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Patient Navigation at Billings Clinic
an NCI Community Cancer Centers Program (NCCCP) Pilot Site

by Karyl Blaseg, RN, MSN, OCN, BC

A cancer diagnosis often produces an overwhelming
emotional response, including feelings of shock, denial, fear,
anxiety, anger, grief, and/or depression. Because a multitude
of medical tests and consultations typically are needed to
determine a definitive diagnosis and course of treatment, a
cancer patient’s path through the healthcare system can be
complicated and confusing. Even worse, some patients may
not fully comprehend the importance of prompt evaluation
and treatment of their disease. To address these challenges,
more and more cancer programs are looking to assist patients
through this process. Here's how Billings Clinic embarked on

Its journey to create a care navigation program to meet the
unigue needs of the people it serves.

hen medical
oncologist
Thomas
Purcell, MD, joined Billings Clinic in
2003, his vision was to create a regional
comprehensive cancer center designed
to be a premier destination facility char-
acterized by an interdisciplinary team
approach to cancer treatment. Based
on his previous experience with patient
navigation at the Sidney Kimmel Com-
prehensive Cancer Center at Johns
Hopkins, patient navigation was central
to this vision. Dr. Purcell had witnessed

the many successes and contributions
navigation brought to comprehensive
cancer care and was successful in
championing the initiation of a patient
navigation program at Billings Clinic by
engaging senior leadership’s support
and relating program benefits to poten-
tial effects on existing market share.

Our Navigation Model

Billings Clinic launched its patient
navigation program in 2003 with one
navigator. The model put patients at the
center of decision making; with patient

The Billings Clinic disease-site-specific patient navigation program employs
eight RN navigators.
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navigation to assist them as they

move through the cancer treatment

continuum (see Figure 1). Over the last

six years, the navigation program has
grown in an organized, phased manner
into today’s team of eight navigators

(see Figure 2). This phased approach

allowed Billings Clinic to build upon

incremental successes, expanding the
scope of the program with a focus on
navigating a majority of patients served
in our vast geographic service area (see

“Serving, the Underserved in the Last

Frontier, page S22). The overall goal

of our navigation program is to ensure

seamless and coordinated care among

the physicians, the diagnostic tests, and
the cancer treatments, while offering
education, support, and guidance to
help patients and families cope with
their challenges.

All of our patient navigators are
registered nurses with oncology experi-
ence. The navigator’s primary focus: to
provide one-on-one support and coor-
dination of services for cancer patients
and their families as they move through
the care pathway. Specifically, Billings
Clinic patient navigators:

m Assess for clinical, emotional,
spiritual, psychosocial, financial, and
other patient needs

m Coordinate the timely scheduling of
tests, procedures, appointments,
and treatments

m Help eliminate barriers to obtaining a
definitive diagnosis

m Ensure patients receive a treatment
plan that is understandable and
feasible

m Reinforce patient education and
direct patients and families to avail-
able resources and supportive
services

m Facilitate access to clinical trials.

Phase 1—2003

As stated above, our program started
with a 1.0 FTE patient navigator who
received referrals for patients requir-
ing complex coordination of care after
diagnosis and upon treatment initia-
tion. At the outset, the navigation
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program focused on two primary
areas. The first goal: to establish an

the Cancer Center among the medi-
cal oncologists, staff, and support
services. The second goal: to develop

We found that the mere presence of a patient navigator
on a consistent basis within these departments enhanced
communication, trust, and provider referrals for
navigation services.

tion to the team, as well as a clearer
focus on site-specific navigation. We
understanding of navigation within assigned each navigator two of the
Phase 11—2004 most common cancer types—breast
and colorectal cancers and lung and
prostate cancers. At this point, it

standardized educational and support
materials for patients.

