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ABSTRACT
Background

A novel Patient Navigator Program (PNP) was introduced
at a Canadian hospital’s Reactivation Care Centre (RCC)
to support transitions by helping older adults navigate the
complexities of delayed discharge stays by improving their
transition from hospital to home. The PNP was comprised of
a community agency patient navigator who was embedded
into the RCC setting to support transitions in care, and who
followed patients up to 90 days post-hospital discharge. The
purpose of this study was to describe the PNP, which included
detailing the needs of patients (i.e., socio-demographics, case-
mix, delayed discharge), the scope of service provision (i.e.,
referral process, follow-up duration), and patient outcomes
(i.e., post-discharge location).

Methods

A cohort observational design was used to collect data on
the PNP mainly via the patient navigator’s clinical tracking
sheet, and secondly via the hospital’s administrative system.
Data analysis included the use of frequencies and descrip-
tive statistics.

Results

Between November 2021 and October 2022, 100 patients were
referred to the PNP, with 70 patients (39% male; 61% female;
median age of 81 years) being admitted to the patient naviga-
tor’s caseload. The patient navigator provided follow-up care
for a median of 58 days, and supported 76% of the patients
(n=53) to return to their next point of care (e.g., homes or to
a supportive housing setting).

Conclusion

The PNP led to a high proportion of patients being discharged
back to the community. This study provides insights to provid-
ers and decision-makers interested in implementing PNP care
models in a hospital in partnership with a community agency.

Key words: delayed discharges, frailty, observational study,
patient navigation, transition of care

INTRODUCTION

A pressing challenge in acute care settings is the high occu-
pancy rates in hospitals, which often includes patient stays
categorized as delayed discharge.() A delayed discharge stay
occurs when a patient no longer requires acute inpatient care
services, but is unable to be discharged home or is waiting
for appropriate care. Delayed discharges are a significant and
persistent issue globally. In Canada, when a patient is deemed
to be medically stable and no longer requiring acute care, they
are identified as requiring an “alternate level of care’ (ALC).?
The contributing factors for ALC include capacity issues in
hospital and other parts of the health-care delivery system,
such as lack of available home care, community services or
long-term care beds.®) As per CADTH Health Technology
Review (2024), it is important to prevent older adults from
presenting to the hospital, and/or to transfer them to transi-
tional care programs.® Transitional care programs ensures
that older adults receive coordinated care when transitioning
across health settings.®)

In Canada, there are several different models of tran-
sitional care programs, including: 1) in-hospital to prepare
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patients in discharging out of hospital, 2) facility-based in
an assisted living or long-term care temporarily, and 3) com-
munity setting to provide support in the home.® As noted
by Barber et al.,®) the characteristics defining hospital and
facility-based transitional care programs are homogenous.
Hospital-based programs provide services for older adults
being discharged, where facility-based programs provide
enhanced services for older adults that no longer need hospital
care but require additional support before returning home.®
However, community-based transitional care programs are
heterogenous, in which services may include case manage-
ment, discharge planning, support with activities of daily
living, rehabilitation therapy, meal preparation, housekeeping,
transportation to appointments, medication administration,
assistive medical devices/equipment, referrals to community
supports, and self-management.(®)

From 2016 to 2023, there were 45 hospital-based, 32
facility-based and 42 community-based transitional programs
in Canada to support older adults.®) While there are some
guidance on eligibility criteria (i.e., post-acute illness, surgical
procedure, or complex chronic conditions) and program length
(i.e., between 3 to 4 months, up to 6 months), various service
providers were identified.®) The community-based transitional
programs may include, but are not limited to, specialized
nursing health professionals, care coordinators, rehabilita-
tion therapists (e.g., physiotherapy, occupational, massage),
personal support workers, social workers, dieticians, and
navigators.®) However, there were only four ‘navigator-led’
community-based transitional programs identified by Barber
et al. and, of those, two were ‘nurse navigators’.(%)

Patient Navigation Programs (PNPs) have been introduced
across many countries to facilitate transitions of care,® which
include supporting hospital-to-home transitions.(”» PNP offer a
person-centred health-care service delivery model to create a
seamless flow for patients as they journey through the care con-
tinuum.® These programs typically employ a patient navigator
who engages with the patients and/or care partners to identify
any barriers to accessing care, provide referrals to services,
facilitate transitions of care, and promote self-management.(®)
In recent years, PNPs have been introduced to support older
adult patients with frailty or complex care needs in transitions
of care from hospital-to-home.(!%!) However, there are no
established practice guidelines or consistent evidence on the
most appropriate transitional care model.(1?

