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E:::iin:\f:rz::;:\i/éadvandngsynergy‘com and e Cancer patient navigators work in diverse settings ranging from community-

burhansstipanov@gmail.com based programs to comprehensive cancer centers to improve outcomes in un-
derserved populations by eliminating barriers to timely cancer prevention, early
detection, diagnosis, treatment, and survivorship in a culturally appropriate and
competent manner.

e This article clarifies the roles and responsibilities of Entry, Intermediate, and
Advanced level cancer patient navigators. The competencies described in this
article apply to patient navigators, nurse navigators, and social work navigators.

e This article provides a resource for administrators to create job descriptions for
navigators with specific levels of expertise and for patient navigators to advance

their oncology careers and attain a higher level of expertise.
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BACKGROUND and patient navigators, who work in community and clinical settings

Oncology patient navigators (PNs) work in diverse settings from
community-based programs to comprehensive cancer centers to
improve outcomes in underserved populations through timely cancer
prevention, early detection, diagnosis, treatment, and survivorship in
a culturally appropriate and competent manner. Patient navigators
assess and eliminate barriers while helping patients understand and
use the health care system more effectively and efficiently.?™3
Greater standardization of navigator roles and responsibilities will
lead to enhanced integration of navigators within health care teams
and optimize their impact to reduce health disparities and improve
sustainability of their role.*"® The primary purpose of this article is to
clarify the roles and responsibilities of PNs from Entry to Interme-
diate to Advanced experience levels.

Patient navigation is an evidence-based strategy that addresses
health disparities.” 1! Research indicates that PNs who are culturally
congruent to the patients they serve reduce fear and anxiety, build
trust, and decrease literacy and language barriers.®271* They also
facilitate patient-provider communication, provide psychosocial
support, and manage logistical obstacles. PNs that are embedded
within and trusted by their patients and communities help to bridge
the gap between patients and providers, increase adherence to care
recommendations, and improve quality of life and survival®1°-2°
Navigated patients are more likely than non-navigated patients to
receive timely cancer screening, treatment initiation,?® and follow-up
with diagnostic tests.?>2”731 PNs provide cancer education,*? facili-

15:34.35 3ssist with

tate access to care,®® improve patient satisfaction,
financial and insurance issues,¢ transportation, childcare, and com-
munity resources.®” Research has suggested that patient navigation
programs decrease health care costs and resource use,*® including

3940 and hospitalizations.** They also

emergency department visits
assist in increasing early detection screening services and decreasing
related costs.*>*® Cost analyses performed on government-funded
navigation programs show promising results.** Despite data and

6,8,14,16,26,45,46 sustainability of PN

evidence supporting navigation,
has been elusive.*®

The American Cancer Society (ACS) created the National Navi-
gation Roundtable (NNRT) in 2017 to initiate work on key issues
around patient navigation, disseminate best practices, and enhance
the field overall. The ACS NNRT is a national coalition of 80 member
organizations to advance navigation efforts that eliminate barriers to
quality care, reduce disparities, and foster ongoing health equity
across the cancer continuum. The ACS provides leadership and
expert staff support to the Roundtable.

The Workforce Development Task Group (WFD TG) is one of

three within the ACS NNRT. Members include nurses, social workers,

and/or for professional navigation organizations, and administrators,
researchers, and evaluators of navigation programs. During 2017-
2018, the WFD reviewed existing competencies from navigation
and other similar programs throughout the United States.? Collec-
tively, these were refined to create the competencies used in sub-
sequent WFD efforts. The priority for the WFD Task Group in 2019
was to define and reach consensus on the competencies for patient
navigation.?

Because of the unanticipated disruptions of the COVID-19
pandemic, ACS TGs reassessed priorities in 2020-2021. In 2022-
2023, the WFD TG decided to build on the 2019 competencies
by delineating PN roles and responsibilities as a priority task.
Initially, the WFD attempted to use definitions from the Oncology
Nursing Society’s oncology nursing navigation website that was
limited to Beginning and Advanced, but the TG felt PN required an
Intermediate level. The WFD changed “Beginning” to “Entry” and
defined “Entry” level as individuals with 1 to 2 years of navigation
experience or equivalent and whose skills include knowledge and
comprehension. For instance, the navigator may have started a new
position without experience in navigation. As part of the role, the
PN builds on resources for addressing logistical, economic, cultural,
and linguistic, communication, patient-, and provider-centered
barriers, and basic principles to guide practice. Entry level PNs
are able to identify barriers and/or solutions but may need to
obtain guidance from other members of the oncology team to
whom or when to refer specific resources. In comparison, Inter-
mediate PNs can assess barriers and identify resources indepen-
dently. “Intermediate” navigators have 3 to 4 years of experience
or equivalent effort, and their skills extend to application and
analysis. The Intermediate PNs possess basic understanding of
patient care flow within job boundaries, matching resources to the
unique needs of the patient, identifying resources, analyze barriers
in the community, and exploring/collaborating with multidisciplinary
team members to advocate for resources for unmet needs for
community or clinical setting. Entry Level PNs are learning but
frequently need additional guidance from oncology nurse naviga-
tors or social workers for solutions that are more tailored to match
patient needs are more efficient and effective based on their
experience. “Advanced” navigators usually have 5 or more years
and can evaluate patient situations holistically based on past ex-
periences. They focus on the unique aspects of the patient
assessment and use critical thinking and decision-making skills
pertaining to navigation processes. Their skills include synthesis
and evaluation. Advanced navigators often contribute to program
planning and communicate with internal and external stakeholders

to improve organizational practices.
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One to two years or equivalent
experience. Starting a new position
without experience in navigation
and builds on resources for
addressing barriers (logistical,
economic, cultural & linguistic,
communication, and provider
centered) and basic Oncology
Patient Navigator-Certified
Generalist (OPN-CG) principles to
guide practice.

clinical setting.

Three to Four years or equivalent
to such effort. Possesses a basic
understanding of patient care flow
within job boundaries, matching
resources to the unique needs of
the patient, identifying resources
lacking in the community of care,
beginning to analyze needs and
gaps, and exploring/collaborating
with multidisciplinary team
members to advocate for resources
for unmet needs for community or

Advanced

Five or more years. Skilled in the
ability to perceive patient situations
holistically based on past
experiences, focusing in on the
unique aspects of the patient
assessment, and uses critical
thinking and decision-making skills
pertaining to navigation processes.
Builds on and includes all
knowledge, skills, roles, and
responsibilities from Entry and
Intermediate navigators.

FIGURE 1 Definition of patient navigator levels. Patient navigator roles and responsibilities progress from Entry through Advanced levels
beginning with outreach in the community and learning how to identify and address barriers.

This article can be used as a resource for administrators in
creating job descriptions for the navigator with specific levels of
expertise. Similarly, this article can be a resource for patient naviga-
tors that are working to attain a higher level of expertise. Navigation
has evolved significantly since pioneered by Harold Freeman in 1989.
Through the years, various job titles were used to define this role such
as cancer care liaison, care coordinator, nurse navigator, and others
(Figure 1). This multitude of titles led to mixed skills and tasks in the
role, limitations in comparing positions, and unclear boundaries. This
ambiguity was resolved as leaders from professional oncology navi-
gation groups created standards that included role definitions,
knowledge, and skills that all professional navigators should possess
to deliver high-quality, proficient, and principled services.