Phase Il of the program brought a
second 1.0 FTE patient navigation posi-

Figure 1. Billings Clinic Patient Navigation Model*
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*This figure depicts patients as the center of decisions with patient navigation to assist them as they move through the cancer
treatment continuum rather than responsibility for coordination and communication between multiple disciplines and specialists being

left to the patient alone. ©Billings Clinic
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Current Scope of Navigation Services

Some of the most common roles and well as connecting patients with
responsibilities of patient navigators community resources)
at Billings Clinic include: m Coordinating diagnostics, pro-
m Acting as the single point of cedures, and specialist appoint-
contact for patients and families, ments
including telephone triage regard- m Providing patient education
ing symptom management m Collaborating with physicians and
m Accompanying patients to initial following up on multidisciplinary
appointments during diagnosis tumor conference recommenda-
and treatment planning period tions
m Assessing patients’ physical, m Contributing to multidisciplinary
emotional, psychosocial, spiritual, program development, such as
and financial needs education materials, clinical
m |Initiating referrals (both internal as pathways, and quality studies.
Current
Referrals Navigation
Assignments
All navigated patients receive automatic refer-
rals to the dietitian, social worker, financial m Breast (cancer)
counselor, and multidisciplinary tumor confer- m Breast (diagnostic)
ence. As appropriate, patients navigated will be m Gastrointestinal
referred to: m Genitourinary, Head
m Medication assistance programs and Neck, Sarcoma,
m Subsidized programs Skin
m Support groups m Gynecologic
® Integrative medicine m Hematological
m Genetic counseling m Lung, Neurological,
m Cancer research Unknown Primary
m Home health and/or hospice m Regional
]

Lymphedema program.

Figure 2: Evolution of patient navigation positions using

a phased approach
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became important for navigators to
collaborate with other departments
within Billings Clinic, including Gastro-
enterology, Pathology, Primary Care,
Pulmonology, Radiology, Surgery, and
Urology. This ongoing collaboration
allowed us to:
m Promote a better understanding of
patient navigation
m Simplify referral and care processes
m |dentify system impediments to
timely and optimal cancer care.

We found that the mere presence of a
patient navigator on a consistent basis
within these departments enhanced
communication, trust, and provider
referrals for navigation services.

Phase 111—2005

Two additional 1.0 FTE patient navigator

positions were added during phase Ill.

Each of the patient navigators assumed

primary responsibility for one major

cancer site (breast, colorectal, lung, and

prostate), with hematological cancers

distributed among three of the naviga-

tors due to the intense needs of these

patients. Major goals during phase IlI

included:

® Anincreased focus on processes to
clarify role expectations

m The development of a variety of
flowcharts and fishbone diagrams
(see Figures 3and 4)

m A navigator orientation manual to
ensure consistency among the
patient navigators.

Marketing and public relations promo-
tions continued to increase community
awareness of the program. In addition,
we designed and carried out a patient
satisfaction survey to obtain feedback
on the effectiveness of our navigation
program (see Figure 5).

Phase IV—2006

Phase IV of our patient navigation pro-
gram involved the largest expansion
yet—three additional 1.0 FTE patient
navigator positions. One navigator was
assigned to hematological malignan-
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Figure 3: Care Navigation Referral Process
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cies, another to gynecologic cancers,
and the third focused on breast diag-
nostic navigation. Our program was
now seven navigators strong, with one
navigator assigned to the organization’s
Breast Center rather than the Cancer
Center. The breast diagnostic navigator
guides patients from abnormal mam-
mogram through diagnosis:
m Ensuring timely scheduling of diag-
nostic procedures
m Providing appropriate patient educa-
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tion and support during procedures
m Notifying patients promptly of diag-
nostic results.

Patients with a cancer diagnosis are
then transferred to the breast cancer
navigator who further coordinates ser-
vices related to treatment and survivor-
ship.

Major program efforts during
phase IV included the development and
advancement of multidisciplinary teams

led by physician leaders in collaboration
with the site-specific navigators for
breast, gastrointestinal, genitourinary,
gynecologic, hematological, and lung
cancers.

Expanding to seven navigators
allowed us to focus on establishing
meaningful program metrics. In addi-
tion, our physicians expressed a strong
desire to have a designated navigator
for all patients undergoing multimodal-
ity treatment. With this request, work
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began on establishing a patient acuity
system whereby navigation assign-
ments could be determined based on
estimated workload rather than mere
navigator-to-patient ratios. One lesson
learned throughout the previous three
phases of program implementation
was that patients’ needs varied widely
based on tumor site, stage at diagnosis,
treatment(s) chosen, and existing sup-
port systems. Because of these vari-
ables, we felt that distributing the vari-

ous tumor sites based on volume alone
was unrealistic. Instead, we completed
a workload analysis and defined seven
different acuity levels (see Figure 6).
Next, we evaluated the previous
year's cancer registry data, including
number of cancer cases by type and
stage. In consultation with the patient
navigators, we matched defined acuity
levels with the various stages of dis-
ease by tumor site. Then an acuity cal-
culation was created (volume multiplied
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by acuity level = estimated workload).
While the acuity system was not scien-
tifically validated, it served as an effec-
tive mechanism to distribute the various
tumor sites so that all patients undergo-
ing multimodality treatment could be
assigned a patient navigator.

