 1:28:40. The
interviews were audio-recorded and transcribed. No
repeat interviews were conducted.

Data analysis

Members of the research team (RU, GW, KS, KP, LP, CK,
FF, CD) read and re-read the transcripts from the semi-
structured interviews, and developed initial program the-
ories, as aligned with realist evaluation. Next, a research
assistant (SS) coded the transcripts employing qualitative
descriptive methods [37] and using NVivo 12 to identify
the contexts, mechanisms, and outcomes that explain
how these programs work as well as the determinants
of successful implementation (the focus of this inquiry).
Coding entailed the reading and rereading of transcripts,
recording insights and reflections on the data, and sort-
ing the data to identify similar concepts, patterns, and
important features [37]. The coding was reviewed by
team members RU, GW, and CK. Through this process,
determinants of implementation were identified, and
then iteratively discussed and refined by the research
team. The final determinants were organized and pre-
sented according to the five CFIR domains.

Results

Twenty-three participants were interviewed from 11
navigation programs from across Canada. These pro-
grams operated in five Canadian provinces (Nova Scotia,
Ontario, Alberta, British Columbia, and Prince Edward

1.The program serves individuals living in their community with chronic, life-limiting illness.

2.The program is located in either a hospital or community setting.

3.The program includes dedicated staff or volunteers who provide navigation services (may be referred to as “Navigators”). As described by Valaitis et al,
navigation services include: patient education, care planning, home visits, promoting coordination and continuity across health settings, and early

identification of and response to health changes [36].

4.The program must be affiliated with a host organization and have some sort of governance structure and accountability.

5.The program delivers services consistent with a palliative approach to care. This is described by Touzal and Shadd: “a palliative approach exists
when care simultaneously addresses whole-person needs, enhances quality of life, and acknowledges mortality. This model is applicable to care pro-
vided in any setting, by any provider, to any patient with a life-threatening illness, at any point in the illness trajectory” [35].
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Island) and represented a mixture of community (non-
profit or volunteer) and health system programs. While
all programs supported people with life-limiting illness
in their communities, some were positioned in hospital
(outpatient) settings, some were positioned in, or closely
connected to, standalone hospices, some were positioned
in non-profit community-based organizations, and some
were positioned in academic institutions (i.e., those pro-
grams that were research-based). Only two were funded
through the health system; all remaining programs were
funded via government grants, research grants, and/
or donors and community fundraising. The individu-
als who delivered navigation services included highly
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trained healthcare providers (e.g., physicians, nurses,
and allied health professionals), client services/program
staff, trained volunteers, and persons with lived car-
egiving experience. Only four programs did not provide
home visits to clients, but these programs did provide
virtual and telephone-based appointments so clients did
not have to leave their homes to avail of their services.
Tables 2 and 3 describe the programs in terms of these
characteristics. In each program, we interviewed front-
line staff/volunteers who deliver navigational services
and individuals in leadership (decision-making) roles.
Key determinants to implementation existed within
all CFIR domains. Table 4 presents the main themes

Table 2 Description of programs (A-F) by key contextual characteristics. Programs are anonymized by letter

Program A B C D E F

Setting Community Hospital® Community Hospital Academic Academic

Funding Non-profit Health system Non-profit Health system Non-profit Research grants

Navigator type Program staff® Multidisciplinary Program staff Multidisciplinary Volunteer Volunteer
healthcare team healthcare team

Home visits Yes Yes No Yes No Yes

@ Hospital based programs were ambulatory (outpatient) programs, not inpatient programs

b Paid staff of the program, who are in navigator roles but who are not healthcare professionals

Table 3 Description of programs (G-K) by key contextual characteristics. Programs are anonymized by letter

Program G H | J K

Setting Community Academic Community Community Hospice

Funding Government Research grants Non-profit Non-profit Non-profit

Navigator type Program staff* Volunteer Persons with lived experi- ~ Persons with lived experi-  Volunteers

ence ence
Home visits Yes Yes No No Yes

" Paid staff of the program, who are in navigator roles but who are not healthcare professionals

Table 4 Themes as they relate to CFIR domains and constructs

CFIR Domain

Theme (Corresponding CFIR Construct)

Outer Setting

Responding to client needs facilitates implementation (Patient needs and resources)

Strong inter-organizational relationships facilitate implementation (Cosmopolitism)

Limited awareness of program impedes implementation (No direct CFIR construct)

Inner Setting

Leadership support and engagement facilitate implementation (Leadership engagement)

Fit between staff values and skills and the program'’s philosophy facilitates implementation (Compatibility)