In 2022, the Professional Oncology Navigation Task (PONT)
group updated and obtained consensus for consistent phrasing for
different types of patient navigators. According to PONT, positions
that fall under the professional navigator category include oncology
patient navigators and clinical navigators, defined as oncology nurse
navigators and oncology social work navigators.*” Table 1 shows the
PONT definitions. In contrast, this article refers to all navigator types
as “patient navigators.”

Despite the evolution of navigation and new definitions by
PONT, confusion remains about the scope of practice of PNs.*’ In
some settings, community-based PNs have been requested to clean
patient’s homes and run errands. Similarly, clinical navigators have
been assigned administrative duties that could have been completed

by administrative staff. These activities not only distract PNs from

direct patient interaction, but also are examples of inappropriate job
roles. There are resources available within the community that the
navigator can identify and facilitate to ensure the needed services
are provided. Neither licensed nor nonlicensed PNs should be doing
clerical duties; their duties focus on patients.

Multiple issues and events have impacted navigation programs in
the United States. The Patient Protection and Affordable Care Act
(ACA) recognized the role of patient navigation in reducing health
disparities in cancer care.*® However, the ACA also used the term
“patient navigators” to refer to assisters that help enroll individuals in
health insurance plans. This is not the focus of oncology patient
navigation with the exception that financial navigators may help
patients find appropriate health insurance and other resources.*
There has been confusion between these two distinct positions.

Currently, there is no Department of Labor code for patient
navigation. Such a code would help differentiate between community
outreach workers, Promotores/Promotoras de Salud or Community
Health Workers (CHW), peer educators, patient coordinators, and
other similar job positions who work with chronic conditions in
addition to cancer. Among these roles, there are responsibilities that
overlap, such as working with minority, underserved, and unserved
individuals and cancer patients in culturally appropriate ways. Dif-
ferences in navigator roles versus other similar positions include the
initiation of an interaction in the community that typically continues
as patients begin to engage in services within the cancer care facility.
As Figure 2 shows, multiple roles may share some duties, but his-

torically roles such as community health workers and Promotores de
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TABLE 1 Professional Oncology Navigation Task Force.

Professional Navigator: A trained individual who is employed and paid by
a health care, advocacy, and/or community-based organization to fill
the role of oncology navigator. Positions that fall under the
professional navigator category include the following:

Oncology Patient Navigator: A professional who provides individualized
assistance to patients and families affected by cancer to improve
access to health care services. A patient navigator may work within
the health care system at point of screening, diagnosis, treatment, or
survivorship or across the cancer care spectrum or outside the health
care system at a community-based organization or as a freelance
patient navigator (Academy of Oncology Nurse and Patient
Navigators, 2022). A patient navigator may be employed by a clinic or
a community-based organization and work throughout the
community, crossing the clinic threshold to continue to provide a
consistent person of contact and support within the health care
system. A patient navigator does not have or use clinical training.

Clinical Navigator (includes Oncology Nurse Navigator and Oncology
Social Work Navigator):

Oncology Nurse Navigator: A professional registered nurse with
oncology-specific clinical knowledge who offers individual
assistance to patients, families, and caregivers to help overcome
health care system barriers. Using the nursing process, an Oncology
Nurse Navigator provides education and resources to facilitate
informed decision-making and timely access to quality health and
psychosocial care throughout all phases of the cancer continuum
(Oncology Nursing Society, 2017).

Oncology Social Work Navigator: A professional social worker with a
Masters’ degree in social work and a clinical license (or equivalent as
defined by state laws) with oncology specific and clinical
psychosocial knowledge who offers individual assistance to patients,
families, and caregivers to help overcome health care system
barriers. Using the social work process, an oncology social work
navigator provides education and resources to facilitate informed
decision-making and timely access to quality health and
psychosocial care throughout all phases of the cancer continuum.

Oncology Navigation: Individualized assistance offered to patients,
families, and caregivers to help overcome health care system barriers
and facilitate timely access to quality health and psychosocial care
from pre-diagnosis through all phases of the cancer experience
(Oncology Nursing Society, Association of Oncology Social Work, and
National Association of Social Workers, 2010).

Patient: (In this document) patient is used to refer to an individual
screened for or diagnosed with cancer as well as their family and
support systems. When working with children with cancer, both the
child and the parent/legal guardian are incorporated into all aspects of
care, including decision-making.

Salud focus on friendly, culturally respectful outreach to un- or un-
derserved community members, helping them access appropriate
services and care. PNs also may conduct such outreach, but they are
trained to remain with the patient when they cross the clinic
threshold and continue providing support throughout the full cancer
continuum. The PN frequently is the most recognized face as the
patient encounters 5-20 different members of the oncology health
care team. Thus, the relationship with the navigator then continues
throughout the cancer experience and beyond. Some patient navi-

gators focus on a specific phase within the cancer continuum (such as

screening, survivorship, or prevention) and others work with patients
throughout the full continuum (prevention through end-of-life)
(Figure 3). Few of the other roles support patients through the full
continuum of care.

The COVID-19 pandemic greatly affected the evolution of pa-
tient navigation. PNs, as well as all health care providers, were
required to adjust their roles and responsibilities to address the
excessive increase of COVID infections, care, recovery, and deaths.
These changes in roles are described in 2022 publications.**->°

This article identifies appropriate roles and responsibilities for
PNs and sets expectations for Entry, Intermediate, and Advanced
navigators. This article is a compilation of experiences and insights
from 12 professionals working within the field of patient navigation
and members of the ACS NNRT WFD. These individuals have over
200 years of collective experience implementing, performing,
training, and promoting PNs to perform multiple roles throughout the
cancer continuum from outreach through end-of-life (Table 2,
Authors' details). At the Entry, Intermediate, and Advanced levels,
the competencies described in this article apply to patient navigators,
nurse navigators, and social work navigators. In alliance with the
PONT standards, this article and related resources should serve as a
guide for all PN types and programes. It is anticipated that the WFD's
recommendations on the PN job roles by level will help inform the

hiring, training, and/or evaluation of PNs in the future.

METHODS

The ACS NNRT WEFD convened from January 2021 through
December 2022 to advance progress on the pressing PN workforce
need to identify job roles specific to each PN competency,? and
clarify the topics of PN functions ranked into three experience cat-
egories: Entry, Intermediate, and Advanced. As described above, the
definitions refer to number of years or “equivalent.” Equivalent refers
to how many hours of experience the navigator has performed PN
duties. For example, the navigator may have worked for a community
or clinical-based setting for 2 years but only provided navigation
services for 100 hours. This individual would be regarded as “Entry”
level. These domains and roles are guidelines. Programs can add or
remove language to make the job descriptions relevant and appro-
priate for their local navigation program.