Phase V—2007

In 2007 Billings Clinic was one of
ten organizations across the United
States chosen to participate in the
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Figure 4: Multidiscplinary Cancer Patient Care
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Care Navigator

National Cancer Institute’'s (NClI's)
Community Cancer Centers Program
(NCCCP) three-year pilot project. As
part of this pilot, Billings Clinic Cancer
Center added a regional navigator to
assess the rural and frontier regions
served through the extensive oncol-
ogy outreach program. This navigator
advocates for the individuals in those
regions and identifies the needs of
those cancer patients. A significant
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portion of the regional navigator’s time
involves traveling and relationship-
building through face-to-face interac-
tions with community physicians,
agencies, and organizations. As a
result of this networking, the regional
navigator has hosted two navigator
training programs for individuals who
recently assumed patient navigator
roles within their own organizations
in the region. The regional navigator

also helps connect patients with local
resources and collaborates with com-
munity-health offices and tribal leaders
to promote community education and
increase prevention awareness and
early-detection screening programs
(e.g., mammograms, Pap smears,
fecal immunohistochemical testing,
and prostate specific antigen screen-
ing) in the rural and frontier regions. To
date, seven Cancer 101 programs have
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been offered to Native American com-
munities in Montana and WWyoming.
During this phase, patient naviga-
tors looked again at program quality
metrics. Previously metrics had focused
largely on patient satisfaction and pro-
gram volume, including the number of
new patients navigated by cancer type
and referrals initiated. Now, we began
to evaluate additional data related to
timeliness of care (time from abnormal

finding to diagnosis and time from
diagnosis to treatment initiation) and
appropriateness of care (compliance
with clinical pathways).

Phase VI—2008

For the first time since we initiated

the patient navigation program, no
additional positions were added during
2008. However, program enhance-
ments throughout the year included:

ACCC’s Cancer CARE PATIENT NAVIGATION: A CaLL 70 AcTion

m Developing an electronic version
of the patient navigation intake
worksheet

m Refining existing electronic docu-
mentation templates

m Successfully launching a multidisci-
plinary lung clinic coordinated by the
lung patient navigator in collabora-
tion with pulmonologists, thoracic
surgeons, medical oncologists, and
radiation oncologists

®m Planning for two additional multidis-
ciplinary clinics (rectal and prostate).

The success of the program has led
other clinical departments to request
information regarding the development
of patient navigation programs for other
chronic diseases.

...we began to
evaluate additional
data related to
timeliness of care...
and appropriateness
of care...

Future Directions
Upcoming endeavors for patient
navigation at Billings Clinic include the
implementation of two additional multi-
disciplinary clinics (rectal and prostate),
which will be coordinated by the site-
specific navigators in collaboration with
involved physician specialties. In addi-
tion, each multidisciplinary program
will establish ongoing quality measures
that span the continuum of care for
breast, colorectal, lung, prostate,
continued on page S24

S21



Serving the Underserved in the Last Frontier

Significant healthcare disparities exist in the region served
by Billings Clinic Cancer Center, a vast geographic area of
207,000 square miles encompassing the state of Mon-
tana, the northern half of WWyoming, and the western edge
of North Dakota. This service area is 33 percent larger than
the entire state of California, with a population of approxi-
mately 1.25 million people (compared to over 33 million in
California). A lack of access to primary care physicians is a
well-known characteristic of the region with approximately
87 percent of Montana counties (some as large as entire
states) designated as Health Professional Shortage Areas,
Medically Underserved Areas, and/or Physician Scarcity
Areas.

Cancer rates are driven by a complex set of social,
economic, cultural, and health system factors. The lack of
local medical care, including cancer prevention information
and screening, affects the stage at the time of cancer

diagnosis—an important predictor of the outcome of
treatment. Between 2002 and 2006, less than half of all
cancers (48 percent) in Montana were diagnosed at the
local stage. Twenty percent of all cancers diagnosed were
regional and 22 percent were diagnosed at a distant, or
metastasized, stage.