Resource availability (or lack thereof) facilitate or impede implementation (Available resources)

Intervention Characteristics

Ability to adapt program components and delivery facilitates implementation (Adaptability)

Inadequate funding to deliver the program impedes implementation (Cost)

Process of Implementation

Champions facilitate implementation (Champions)

Evaluation facilitates implementation, refinement, and scale-up (Reflecting and evaluating)

Characteristics of Individuals

Team members'knowledge and attributes facilitate implementation (Personal attributes)
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(determinants) in relation to the CFIR domains and con-
structs. Table 5 presents the determinants, and whether
each was a facilitator and/or barrier, for each program.
Although not tied to initial implementation efforts, for some
programs, scale-up (i.e., expansion of the program to new
locations or populations) was a high priority and viewed
as a part of their long-term implementation strategy. These
were programs that had undergone multiple and/or ongoing
evaluations (research-oriented or otherwise) and had dem-
onstrated value in terms of patient and health system ben-
efits. Therefore, where relevant to the program/participants,
the concept of scale-up is discussed in the domains below.

Outer setting

Participants described three determinants of implemen-
tation that were particularly relevant to the outer setting:
client needs and relationships, inter-organizational rela-
tionships, and awareness of the program.

Responding to client needs facilitates implementation.
Across programs, participants described the emergence
of their navigation programs as a response to gaps in the
broader healthcare system. Specifically, they described
their program as responding to known and urgent client
needs that were not being adequately addressed by exist-
ing healthcare programs and services, including primary
care. As one participant said:

“The second part is looking at a healthcare system
level. [Patient navigation] was identified as a real
gap in care. You know, we have acute care, we have
primary care, but we don't... it’s almost like we fill a
gap for transition care. Uh, and that transition care
means that people don’t have to use the emergency
room as a default when they feel that their disease is
not optimally managed”. [Participant 7]

Developing and maintaining strong relationships with
clients allowed programs to better understand client and
community needs, and tailor their services to clients and
communities. Participants felt these relationships ena-
bled ongoing implementation and sustainment. As one
participant said, “Our biggest success, is to really listen to
our clients and learn from them” [Participant 11].

Strong inter-organizational relationships facilitate imple-
mentation. Participants also discussed the importance of
strong relationships with health system and community-
based programs and services. They felt the development
of these inter-organizational relationships facilitated pro-
gram implementation as navigation programs and enabled
them to effectively deliver their services.

“I think that the connection to community support
this is pretty significant ... We, the volunteers, are all
trained on different community agencies in the area
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providing services and we give each volunteer like a
booklet of what's available in the community. And as
they're meeting with older adults, if something comes
up in conversation that, you know, like that might
be of interest [to] the person, that there is a service
out there that might be able to assist with something,
they’re trained to sort of provide that information
and not just to provide the information but also sup-
port a connection to that service” [Participant 4]

At the same time, participants from many programs,
both health system and community-based, described
poor connections to primary care and issues navigating
local inter-organizational politics and turf struggles.
Participants described the importance of navigating
working alongside healthcare providers to fill gaps,
while not overstepping within roles or duplicating work
that is already being done.

I didn’t say a lot about primary care because I
think primary care is a relationship that needs
to be better integrated. And I think part of that
is helping to support, but not take away the pri-
mary care role. Um, and that is really just more
of an education piece but it’s lower to some which
is interesting, because people can take away a lot
of work, um, that they perhaps can’t provide just
by virtue of very busy practices. So for instance,
advance care planning facilitation—that takes a
lot of time [Participant 7]

Limited awareness of program impedes implementa-
tion. Participants from many programs felt there was
not enough awareness of their program by healthcare
providers, particularly for community-based organiza-
tions. This lack of awareness hindered referrals to the
program and threatened ongoing implementation and
scale-up efforts. As described by one participant:

“I think some of the barriers were actually um, hos-
pitals are vast, and it was a very small program
so constantly communicating with hospital staff,
making them aware of our presence so that they
could send us referrals as well, that was a chal-
lenge for a while because we were continually,
continually connecting with hospital social work-
ers letting them know that we are available. So,
because things were a little slow in the beginning
getting referrals from the hospital or making that
connection, we actually took referrals basically
from the community” [Participant 17]

Inner setting
Participants described three key determinants at the
organizational (or inner setting) level: leadership support,
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the degree of ‘fit’ between staff and the program, and
available resources.