A patient navigator may facilitate transitions of care
across various settings (e.g., hospital and home) or sectors
(e.g., health and social care),(® thereby enabling older adults
to remain in their homes and communities longer.(' Key roles
of the patient navigators depend on their skills and experience.
Typical tasks might include identifying individual needs and
barriers to care, educating patients and communities, and link-
ing patients with different care providers.(® There is growing
evidence for the efficacy of PNPs for improving patient out-
comes, including referral to appropriate services, better care
transitions, and high levels of patient satisfaction.'?) Since
patient navigators are often involved in multiple activities,

including facilitating access to care for their patients through
case management or care coordination, it is uncertain which
specific interventions leads to positive patient outcomes.(!?)
Hence, obtaining a better understanding of PNP service pro-
vision would help inform what constitutes patient navigation,
as well as generating knowledge regarding its implementation
and impact for older adults and their care partners.(1?)

At our clinical site, a large metropolitan hospital part-
nered with a community agency to co-design a new PNP to
improve the continuity of care across care transitions, with
the goal to better support transitions of care for older adults
in returning home. In this PNP, the patient navigator (titled
as a ‘Community Transitional Worker”) is a clinically trained
social worker who was hired via the community agency
partner. A unique feature about this transitional care model is
that the patient navigator is embedded as part of the hospital’s
team, which meant that the patient navigator works alongside
the clinical staff at the hospital. The patient navigator would
assess the patient while in hospital, and support them during
the transition back home. The reason for this embedded
approach is that the patient navigator from the community
would be more knowledgeable about the availability of com-
munity services, which would then facilitate safe discharges
back to the community.('® Upon referral to the PNP, the
patient navigator assesses the patients’ needs in the hospital,
and coordinates with the hospital and community teams to
work collaboratively to assist patients and care partners as
they transition from hospital and back to the community for
up to 90 days post-discharge, which may include a home visit.

The implementation of the pilot PNP was initiated in the
hospital’s acute care starting in November 2019, where 66%
of the patients who were assigned to the patient navigator’s
caseload were able to be supported to transition back home
or to a supportive housing setting.(!¥) Due to an increase in
the number of delayed discharge stays at the hospital, another
patient navigator was hired to support patients primarily in
the hospital’s Reactivation Care Centre (RCC) in November
2021. In Ontario (Canada), RCCs were implemented to sup-
port acute care hospitals to help patients at risk for a delayed
discharge, or who were designated as having a delayed
discharge, to help them transition back home or a supportive
housing setting or to another care facility, such as a retirement
home or long-term care.(!>)

Given that little is known about PNPs working primarily
in RCC settings, to support care transitions further research is
needed to better understand their scope of practice and their
impact in this particular care context.!!® The primary purpose
of this study was to describe a novel PNP being offered in a
RCC setting. Specifically, this included describing the types
of patients (i.e., socio-demographics, case-mix, delayed dis-
charge), the scope of service provision (i.e., referral process,
follow-up duration), and patient outcomes (i.e., post-discharge
location). Doing so will provide critical insights on this
growing model of transitional care being used in Canada to
support the needs of older adults and their care partners as
they transition from hospital to home.
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METHODS
Study Design

The present study used a cohort observational design guided
by the ‘Strengthening the Reporting of Observational Studies
in Epidemiology’ (STROBE)(!”) statement to track a group of
PNP patients assigned to the patient navigator’s caseload who
works primarily at a hospital-managed RCC. This research
project has been approved by the Sunnybrook Health Sciences
Centre—Research Ethics Board and SPRINT Senior Care.
Since this was a retrospective cohort observational study,
participant consent was not obtained.

Setting and PNP

The hospital opened the RCC unit with 60 beds in 2018 in
Toronto, Ontario (Canada) to support patients when they no
longer required acute hospital services and are waiting to be
discharged or transitioned to another care facility. In Novem-
ber 2021, the PNP was initiated to support patients primarily
in the hospital’s RCC. The PNP consisted of a patient navi-
gator employed by the community agency but operated out
of the hospital’s RCC primarily to support referred patients
by health-care providers or by self-referral. Given there were
two other patient navigators working in the hospital, one who
primarily worked in the emergency and one covered the acute
care hospital units, the third patient navigator would see the
patients who were likely to be transferred to the hospital’s
RCC. In some instances, patients were identified in the hos-
pital’s emergency department, acute care, or rehabilitation
program or by a community agency staff member.

Upon referral, the patient navigator would undertake an
in-hospital clinical interview with the patients and/or care
partners to identify the patients’ health and social care needs.
The patient navigator would then work collaboratively with
the hospital’s team to prepare the patient for discharge. To
avoid duplication, if the patient already had a case manager,
the patient navigator would provide an update to support the
discharge process or would facilitate referrals to community ser-
vices (e.g., meal delivery) and/or providers (e.g., primary care)
for patients. Additionally, the patient navigator would (where
appropriate) provide follow-up support to patients and care
partners post-discharge, which may have included a home visit.