Each contributor identified a specific competency and delimited
roles based on levels of expertise of the PN. The active members of
WED reviewed, critiqued, came to a consensus, and finalized the
table through an iterative process (Figure 4) that involved monthly
meetings, small group work sessions, and individual meetings with
the WFD co-chairs. Members talked with PNs in their respective
organizations and reviewed what they could do when they entered
their position as PN and what they can do now as Intermediate or
Advanced PNs. These discussions helped to identify the feasibility of
activities at each level. An example of a WFD discussion included one
member talking about PNs picking up cleaning, doing grocery shop-

ping and other daily activities. The WFD agreed that such activities
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Community
Health
Worker

Licensed
Nurse or
Social
Worker

Peer
Educator or
Advisor

Professions that
MAY include PN
roles &
responsibilities

Insurance
Navigator

Chronic
DINENS
Navigator

Promotores
de Salud

FIGURE 2 Roles that MAY overlap with patient navigator roles.

Phase 1 Phase 2 Phase 3
Outreach & Screening & Diagnosis
Education Early
Detection

FIGURE 3 Cancer care across the continuum.

were inappropriate for PNs at any level. A second example high-
lighted PN roles for administering and interpreting patient surveys
and tools. The group agreed that Entry level PNs can conduct “stress
distress scales” that include easy-to-understand interpretation
scales. However, other types of tools, such as survivorship or treat-
ment care plans, usually require more experience and assistance from
other members of the health care team, such as the oncology nurse,
and are grouped as Intermediate level.

Topics were added to each row such as confidentiality, cultural
knowledge, advocacy, social justice, etc. The roles specified in the

“Entry” column reflected knowledge and comprehension for someone

Phase 4 Phase 5 Phase 6
Treatment Post- Palliative &
Treatment End of Life
& Care

Survivorship

with 1 to 2 years of experience or equivalent. The skills, knowledge,
and roles increased or improved to allow for application and analysis
for PNs in the “Intermediate” column. Advanced PNs demonstrate
significant growth in skills and roles to allow for synthesis and eval-
uation of information. For example, Competency | as defined in the
2019 WFD publication? is: Demonstrate sensitivity and responsiveness
to a diverse patient population, including but not limited to respecting
confidentiality, organizational rules and regulations, ethical principles and
diversity in gender, age, culture, race, ethnicity, religion, abilities, sexual
orientation, and geography. Figure 5 shows the 2019 competencies and

domains.
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TABLE 2 Authors' details.
Name, Degree Title, Organization Location
Linda Burhansstipanov, DrPH, MSPH President, Native American Cancer Initiatives, Inc (NACI) Colorado
Michele Capossela, BA Director Community Navigation, American Cancer Society Massachusettes
Carrie Dorn, MPH, LMSW Senior Practice Associate, National Association of Social Workers Washington

Kyandra Fox, MHA

Sharon Gentry, MSN, RN

Olayinka Odumosu, BSc, MPSW, MSW, MBA  Director, Amorvard Services

Elba L. Saavedra Ferrer, PhD, MS

Program Director, Academy of Oncology Nurse and Patient Navigators (AONN-)

Research Assistant Professor, College of Education and Human Sciences,

Manager, Patient Navigation, Education and Training, Susan G. Komen Foundation Tex

North Carolina
Nigeria

New Mexico

University of New Mexico

Sora Tanjasiri, DrPH, MPH
Arti Patel Varanasi, PhD, MPH

Donna Richmond Wilson, RN, MSN, CBCN

Professor, UCI Department of Health, Society and Behavior, University of Irvine California
President/CEO, Advancing Synergy Maryland
Co-Founder and Chair, HCA Henrico Doctors' Hospital, Virginia Cancer Patient Virginia

Navigator Network (VaCPNN)

Review and Revise

~

/-Workforce Development
Workgroup members
selected one competency to

e Qutline PN roles and
responsibilities
(3 iterations)

\ Competencies & \_

Table

* Workgroup members (other
lead than primary leads) review
and revise tasks and levels
based on real-life experiences

¢ WFD worked one-on-one
with primary leads

CTabIe sent to external experts\
for review and comment
* WFD Co-Chairs compiled
feedback and reviewed with
primary leads and WFD
workgroup (3 iterations)
¢ Co-chairs finalized table

Y, Final Table:

Domains Identified

FIGURE 4 Iterative process to develop competency table.

There are eight topics associated with this competency. As an
example, the row 1.2 topic is “Assessment and record keeping” and
the skills required at each level are listed below.

e The Entry level job behavior is “Be cognizant of all assessments
and record information that contributes to a patient’s needs, pri-
orities, and preferences.”

e The Intermediate level job behavior is “Use assessment infor-
mation to follow plans to address health and related patient
needs in cooperation with the patient and based on patient
priorities.”

e The Advanced level job behavior is “Develop, maintain, and utilize
an organizational system to record and update health care,
cultural-relevance, health-literacy, and linguistically appropriate

resources for patients and their communities.”

100% Consensus

Thus, for each row, there is a topic and the PN'’s skill advances from
Entry, to Intermediate, and then to Advanced roles. The tables reflect
the professional growth of a PN through several years of experience.

FINDINGS

The WFD resource posits a total of seven domains of competencies
for PNs: I. Ethical, Cultural, Legal and Professional; II. Client and
Care Team Interaction; Ill. Health Knowledge; IV. Patient Care Co-
ordination; V. Practice-Based Learning; VI. Systems-Based Practice;
and VII. Communication/Interpersonal Skills. Table 3 provides the
WFD’s recommended Intermediate PN competencies, broken down
by competency domain (e.g., ethical and cultural) and topics within

domains (e.g., confidentiality).
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DOMAINS

COMPETENCIES

I. Ethical, Cultural, Legal, and
Professional Issues —Process
(How)

1. Client and Care Team
Interaction - Process (How)

11l. Health Knowledge —
Content (What)

IV. Patient Care Coordination
— Process and Content (How
and What)

V. Practice-Based Learning

VI. Systems-Based Practice

VIl. Communication/

Demonstrate sensitivity and responsiveness to a diverse patient population, including but not limited to respecting confidentiality,
organizational rules and regulations, ethical principles and diversity in gender, age, culture, race, ethnicity, religion, abilities, sexual
orientation and geography.

Apply insight and understanding concerning human emotional responses to create and maintain positive interpersonal interactions leading
to trust and collaboration between patient/client/family and the healthcare team. Patient safety and satisfaction is a priority.

Demonstrates breadth of health, the cancer continuum, psychosocial and spiritual knowledge, attitudes and behaviors specific to their PN
(clinical/licensed or non-medical) role.

Particip inthe de 1t of an evidence-based or promising/best practice patient-centered plan of care, which is inclusive of the
client’s personal assessment and health provider/system and community resources. The PN acts as liaison among all team members to
advocate for patients to optimize health and wellness with the overall focus to improve access to services for all patients. PN conducts

patient assessments (needs, goals, self-management, behaviors, strategies forimprovement) integrating clients’ personal and cultural values.

Optimizes navigator practice through continual professional development and the assimilation of scientific evidence to continuously improve
patient care, based on individual PN gaps in knowledge, skills, attitudes and abilities.

Advocate for quality patient care by acknowledging and monitoring needed (desirable) improvements in systems of care for patients from
enhancing community relationships and outreach through end-of-life. This includes Enhancing community relationships, developing skills
and knowledge to monitor and evaluate patient care and the effectiveness of the program.

Promote effective communication and interactions with patients in shared decision making based on their needs, goals, strengths, barriers,
solutions and resources. Resolution of conflict among patients, family members, community partners and members of the oncology care

Interpersonal Skills

team is demonstrated in professional and culturally acceptable behaviors.