Leadership support and engagement facilitate imple-
mentation. First, participants described the presence of
strong leaders who are committed to the program, and
who support agency staff by allowing them to try new
approaches, encouraging self-care, and offering resources
and education to deal with complex client needs. One
participant described the program’s leadership in this
way:

“I think if we were bound by policy and procedures
to the letter of the law, we would not be able to help
as many families as we do. And that is, like I said,
one of the beautiful things about working for the
organization — that they understand the importance
of our job” [Participant 10]

Fit between staff values and skills and the program’s
philosophy  facilitates  implementation. Participants
emphasized that hiring and recruiting the right people
are critical to successful implementation and contin-
ued impact. In particular, many described the need to
hire staff whose personal values and working styles fit
with the program’s philosophy and the carefulness that
is taken by the program to ensure the right people are
found. Participants explained the importance of hiring/
recruiting those with the necessary skillsets, who believe
in and value the program’s philosophy, and who embrace
a teamwork approach. As one participant described:

“I think facilitators are again just the team that we
have. There’s a very strict selection process for the
people who join the team. It’s certainly not for every-
body. It’s a really different way of practicing. And so I
think that really helps to facilitate the success of the
program. [Participant 8]

Resource availability (or lack thereof) facilitate or
impede implementation. Participants discussed how the
availability of resources facilitated or impeded imple-
mentation. One frequently discussed resource was train-
ing and the capacity to provide staff with the necessary
training and skills to care for clients with unique, com-
plex needs. This was viewed as a facilitator to imple-
mentation. Participants also described the importance
of infrastructure within their programs and organiza-
tions to enable efficient operations and to collect data to
monitor program effectiveness. Many described limited
or inadequate infrastructure, which was a barrier to fully
implementing and scaling their programs. As one partici-
pant described:

“I think one of the challenges that we’re having is
around the infrastructure thats needed to comb
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through the data that we have and really kind of
bring out that kind of evaluation through the data.
And right now, we don’t have the resources to do
that” [Participant 12]

Intervention characteristics

Ability to adapt program components and delivery facili-
tates implementation. At the level of the intervention
(i.e., the navigation program itself), participants clearly
described the adaptability of their programs, and the
ability to evolve as needs change, as a key facilitator to
implementation and the effective delivery of services.
This responsiveness improved their ability to be patient-
centered, as the programs could be modified to meet the
complex needs of each client and to changing contexts
(i-e., level of funding, community needs).

At this point, all we can say is that we think all
components of the system that we've created are nec-
essary to achieve this impact. I mean — the system
was a co-design, co-created system with the commu-
nity, so that it is an evolving system. We continually,
um, adapt and refine it as we discover new ways to
improve the delivery. So its not, um, it’s not a first
garage intervention where every adopter has to do
exactly the same thing. Um, again, it's more of a
framework for how communities work together to
achieve a quality of life impact by leveraging both
informal and formal resources, so that there’s a high
degree of flexibility around how it is delivered. [Par-
ticipant 18]

Inadequate funding to deliver the program impedes
implementation. Participants from most programs
emphasized cost considerations as a barrier to full imple-
mentation and scale-up. That is, limited and uncertain
funding arrangements clearly impeded their efforts to
realize widespread implementation and expansion, and
sustainment. Indeed, many of the programs operated
with much uncertainty from a funding perspective. One
participant described it this way:

“When we get a little pocket of money that’s extra
and not needed for operational costs, then we pur-
chase some equipment, as we are able to do. But cer-
tainly, with the number of clients that we have, we
can’t raise enough money from that group of people
to keep us sustainable. It's just not possible. So really,
financial sustainability is the biggest challenge that
we have” [Participant 11]

“Barriers I think are resources, or lack thereof essen-
tially. I mean I think we've done quite well and we
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keep getting support, and it’s great. But we're trying
to expand, and we have expanded into other areas
of the province. But it’s difficult and it’s limited in
terms of funding and uptake and all that kind of
stuff” [Participant 8]

Process of implementation

Participants identified two process-oriented determi-
nants as being particularly germane to implementation
and scale-up: champions and evaluation.

Champions facilitate implementation. Participants dis-
cussed the importance of supportive champions (or, in
one program, the lack of champions) to successful imple-
mentation. They felt the championing of the program was
critical to obtaining initial buy-in, securing initial fund-
ing and other resources, maintaining these resources,
and building the necessary relationships to continue to
deliver personalized care for their clients. These champi-
ons existed at the frontline and leadership levels. As one
participant stated:

“We also had champions from executive who would
support it and more importantly, three very strong
champions who with very limited funding, just per-
severed in having the program implemented. ...
That'’s definitely a facilitator, um, as you have peo-
ple who are champions and they do it because they
think it needs to be done.” [Participant 7]