Regionally, Billings Clinic has long been dedicated
to working collaboratively with communities to address
healthcare disparities in remote and frontier areas. Each
month, the Billings Clinic Cancer Center provides 21
outreach clinics in 9 rural communities (see map below).
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Figure 5: Billings Clinic Cancer Center Care Navigation Survey

Patient Name: Navigator Name:
Gender: O Male O Female Cancer Type: O Bladder O Myeloma
O Breast O Ovarian/Primary
Age: O0<35 O Cervical Peritoneal
O 3544 O CNS O Pancreatic
O 4554 O Colon & Rectum O Prostate
O 55-64 O Esophageal O Renal
O 65-74 O Head & Neck O Sarcoma
O >75 O Leukemia O Testicular
O Lymphoma O Uterine
O Lung & Bronchus O Other: ____
O Melanoma/Skin
Care Navigator Feedback Section
Directions: In the section below, Care Navigators will enter scores based on their perceptions
. . ) \ Yes No N/A
of the service quality offered during this treatment plan.
Patient had quick, seamless access to cancer services. o O O
| was allowed an appropriate level of involvement in patient care. O O O
The identified clinical plan of care (clinical guidelines) was initiated and followed. o O O
Patient Feedback Section . Special Notes:
Directions: In the section below, scores will be reported
by patients during telephone follow-up.
Phone number:
Hello. My name is with Billings Clinic. Is available? | am calling on behalf of the Cancer Center and would

like to ask a few brief questions with regard to the care you received. Is this a good time for you? | have 5 statements and
I would like you to respond to each statement with a number indicating your agreement. A low number would indicate you
disagree with the statement | have read, whereas a high number indicates your agreement. | will begin if you are ready.

123456789 10
My cancer care was provided in a timely fashion. O0O0O0O0O0O0O000

My care navigator helped me develop my unique treatment plan. O0O0O0O00000O0

My care navigator was important in ensuring seamless care between different O0O00O0O0O0O00O0
areas of the clinic.

My care navigator coordinated my care to meet my unigue needs. O0O0O0O0O0O0O0O0O0
My care navigator answered my questions in a manner | could easily O0O0O0O00000O0
understand.

Was there any additional information or education that would have been beneficial for your care
navigator to give you?

Do you have any comments you would like to make?

Thank you for taking the time to respond to these questions. Your input is very important so that we can offer
the best possible care. Have a nice day!

Date/Time of All Attempts Staff Signature

1.

2.

3. ©Billings Clinic
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[Patient navigation] has become the link that
integrates every aspect of patient care...

Figure 6: Patient Navigation Acuity Scale »
Billings Clinic

Acuity Scale Description
0 No navigation
0.5 Meet patient if referral received;

Initial guidance/education/coordination as needed;
Typically no follow-up required

1 Meet patients upon diagnosis;
Initial guidance/education/coordination;
Typically no follow-up required

1.5 Meet patient upon diagnosis;
Coordination of multi-modality treatment;
Typically ongoing guidance/education for 3-4 months;

2 Meet patients upon diagnosis;
Coordination of multi-modality treatment;

Moderate intensity of needs;

Typically ongoing guidance/education for 5-6 months or more

2.5 Meet patients upon diagnosis;
Coordination of multi-modality treatment;

High intensity of needs, often inpatient hospitalizations associated with care

Typically ongoing guidance/education for 6-12 months or more

4 Meets patient upon diagnosis;
Coordination of multi-modality treatment;

High intensity of needs, often associated with care coordination outside of facility;

Typically ongoing guidance/education for 6-12 months or more

©Billings Clinic
hematological, and gynecologic can- surprising if patient navigation programs aspect of patient care through the facili-
cers. The navigators will monitor and for other chronic diseases emerged tation of timely communication, seam-
report on the measures quarterly by over the next year. less patient flow, and optimal clinical
using a clinical quality dashboard. Lastly, In summary, patient navigation outcomes. v
given the success of patient navigation is integral to the interdisciplinary team
within the Cancer Center at Billings approach to cancer treatment that Karyl Blaseg, RN, MSN, OCN, BC, is
Clinic and the recent interest expressed Billings Clinic proudly endorses. It has manager of cancer programs at the
by other service lines, it would not be become the link that integrates every Billings Clinic in Billings, Montana.

S24 ACCC'’s Cancer CARE PatienT NAVIGATION: A CaLL 10 AcTion