FIGURE 5 Domains and competencies based on Professional Oncology Navigation Task Force standards.

Table 3 can help generate a job announcement/position for an
Entry, Intermediate, or Advanced PN. Each level can be used to help
generate a position description for the desired level of navigator. To
do this, the reader needs to contact either of the coauthors for a
password to a Google shared feedback sheet.

Table 4 can track how PN skills increase from Entry level through
Intermediate to Advanced. For example, the domain for Competency
Il is health knowledge and the topic for the first row is “Use of
Knowledge.” The following scenario illustrates the power of these
distinct levels to guide PN hiring and/or promotion. For example, a
PN who works with a prostate cancer patient who is receiving Lupron
(leuprolide acetate for depot suspension) injections for his treatment
can provide different information based on their level. The Entry
level PN has basic knowledge about prostate cancer treatment and
understands that Lupron is an androgen deprivation therapy that is
designed to reduce prostate-specific antigen and testosterone that
subsequently reduces or prevents cancer cells from multiplying and
growing. Entry level PN also understands when, where, and how the
injections are administered and would need to engage additional
resources, such as a clinical trials nurse, if interacting with Lupron
outside of advanced prostate cancer as it is being studied in the
treatment of other types of cancer, because this knowledge is outside
Entry level knowledge and expertise.

The Intermediate PNs for Competency Ill would know how to
collect stress distress scales, conduct National Comprehensive Cancer
Network problem surveys, eliminate barriers to care screening,
complete social determinants of health needs assessments, and use
other tools to assess the patient’s side effects, such as severe hot
flashes. Based on such assessments and knowledge of the side effects
of Lupron, the Intermediate PN helps the patient learn to recognize

cues that increase the likelihood of hot flashes, such as eating a heavy

meal. The Intermediate PN and patient collaborate on creating a plan
of action to reduce the cues that set off more frequent and intense hot
flashes. The Intermediate PN would obtain supervisor’s approval of
the plan for safety and effectiveness.

The Advanced PN would implement and evaluate that plan of
action and document additional ideas based on the analyses of the
plan. The Advanced PN also would present findings about the out-
comes to the plan of action to professionals and Entry and Inter-
mediate PNs during meetings, conferences, symposia, tumor boards,
and similar venues. The Advanced PN also educates, mentors, and
supervises new navigators and health care team members. Such a
continuum from Entry through Advanced outlines relevant PN
training opportunities designed to improve their skills.

Another example for “use of knowledge” may be the Entry level
PN working with a community member recently diagnosed with
breast cancer. The Entry level PN can help the patient understand
that a cancer diagnosis is not a death sentence and that many types
of treatments are available to manage the cancer and help the pa-
tient have both high-quality care and quantity of life following the
cancer treatment experiences. The Intermediate level PN helps the
patient identify her personal goals and daily behaviors that she may
be ready to change (e.g., increase daily physical activity). The
Advanced level PN can help the patient address severe side effects

(e.g., cardiac) from treatments.

DISCUSSION

PNs, regardless of working directly within a clinical setting or in a
community-based organization, would benefit from standardization

of their established roles and functions across settings. As the field of
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TABLE 3 Three navigation levels with respective roles and responsibilities for seven competency domains.

Item

Topic

Tasks and responsibilities

ENTRY Level

I. Domain: ethical, cultural, legal, and professional issues—process (how)

1.1

1.2

1.3

1.4

1.5
1.6
1.7

1.8

Confidentiality

Assessment and record keeping

Help and referral

Cultural knowledge and behaviors

Privacy laws and policies (HIPAA)
Behavior change

Respectful behavior

Health equity

Maintain patient confidentiality and privacy when working with clinical and professional
staff both within and outside of systems of care and community-based programs.

Be cognizant of all assessments and record information that contributes to a patient’s
needs, priorities and preferences.

Recognize when to help, refer, and navigate the patient to appropriate health care.

Develop, maintain, and use an organizational system to record and update health care,
cultural relevance, health literacy, and linguistically appropriate resources for patients
and their communities. Collect data and share with the organization leadership.

Ensure documentation complies with applicable privacy laws and policies (e.g., HIPAA).
Understand reasons for health behavior change and patient options.

Respect patients’ privacy and modesty (e.g., during a pap smear, some patients may prefer
to maintain wearing a blouse or shirt).

Understand and identify ways that PN roles can increase health equity practices
throughout the cancer continuum.

11. Domain: client and care team interaction—process (how)

1.1

1.2

1.3

1.4

1.5

1.6

1.7

1.8

1.9

1.10

PN role and function

Traditional cultural care

Patient barriers and solutions

Identifying barriers

Forms and documentation

Resource access

Emotional support

SDOH

Cultural assets

Social justice

11l. Domain: health knowledge—content (what)

1.1

1.2

1.3

Use of
knowledge

Patient/caregiver education

Health care system basics

Understand PN role within team and explain role and function to clinical/research staff,
patients, families, and partners (e.g., community based, clinic, research, academia, and
other audiences).

Learn about and respond to specific traditional/cultural care patients may use or prefer.

Participate in health care team discussions about ways to address patient barriers and
improve overall patient care.

Assist patients in identifying and documenting patients' barriers and services needed.

Collaboratively and accurately complete required forms with patients, attaching required
documentation, and submit to appropriate programs, staff, or organizations (e.g., needs
assessment, stress-distress surveys).

Identify and share appropriate information, referrals, and other resources to help
individuals, families, groups, and organizations meet their respective needs.
Help patients complete applications to access support resources and organizations.

Provide emotional support regarding health care decisions.
Recognize when to refer out and identify appropriate community and clinical resources for
social, emotional, cultural support and related issues (language).

Demonstrate an awareness of the social determinants of health and knowledge of referrals
for resources to address social needs.

Learn and identify the cultural assets of patients and community members using a
strengths-based perspective.

Identify racism and privilege that influence health disparities.

Obtain basic knowledge of disease.

Identify key providers/caregivers with specialized disease knowledge with whom the
navigator will collaborate for patient support.

Use standard knowledge of basic health and social indicators.

Provide culturally sensitive patient education and coaching.

Develop listening skills and ask open-ended questions.

Interpret and summarize information that is being given or handed to the patient by health
care providers.

Identify fundamentals of health systems operations and continuum of cancer care.
Identify financial burden and how to assist the patient regarding health care payments,
insurance, and financial assistance.
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TABLE 3

(Continued)

Item

Topic

Tasks and responsibilities

1.4

1.5

Prevention

Empathy

Document encounters following HIPPA guidelines.
Demonstrate ability to negotiate across health care systems providing care to the patient.

Collaboratively and accurately complete required forms with patients, attaching required
documentation, and submit to appropriate programs, staff, or organizations (needs
assessment, stress-distress surveys).

Explain the principles of public health and its relevance for helping patients, their families,
and the community.

Identify the difference between sympathy vs. empathy.

Recognize boundaries with patient and care givers while providing emotional support.

Identify appropriate support personnel and when to facilitate involvement in the patient
care.