Evaluation facilitates implementation, refinement, and
scale-up. Many participants described the importance of
being able to evaluate the programs to both assess and
demonstrate impact. Specifically, participants discussed
how conducting evaluations allowed their programs to
expand, garner ongoing or additional support, and adapt
and refine their services to better align with organiza-
tional and/or client needs. Regarding the importance of
evaluations, one participant stated:

I think the other facilitator was that we had good
evidence to show that it worked. Um, so that we
had data to say this is ...that were having a positive
impact because we did do surveys and they did do,
um, have data on emergency room visits decreas-
ing, and improvements in the number of patients
who had advance care planning completion, and
patient satisfaction surveys. So I think the evidence
continued to support why this should be imple-
mented [Participant 7]

Characteristics of individuals

Team members’ knowledge and attributes facilitate imple-
mentation. Participants emphasized the importance of
having team members who understand their role in the
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program as well as how the program fits into the larger
organizational (or health system) structure. Participants
also described the necessity of having program staff
whose personal values are highly aligned with commu-
nity- and home-based care, team-based care, and a pal-
liative approach to care. Upon describing this aspect, one
participant said:

“I'We need] someone who's compassionate. Someone
who’s used to working in the community actually vis-
iting people in the community, who feels safe doing
that or who knows what to expect in that kind of role
definitely. I think those all those things are impor-
tant” [Participant 17]

The participants also spoke about the importance of
having staff and volunteers who are integrated into their
communities and therefore are aware of available sup-
ports and resources, and who have the experience and
skills necessary to work with complex clients. As one par-
ticipant discussed:

“Volunteers that are connected with hospice, they
go through a huge training so they have, they have
a lot of knowledge. Many, many of our volunteers
are actually retired health care providers ... the vol-
unteers can actually support [clients] in a way that
many other entities cannot and be aware. I think
this is the big difference; like a hospice volunteer is
aware of all these needs. Like, spiritual care needs,
like social needs, those needs that no one else looks
at like they will pay attention. The health care pro-
vider will pay attention to the pain, will pay atten-
tion to whatever is happening and not about these
other parts that our volunteer could probably be a
good helper in identifying and in connecting with the
resources in the community.” [Participant 2]

Discussion

To our knowledge, this was the first Canadian study to
explore how navigation programs that support clients
with advanced life-limiting illness are successfully imple-
mented within the existing Canadian healthcare system.
We found that certain conditions may be important to
realizing the successful implementation of these pro-
grams. These include addressing and targeting known
gaps in client care and establishing strong relationships
with other health system and community-based pro-
grams, healthcare providers, champions, and clients
themselves. Additionally, these programs must care-
fully select staff or volunteers who align with their val-
ues and provide them with the thorough training and
support needed to fulfill their role. Furthermore, evalu-
ating and adapting the programs to meet client needs
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contributes to effective implementation and scale-up.
Barriers to implementation most commonly included a
lack of resources, including funding. This was heightened
by a lack of awareness of the programs from health care
providers or other community organizations, which hin-
dered referrals and scalability. Additionally, navigation
programs may face challenges when attempting to estab-
lish relationships with primary care providers, which
limits their coordination with and integration into the
healthcare system.

Many of the participants discussed poor relationships
with primary care and other healthcare providers due
to a lack of awareness or unclear boundaries in terms of
roles and responsibilities. Little is known about physi-
cian perspectives or knowledge about community-based
navigation programs, especially those that support cli-
ents as they near EOL. An Ontario study discovered
that less than half of physicians surveyed were aware of
the majority of community resources available to their
patients, particularly those who do not practice within
team-based models [38]. Moreover, a recent pan-Cana-
dian initiative found limited integration between pri-
mary care and many prioritized services (e.g., palliative
care) for community-dwelling older adults experiencing
declining function and health [39]. As noted by Cent and
Shivers, physicians may struggle to collaborate due to
time or resource constraints, which prevent them from
learning about these types of programs and how they can
assist their clients [40]. However, when physicians work
closely with multidisciplinary teams that include patient
navigators, studies have demonstrated improved out-
comes, such as reduced time to diagnosis or treatment
[40]. Although not reported here, our study suggests that
improving health care provider and administrative staff
knowledge of these services and encouraging collabora-
tion can lead to more effective integration within the
healthcare system, which should increase program refer-
rals and ultimately improve client outcomes and improve
opportunities for sustainability.