IV. Domain: patient care coordination—process and content (how and what)

V.1

V.2

V.3

V.4

IV.5

V.6

V.7

V.8

V.9

1V.10

V.11

V.12

Patient needs (general)

Patient needs (insurance)

Patient advocacy (general)

Patient advocacy (self-determination)

Medical appointments and follow-up

Follow-up care

Patient documentation

Care coordination (internal)

Care coordination (external)

Quality improvement

Clinical trials

Culturally competent care coordination

V. Domain: practice-based learning

A

V.2

Education and training

Roles

Assess clinical, emotional, spiritual, psychosocial, financial, and other patient needs.

Obtain and share up-to-date information about health insurance programs and eligibility,
public health and social service programs, and additional resources to protect and
promote health.

Advocate on behalf of patients and communities, as appropriate, to assist them and
relevant others to attain needed care or resources in a reasonable and timely fashion.

Develop a network to support the navigator and patient.

Identify barriers to care and support to eliminate barriers.

Provide support for patients to follow professional caregiver instructions or advice.
Provide support, information, and referrals to caregivers.

Schedule medical appointments on behalf of patients when appropriate.
Accompany patient to appointments when appropriate.
Guide patients in getting prescriptions filled and accessing their medications.

Monitor, follow-up, and respond to change of care plan(s).

Collaboratively and accurately complete required forms with patients, attaching required
documentation, and submit to appropriate programs, staff, or organizations.

Provide information and support for people in using internal agency and/or institutional
services.

Provide information and support for patients in using external community services and
resources.

Provide information to agency or institution quality improvement initiatives about patients
served, when appropriate.

Inform patients about clinical trials and share information regarding appropriate clinical
trials.

Identify clinical trials resources and/or education within agency and distribute to patients.

Complete competency-based PN education or training.

Identify mentor, request opportunity to shadow an experienced navigator. Request to
shadow providers/social workers/genetic counselors in clinic and listen in on patient
encounters.

Pursue personal ongoing continuing education on navigation, community resources and
specific oncology education needs.

Identify roles appropriate for PNs, including identifying barriers to care and connect to
community resources.

Communicate PN roles and responsibilities to stakeholders. (Note: think of language that
clearly delineates role of navigator—not house cleaning, market shopping,
photocopying, and other extraneous roles that are not appropriate for PN at any level—
within community and clinical setting[s].)

(Continues)
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TABLE 3 (Continued)
Item Topic Tasks and responsibilities
V.3 Privacy, respect, and legality Recognize and understand system policies and procedures around confidentiality and
privacy.

Complete ethics training and recertification related to maintaining patient confidentiality,
privacy, and legality. Understand actions that may be illegal or discriminatory, such as
sharing HIPAA protected information.

V.4 Patient goals Identify and document patient goals and communicate with the provider treatment team.
V.5 Quality improvement Identify what comprises quality improvement for the patient

VI. Domain: systems-based practice

VI.1

VI.2

VI.3

V1.4
VI.5

VI.6

V1.7

V1.8

Advocacy

Knowledge of resources

Toolkits and resources

Community Advisory Council
Cultural competency

Documentation

Outreach

Needs assessment

VII. Domain: communication/interpersonal skills

Vi1

V11.2

VIIL.3

VIl.4

VIL5

VIL.6

VIL7

VI8

Health equity

SDOH

Self-advocacy

Community resources

Interpersonal skills

Communication styles

Needs assessment

Outreach and engagement

Advocate for care for patients. Define the role of an “advocate.” Use distress screening tool
and NCCN’s Problem List.

Knowledge of existing local, state, and national patient advocacy groups. Create and keep
updated a list of key providers and contacts in the local region to which the PN can
refer patients/caregivers.

Identify appropriate toolkits and resources to assist them in their functions as PNs. Create
a document with resources that can be updated.

Become a member of the Community Advisory Council and grow membership.
Identify what culturally appropriate behavior is for diverse, underserved populations.

Document PN tasks within the system's database.

Document and track information using a database or electronic medical record.

Track, document, and report both externally and internally relevant PN activities for
internal administration and funders.

Knowledge of community- and clinic-based outreach workers within the local health care
system.

Bring information and services to communities where patients reside, including where they
work and spend their time (e.g., grocery stores, parks).

Assist with local and health care system community needs assessments and review
previous years' assessments for content.

Demonstrate knowledge of cultural humility, implicit bias, cancer disparities among ethnic/
racial and sex gender minorities and those groups that have been economically/socially
marginalized.

Demonstrate knowledge of the SDOH and their specific impact on ethnic/racial and sex
gender minority populations and those groups that have been economically/socially
marginalized.

Assess patient and family members/loved one’s capacity to self-advocate and communicate
with their oncology team.

Assess patient needs for community resources and services.

Demonstrate the ability to effectively communicate with clients’ patients, families, and
loved ones and members of the health care team.

Facilitate communication between patients and providers when clinical expertise is
needed.

Use appropriate technology, such as computers and database systems, for work-based
communication in accordance with employer requirements.

Demonstrate knowledge of different communication styles, nonverbal and verbal, and
culturally specific for the local patient populations.

Elicit disclosure and feedback from patients so that they can communicate their needs to
oncology team; conduct assessment of patient needs and goals across their cancer
journey.

Effectively engage patients and families in on-going assessment efforts.Gather and
combine information from different sources to better understand patients, their
families, and their communities.
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TABLE 3 (Continued)

Item

Topic

Tasks and responsibilities

INTERMEDIATE

I. Domain: ethical, cultural, legal, and professional issues—process (how)

1.1

1.8

Confidentiality

Assessment and record keeping

Help and referral

Cultural knowledge and behaviors

Privacy laws and policies (HIPAA)

Behavior change

Respectful behavior

Health equity

Demonstrate patient confidentiality and privacy when working with clinical and
professional staff both within and outside of systems of care and community-based
programs.

Use assessment information to follow plans to address health and related patient needs in
cooperation with the patient and based on patient priorities. Identify and collect data
on key process metrics.

Assist the patient in navigating to appropriate health care by assessing and referring
patients to appropriate, culturally-relevant experts to assist with ceremonies or special
services beyond one’s personal level of expertise.

Demonstrate culturally-respectful behaviors when assisting patients with ceremonies or
special services (that are pertinent to the patients’ cultural health care values, beliefs,
and practices).

Develop documentation that complies with applicable privacy laws and policies (e.g.,
HIPAA).

Adapt to behavior changes and patient options in a culturally-sensitive manner and be able
to coach a patient through a behavior change.

Demonstrate the ability to identify and suggest alternatives that respect patients’ privacy
and modesty (e.g., during a pap smear, some patients may prefer to maintain wearing a
blouse or shirt).

Describe ways PN roles and strategies can promote health equity throughout the cancer
continuum.

1. Domain: client and care team interaction—process (how)

1.2

1.3

1.4

1.5

1.6

1.7

1.8

1.9

1.10

11l. Domain:

1.1

Traditional cultural care

Patient barriers and solutions

Identifying barriers

Forms and documentation

Resource Access

Emotional Support

SDOH

Cultural assets

Social justice

health knowledge—content (what)

Use of knowledge

Integrate specific traditional/cultural care patients may use or prefer and work with health
care team to accommodate practices.

Participate in health care team discussions and collaborate with colleagues and partners
about ways to proactively address patient barriers and improve overall patient care.

Document barriers and services needed for care coordination.

Collaboratively and accurately complete required forms with patients, attaching required
documentation, and submit to appropriate programs, staff, or organizations. (Note:
higher level, advanced forms, e.g., SCPs, efficient use of tools based within technology.)

Assist patients with follow-up with support programs from supporting organizations.

Demonstrate skill in navigating emotionally charged or high stake issues with other health
care professionals, staff, patients, and families. Demonstrate skill in linking individuals
and families to appropriate community and clinical resources.

Identify how the social determinants of health (poverty, transportation, safety, housing,
etc.) impact a client’s ability to access health care at the individual, family, and
community level. Demonstrate knowledge of referral sources to address social needs.

Integrate and expand understanding of cultural assets of individuals, families, and
community.

Identify and combat racism and privilege that influence health disparities. Understand the
relationship between public health and social justice.

Based on knowledge of the disease, help the patient identify personal strengths and
problem-solving abilities.

Conduct NCCN Stress Distress Scales or Surveys, symptom/side effects and/or risk
assessments and based on results, identify plan of actions, alternatives, and solutions to
understand and manage health conditions and treatment options.

(Continues)
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TABLE 3 (Continued)
Item Topic Tasks and responsibilities

1.2

1.3

1.4

1.5

Patient/caregiver education

Health care system basics

Prevention

Empathy

Help patient identify goals, barriers to change, and supports for change, including eliciting
personal strengths and problem-solving abilities.

Mentor new navigators and provide education about role to health care team members.

Discover new things to expand knowledge. Formulates and tests theories.

Establish accountability and negotiate responsibilities with the patient and or health care
team/family to complete plans of actions and fulfill health care needs (e.g., wellness care
plans, integrative health coaching).

Provide and explain credible online and print materials that are culturally-appropriate and
at the patients’ health literacy levels to facilitate learning.

Effectively use coaching techniques (e.g., teach-back, demonstration, motivational
interviewing, strength-based statements, role playing, discussing health care language)
to maximize the patient's learning and skill transfer.

Ability to facilitate educational discussion the navigator must be able to integrate and apply
knowledge of cancer pathophysiology, disease process, and treatments.

Facilitate support groups for patients and/or caregivers. Provide direction of support
services to patients and caregivers.

IV. Domain: patient care coordination—process and content (how and what)

V.1

V.2

V.3

V.4

IV.5

V.6

V.7

V.8

V.9
V.10
V.11

V.12

Patient needs (general)

Patient needs (insurance)

Patient advocacy (general)

Patient advocacy (self-determination)

Medical appointments and follow-up

Follow-up care

Patient documentation

Care coordination (internal)

Care coordination (external)
Quality improvement

Clinical trials

Culturally competent care coordination

V. Domain: practice-based learning

V.1

V.2

V.3

V4

Education and training

Roles

Privacy, respect, and legality

Patient goals

Implement strategies that assist patients in identifying and prioritizing their personal,
family, and community needs for new resources.

Gather and integrate information from different sources better to understand patients,
their families, and their communities. Sources may include—but are not limited to—
performing interviews and researching community resources and conditions and
participating in peer-reviewed publications describing the specific population.

Provide information and support for patients to advocate for themselves over time and to
participate in the provision of improved services.

Advocate for patients’ self-determination, personal motivations, and dignity.

Screen patients for issues associated with their emotional well-being, distress, stress level,
and anxiety, and provide resources as needed to reduce these stressors.

Employ a formal tool to assess risk/acuity. Re-evaluate and update assessment regularly.

Conduct education to ensure patient understands consent or other forms needed to
provide quality care.

Apply information from patient and community assessments to develop and/or better use
existing health education resources and/or strategies.

Coordinate one’s roles with other local programs to prevent duplication of services.
Engage in quality improvement initiatives.
Provide referrals for clinical trials.

Regularly inform patients about culturally or linguistically appropriate services and
resources in agency.

Document continuing education (webinars, CEUs during PN conferences) to expand
navigation skills.

Network with other navigators and share best practices.

Seek certifications and more expertise by narrowing down an area of focus.

Implement and clarify appropriate PN boundaries based on patient case studies and can
describe strategies to help patient and members of health care team understand what
does and does not fit within PN roles, including reviewing, and editing job descriptions.

Obtain training that assists with documentation and follow-up on issues related to abuse,
neglect, and criminal activity that may be reportable by law and under regulation
according to agency policy and report activities when required.

Assist the patient in developing a strategic plan for attainment of personal goals.
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TABLE 3 (Continued)

Item Topic

Tasks and responsibilities

V.5 Quality improvement

VI. Domain: systems-based practice

VI.1 Advocacy

VI.2 Knowledge of resources

VI.3 Toolkits and resources

V9.4 Community Advisory Council
VI.5 Cultural competency

V1.6 Documentation

VI.7 Outreach

VI.8 Needs assessment

VII. Domain: communication/interpersonal skills

VIl Health equity

V11.2 SDOH

VIIL.3 Self-advocacy

Vil.4 Community resources

VIL5 Interpersonal skills

VIL.6 Communication styles

VIL7 Needs assessment

VI8 Outreach and engagement
ADVANCED

Consider system processes that require improvement to benefit patients and bring to a
supervisor.

Provide care coordination, including basic care planning (prepare questions to ask provider,
treatment options clarifications) with individuals and families based on engagement and
needs assessments, and facilitate care transitions.

Become a member of community advisory groups, task forces, workgroups. Network with
mental health professionals and specialists in cancer support in your health system and
beyond.

Provide case studies describing use of the Professional Oncology Navigation Task Force
Standards of Practice, program strategies, and best practices and lessons learned serve
as valuable tools to inform sustainability for the PN movement.

Use PN repository of tools that are appropriate to their populations and help augment and
expand toolkits related to system-wide care coordination.

Assume roles in Community Advisory Council (e.g., chair of a subcommittee).

Shadow and integrate cultural sensitivity in all patient and health care team interactions
throughout cancer continuum (e.g., diversity and inclusion).

Use an existing database of the health site and update data quarterly.
Use journals, diaries, one-on-one sections, call recording, video interviews.
Identify factors that affect health and resources that will benefit community members.

Coordinate with local, regional outreach programs.
Use outreach methods to engage individuals and groups in diverse settings including
underserved and rural populations.

Conduct baseline and on-going needs assessments of communities and their members with
clearly defined goals and objectives.

Communicate effectively with patients, families/loved ones from ethnic/racially and
culturally diverse groups and those that have been economically/socially marginalized
by applying cultural humility.

Identify and resolve key SDOH relevant in the care of patients and their families/loved
ones from ethnic/racially and sex gender minority and those that have been
economically/socially marginalized (language access, food insecurity, financial toxicity,
etc.).

Develop self-advocacy and communication action plan with patient and family members/
loved ones to improve interactions with HC team.

Conduct timely searches of resources, reach out to community agencies to ensure
appropriate alignment of patient demographics, language, health, and technology
literacy.

Assess effective communication skills with patient and members of the team.

Apply active listening skills, demonstrate empathy, compassion, nonjudgmental language,
respect, and solution oriented when communicating with patients, family, and loved
ones.

Assesses patient communication styles and identify sources that can assist in effective
communication with the patient, family, and loved ones.

Generate potential interventions based on needs assessment findings.