In terms of facilitating implementation, our study
resonates with similar findings in other countries. For
instance, a scoping review that mainly focused on patient
navigation programs in the United States found that these
interventions must exist to fill a known gap within the
healthcare system and to meet the needs of the patients
and community [36]. Furthermore, strong evaluation of
these programs is recommended to show that they are
filling this gap, while also demonstrating efficacy and
cost-effectiveness [36, 41]. However, participants in our
study felt that the limited infrastructure hinders many
programs’ ability to perform evaluations as they lack the
necessary resources to collect and analyze data. Whitley
et al. emphasize that such data are crucial to enabling
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sustainability and garnering support from granting agen-
cies [41]. This funding support is necessary for all aspects
of these programs, including staffing, equipment, and
patient supports.

Our study highlights the importance of hiring the
right staff, or partnering with strong volunteer organiza-
tions, to ensure programs comprise team members who
share their values, have complementary skillsets, and
ideally have experience in EOL care. Kokorealias et al.
expand on this in their scoping review of patient naviga-
tion programs, where they explain that navigator quali-
fications may range from those with lived experience to
licensed health care providers [42]. They found that most
importantly, the navigators must be skilled to support an
array of needs, ranging from diagnosis to post-service
discharge support, and ongoing health education. The
services must be flexible to tailor to the needs of each
individual client. Rocque et al. also suggest that training
for navigation programs specifically geared towards EOL
care should address sensitive topics such as fear of dying
and gauging comfort with end-of-life conversations [43].

It is important to note that there is some overlap
between the Inner Setting and Characteristics of Individ-
uals domains within the original CFIR framework, which
was used to guide this analysis. As a result, the impor-
tance of staff/volunteers having the ‘right’ values and
skills is presented in both domains. In the Inner Setting
domain, we focused on the importance of hiring practices
at the organizational level to ensure the staff and volun-
teers are a good fit. In the Characteristics of the Individu-
als domain, we emphasized the importance of personal
traits (e.g., values, motivations, working styles) and how
staff/volunteers use their experiences and skills to appro-
priately meet the needs of the clients in order for the pro-
grams to work and be sustainable. Since the completion
of this analysis, an updated CFIR framework was released
[44]. This update has revised the Characteristics of Indi-
viduals domain, with refined emphasis on clarifying the
roles of people involved as well as how staff capabilities,
opportunities, and motivation influence implementation
and sustainability. The Inner Setting “culture” sub-con-
struct was revised to describe how patient and staff cen-
teredness and learning influence implementation.

This study has numerous practice implications, pro-
viding insight into the facilitators and barriers that
must be considered when implementing navigation pro-
grams for those approaching EOL. First, it highlights
the importance of hiring staff or volunteers who share
the program’s core values and providing them with
comprehensive training to meet the diverse needs of
complex clients. Additionally, the study reveals that sub-
optimal relationships with primary care presents signifi-
cant challenges to implementation and scale-up efforts,
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as it hinders referrals and access to patients in need. As
a result, future implementation studies should focus
on improving these relationships with primary care by
increasing healthcare provider and administrative staff
knowledge of the services available to their clients, and
ensuring roles and responsibilities are well-defined. This
study also highlights the importance of strong evaluation
efforts to demonstrate program success and sustainabil-
ity, which can increase buy-in from supportive champi-
ons, granting agencies, and other healthcare providers
and services. Evaluation should be built into these pro-
grams from their conception. For many community-
based programs, this may prove challenging as they may
not have the resources or expertise to develop and carry-
out program evaluation efforts. However, partnering with
academic programs or evaluation societies may help sup-
port ongoing evaluation processes.

Despite these implications, there are some study limita-
tions that need to be considered. First, the recruitment
for this study began at the onset of the COVID-19 pan-
demic, which meant there was additional stress on these
programs and therefore it was challenging to recruit
participants. Second, we were also unable to recruit cli-
ent participants, as the program leaders and staff did not
have capacity during the pandemic to assist with recruit-
ment. Third, outside of participants’ experiences, we have
no measures of implementation success. Nonetheless, the
objective of this study was to understand the facilitators
and barriers to implementing these programs into prac-
tice; arguably, program staff and leadership have insight
into this issue that clients may not have. It is also impor-
tant to acknowledge that the pandemic may have altered
the context in which these programs operate, meaning
we must exercise caution when applying these findings
today.

Conclusion

The successful implementation navigation programs
into practice appears to benefit from several conditions,
including the right staff mix and strong relationships with
clients, other community-based organizations, and the
healthcare system. Moreover, having strong champions,
evaluation capacity, and the ability to adapt to changing
circumstances were believed to enable implementation
and subsequent scale-up. A significant barrier to pro-
gram implementation and scale-up is a lack of resources,
including funding. Addressing this challenge is critical to
ensuring that navigation programs can continue to pro-
vide support to those who need it.
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