Use surveys and other data collection tools to gather information and data to better
understand patients and their communities and their families.
Use surveys and other data collection tools for on-going assessment.

I. Domain: ethical, cultural, legal, and professional issues—process (how)

1.1 Confidentiality

Enhance processes to ensure patient confidentiality and privacy when working with clinical
and professional staff both within and outside of systems of care and community-based
programs.

(Continues)
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TABLE 3 (Continued)
Item Topic Tasks and responsibilities

1.2 Assessment and record keeping Develop, maintain, and use an organizational system to record and update health care,
cultural relevance, health literacy, and linguistically appropriate resources for patients
and their communities.

1.3 Help and referral While (and after) the patient is receiving appropriate health care, collect interview or
survey data in a culturally competent manner that complies with the given
methodological design of the protocol.

1.4 Cultural knowledge and behaviors Implement cultural knowledge and sensitivity in all aspects of work, including: 1) seeking to
understand and acting in accordance with specific cultural norms when appropriate; 2)
awareness of potential bias in one's own culture and life experience; and 3) awareness
of the influence of diverse beliefs and practices on thinking and behavior across
cultures, communities, and organizations.

1.5 Privacy laws and policies (HIPAA) Implement policies that ensure documentation complies with applicable privacy laws and
policies (e.g., HIPAA).

1.6 Behavior change Use motivational interviewing skills to effectively navigate behavior changes from patients
in a culturally sensitive manner.

1.7 Respectful behavior Proactively advocate for varying ways to respect patients’ privacy and modesty (e.g., during
a pap smear, some patients may prefer to maintain wearing a blouse or shirt).

1.8 Health equity Demonstrate and implement behaviors that enhance health equity behaviors while

interacting with patients throughout the cancer continuum.

11. Domain: client and care team interaction—process (how)

1.1

1.2

1.3

1.4

1.5

1.6

1.7

1.8

1.9

1.10

PN role and function

Traditional cultural care

Patient barriers and solutions

Identifying barriers

Forms and documentation

Resource access

Emotional support

SDOH

Cultural assets

Social justice

11l. Domain: health knowledge—content (what)

1.1

Use of knowledge

Advocate for PN role sustainability among providers, administrators, stakeholders, and
funders.

Advocate and be proactive in preparing health care team to accommodate traditional/
cultural care patients may use or prefer to improve the effectiveness of services
provided.

Participate in health care team discussions and program planning to advocate/proactively
address patient barriers and improve overall patient care at the community/system
level.

Follow-up with oncology team for resolution of barriers.

Collaboratively and accurately complete required forms with patients, attaching required
documentation, and submit to appropriate programs, staff, or organizations. Analyze/
interpret survey findings to share trends with the health care team, administrators,
stakeholders, and funders.

Build relationships with supporting organizations and maintain a good relationship with all
stakeholders and organizations involved in supporting the patient treatment as they
walk through survivorship.

Model competence in navigating emotionally charged or high stake issues. Advocate for
patients’ health care needs and decisions when interacting with health care
professionals and systems of care.

Recommend ways that organizational practices can address the social determinants of
health (e.g., food deserts, violence, poor infrastructure) at the individual, family, and
community level.

Understand and effectively communicate cultural assets of patients, families, and
community with providers, stakeholders, and funders.

Work to combat racism and privilege that influence health disparities. Using a public health
perspective, understand the role of policy change in health promotion and disease
prevention.

Implement and evaluate the plan of action to address disease and/or treatment side
effects/symptoms.

Share knowledge about treatment, side effects and similar findings to other PNs and
professions during meetings, conferences, symposia, tumor boards, etc.
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TABLE 3 (Continued)

Tasks and responsibilities

Item Topic
1.2 Patient/caregiver education
1.3 Health care system basics
1.4 Prevention
1.5 Empathy

Provide education, mentor, and supervise new navigators and health care team members.
Seeks knowledge by asking questions with the intent to solve practical problems.

Identify gaps in patients’ knowledge regarding how to self-manage their health conditions.
Anticipate and educate patients on the potential physical, psychological, social, and
spiritual impacts of cancer and treatments.

Participate as a member of the multidisciplinary team at meetings, tumor boards, huddles,
etc. with a focus on being an advocate for the patient. Assumes leadership roles within
and an outside of the organization, examples include acting as committee chair,
facilitating workgroups, delivering professional presentation, and mentoring upcoming
navigators.

Present pertinent information in a manner that is perceived as culturally and linguistically
relevant to patients and their families. Proactively advocate for patient at high risk for
cancer or treatment adherence.

Identify social determinants of health that may impact adherence to health care services
and provide interventions proactively to support the patient and caregiver.

IV. Domain: patient care coordination—process and content (how and what)

V.1 Patient needs (general)

V.2 Patient needs (insurance)

V.3 Patient advocacy (general)

V.4 Patient advocacy (self-determination)
V.5 Medical appointments and follow-up
V.6 Follow-up care

V.7 Patient documentation

V.8 Care coordination (internal)

V.9 Care coordination (external)

V.10 Quality improvement

V.11 clinical trials

V.12 Culturally competent care coordination

V. Domain: practice-based learning

V.1 Education and training

V.2 Roles

Develop relationships with relevant agencies and professionals in patients’ communities to
secure needed care and relevant local, state, and federal organizations/resources to
address health needs and inequities.

Apply financial assessment that gauges a patient’s ability to achieve the best possible
outcome with the least possible financial burden is a core component of navigation
services.

Lead and/or undertake an active role in community and agency planning to bring needed
resources into the community.

Lead efforts to identify gaps in community resources, collaborate with other service
providers, and inform policymakers.

Employ techniques for interacting sensitively and effectively with people from cultures or
communities that differ from one’s own (e.g., demonstration of cultural humility in
instances when cultural competence is not possible).

Tailor assessment tools to identify and address unique risks and/or opportunities that
consider cultural and linguistic needs and opportunities.

Inform the development of forms and other documentation that use health literacy best
practices to maximize patient understanding.

Apply assessment information to create and implement holistic approach to support
patients and their families (may include participating in peer-reviewed publications
describing successful practices and outcomes).

Participate in community coalitions and/or other opportunities to coordinate services and
reduce redundancies.

Take leadership in identifying quality improvement opportunities as well as designing and
evaluating outcomes in patients and caregivers.

Collaborate with clinical trials staff to coordinate patient education and documentation on
clinical trials enrollment and retention.

Advocate for and promote the use of culturally and linguistically appropriate services and
resources within organizations and with diverse colleagues and community partners.

Obtain certification for navigation skills and other disciplines and specialties.
Mentor new navigator, present at conferences, meetings best practices.
Work more in the capacity of a consultant expertise over the years.

Collaborating with other members of the health care team to improve patient care.

Evaluate the role of the PN as a member of the health care team and evolve to support best
evidence-based practice.

Write job description and help draft policies the governing role of PNs.

(Continues)
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TABLE 3 (Continued)
Item Topic Tasks and responsibilities
V.3 Privacy, respect and legality Intervene when confronted with illegal or inappropriate (e.g., privilege, racism) situations in
professional manners.
V4 Patient goals Evaluate the process for supporting the patient in attaining personal goals and recommend
improvements to the navigation processes.
V.5 Quality improvement Analyze existing quality improvement initiatives and create new initiatives.

VI. Domain: systems-based practice

VI.1

VI.2

VI3
Vi.4
VL5

V1.6

V1.7

V1.8

Advocacy

Knowledge of resources

Toolkits and resources
Community Advisory Council

Cultural competency

Documentation

Outreach

Needs assessment

VII. Domain: communication/interpersonal skills

VIl

V11.2

VIIL.3

Vil.4

VIL5

VIL6

VIL7

VIIL.8

Health equity

SDOH

Self-advocacy

Community resources

Interpersonal skills

Communication styles

Needs assessment

Outreach and engagement

Share community assessment results with colleagues and community partners to inform
planning and health improvement efforts.

Participate on internal and external system-wide cancer committees, including work
groups, cancer alliance, and state cancer coalitions.

Have a leadership role in updating and refining toolkits and resources.
Facilitate Community Advisory Council.

Demonstrate cultural knowledge and sensitivity for diverse and underserved patients
through supervisor's on-site observation.

Analyze and report to leadership PN documentation.

Ability to collect, document, and report information in compliance with specifications
within grant awards.

Formulate and test theories.

Use both quantitative and qualitative data in developing and evaluating program priorities.

Implement outreach plans based on individual and community strengths, needs, and
resources, all of which are developed in collaboration with other stakeholders.
Examples include creation of a webinar and delivery to both communities and patients
to create awareness and guidance.

Analyze and report community priorities (based on local needs assessment) to leadership
PN documentation.

Evaluate the health equity communication practices with patients, the health care setting,
among the oncology team, and with the community to identify gaps and make
improvements.

Evaluate outcomes of how health care setting is identifying gaps and resolving key SDOH
for cancer patients.

Evaluate the processes, self-advocacy, and communication plan and its impact on patient
satisfaction.

Evaluate processes and outcomes with community agencies to ensure patients are properly
referred.

Advance the practice of effective interpersonal skills through the practice of evaluation of
interactions with patients.

Evaluate the delivery of different communication styles with patients and their family/loves
ones to identify gaps and improve communication.

Analyze needs and share findings and collaborate with oncology team, social workers and
other professionals in on-going patient and program needs assessments.

Apply longitudinal and cross-sectional approaches to analyze data from a population or a
representative subset at specific points in time.

Share and discuss evidence-based outreach and engagement best practices with other
professionals with the intention to solve practical problems.

Abbreviations: CEUs, continuing education units; HC, healthcare; HIPPA, Health Insurance Portability and Accountability Act; NCCN, National
Comprehensive Cancer Network; PN, patient navigator; SCP, survivorship care plan; SDOH, social determinants of health.
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TABLE 4 Evolution of skills from Entry through Advanced patient navigators.

No. Topic Entry Intermediate Advanced

1.1 Use of knowledge Obtain basic Based on knowledge of the disease, Implement and evaluate the plan of
knowledge of help the patient identify personal action to address disease and/or
disease. strengths and problem-solving treatment side effects/symptoms.

Identify key abilities. Share knowledge about treatment,

providers/ Conduct Symptom Distress Scale, side effects and similar findings to
caregivers with symptom/side effects and/or risk other patient navigators and
specialized assessments and based on results, professions during meetings,
disease identify plan of actions, alternatives, conferences, symposia, tumor
knowledge with and solutions to understand and boards, etc.
whom the manage health conditions and Provide education, mentor, and
navigator will treatment options. supervise new navigators and

collaborate for
patient support.

Help patients identify goals, barriers to
change, and supports for change,

health care team members.

including eliciting personal
strengths and problem-solving

abilities.

Mentor new navigators and provide
education about PN roles to health
care team members.

PN expands, it is imperative that employers and health professionals
understand the specific skills, knowledge, roles, and value that PNs
bring to health care systems. It is essential that PNs are assigned
duties applicable to their scope of work and skillset (e.g., addressing
patient barriers to care). This article was designed to clarify the types
of roles an employer may be able to expect from an “Entry” level PN
and how those skills differ and improve for a PN who is at the “In-
termediate” or “Advanced” level. Patients, families, health care teams,
and PNs benefit when navigators are assigned responsibilities that
are appropriate for their role and experience level. As practices are
implementing and expanding navigation programs, this article can
serve as a guide to decrease overlapping or inappropriate duties
assigned to the PN.

PNs should be included as members of the interdisciplinary
team. The navigator provides holistic approach to care delivery and
focuses on care coordination, education, and physical, social, and
emotional aspects of care. This holistic approach views the entire
community, health care systems, and provider organizations from
the patient’s perspective. Existing team members can engage PNs
in conversations and meetings that promote collaboration among
oncology health care providers and improve communication with
and support for patients, family, and caregivers. This involvement
helps demonstrate how and why PNs are valued members of the
oncology care and interdisciplinary teams. The competencies
described in this article can be used to support professional growth
and build career ladders that correspond to years of experience.
Several of the topics identified throughout the competencies are
centered around health equity (including traditional culture care,
social justice, cultural competence, etc.). As health systems strive to
reduce health disparities, they must be cognizant of the important
role that PNs serve in advancing health equity through direct pa-
tient encounters.

In conclusion, competency-based training is essential for efficient
and effective PNs. Patient navigators, regardless of their work setting

need to possess competency-based skills. The competencies devel-
oped by the WFD in 2019, were used as a foundation for the pro-
cesses the WFD used to define three levels of performance based on
years of experience or comparable experience into “Entry, Interme-
diate, and Advanced.” PN roles were organized into a table specific to
competencies and levels (Tables 3 and 4). Examples of how tasks
evolve for a single competency topic from Entry to Intermediate to
Advanced were provided on table rows. The columns can be used to
help generate a position description for the desired level of navigator.
To do this, the reader needs to contact either of the coauthors for a
password to a Google shared feedback sheet. The table rows help
illustrate how PNs skills increase from Entry through Advanced
levels.

In recognition of the Oncology Navigation Standards of Pro-
fessional Practice,*” clarification of the roles and responsibilities of
navigators per experience level will lead to clearer job descriptions
and training and evaluation opportunities for the navigator. Stan-
dardization of navigator roles and responsibilities will lead to better
integration of navigators within health care teams and improve
care coordination. Clarification of PN roles could lead to task-
sharing or task-shifting with non-navigator team members or
others providing support to overcome barriers. As an example,
task-sharing occurs when both the CHW and PN may conduct
outreach in respectful manners to un- or underserved community
members. The PN is well trained on cancer knowledge, whereas the
CHW is not unless it is for a specific funded grant. An example of
“task shifting” occurs when the PN who has experience working
with helping patients complete early detection screening (breast,
cervix, colorectal, lung, and/or prostate) and is starting to work
with other types of cancer. They may begin to expand knowledge
to include cancers, such as lymphomas or myelomas that differ
greatly from screenable cancers (i.e., expanding their learning). The
PN may work with other healthcare providers who have training

and experience with those cancers. The PN may also shadow
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colleagues to increase their understanding and comprehension of
cancer site diversity. Another example of “task shifting” may be
that the nurse who has been recruiting patients to screening is able
to shift some of the patient load to the trained PN. The promotion
of PNs to attain a higher level of expertise will lead to better
integration of navigators within health care teams and improve
care coordination to further address health disparities and advance
health equity.
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