Participants

Participants in this study included patients referred and
admitted to the PNP who were followed by the RCC patient
navigator between November 2021 and October 2022. Patients
who interacted with the patient navigators for more than three
days were admitted to the patient navigator’s caseload. Those
who interacted with the patient navigator for less than three
days were classified as consults.

Measures

A clinical tracking sheet was used by the patient navigator
to document patients’ profiles (e.g., socio-demographics),
service provision (e.g., referral process, follow-up duration),

and patient outcomes (e.g., post-discharge location). Patients’
Medical Record Number (MRN; where available) were used
to link data from the tracking sheet to the hospital’s adminis-
trative Discharge Abstract Database (DAD)('® based on the
most recent inpatient acute care admission. For patients who
were matched to our hospital’s administrative system, infor-
mation collected included case-mix, most responsible health
condition, primary and secondary diagnosis, and whether the
patients experienced a delayed discharge. The rationale for
using the hospital’s DAD was to capture the patients’ case
mix and, more importantly, other comorbid conditions being
experienced by patients. A better understanding of the patients’
most responsible health conditions, as well as primary and
secondary diagnoses, is critical to contextualize how health
status (medical, cognitive or mental health issues) would
influence the discharge process to home.

Data Collection & Analysis

Data collected were 1) socio-demographics (i.e., chrono-
logical age, sex); 2) administrative (i.e., case-mix, delayed
discharge); 3) PNP service provision (i.e., referral process,
follow-up duration); and 4) outcomes (i.e., post-discharge
location). Data were first screened and reviewed by the first
author (GL). Open-ended descriptive comments detailing
services provided by the patient navigator were coded by
another member of the team (ME), which were then reviewed
and verified by the first author (GL). As an additional check
related to the coding of the data, findings were validated
by the PNP management team (AK, NZ). Frequencies and
descriptive statistics were used to analyze the data.

RESULTS

Between November 2021 and October 2022, there were
100 cases referred to the patient navigator who worked
primarily in the RCC. Fifteen patients were unable to be
contacted, 10 were consults, and five were deceased or
declined the service. Hence, 70 patients were admitted to
the patient navigator’s caseload; however, only 45 patients
were matched to the hospital’s administrative system using
the MRN. Twenty-five patients could not be matched due to
missing MRN or did not have an acute care admission (e.g.,
referred from the community).

Demographics and Clinical Profiles

Of the 70 patients who were assigned to the patient naviga-
tor’s caseload, 61% were female and 39% were male, and
the median age was 81, ranging from 55 to 96 years of age
(IQR=11.8, Mean=80, SD=8.9). For the 45 patients (64%)
who we were able to match to the hospital’s administrative
system, the case-mix groupings were categorized into five
main categories (see Table 1). The comorbid conditions in
the same inpatient encounter were also captured where the
majority of patients had various underlying comorbid con-
ditions, including medical (e.g., respiratory, or neoplasm)
(87%), musculoskeletal (e.g., fractures, or trauma) (51%),
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cognitive (e.g. delirium, or dementia) (49%), neurological
(e.g., brain injury, or Parkinson's) (22%), and mental health
(e.g., depressive, or behavioural) (18%). Of the 45 persons,
60% (n=27) were designated as ALC.

Service Provision

For referral process, 30% of the patients were referred by
staff working in the RCC, 29% from acute care, and 17%
from emergency. The other 21% were referred by commun-
ity care and inpatient rehabilitation. For the remaining 3%,
data on referral source was not available. Upon receipt of the
referral, the patient navigator contacted the patient or care
partners either on the same day (13%), within seven days
(60%), between 8 to 14 days (6%), or > 15 days (9%); with
data missing for nine cases. The median PNP service length
was 58 days (IQR=77.3, Mean=66 days, SD=50.2) ranging
from 5 to 241 days. Data were missing for 18 cases.

In terms of services provided by the patient navigator to
the 70 patients, 10 were referred for information on resources,
and did not require further support. The other 60 patients
received one or more services (see Table 2). Twenty-two
home visits (31%) were conducted by the patient navigator.

Post-Discharge Location

Upon discharge from the PNP, the post-discharge location for
the majority of patients (76%) was home or to a supportive
housing setting. The remaining 24% were admitted back to
acute care or to a palliative care setting (n=6), or transferred
to another care facility (i.e., long-term care, inpatient rehabili-
tation or transitional care; n<6). Despite attempts by the
patient navigator to contact all the patients for follow-ups,
the discharge location was unknown for six patients. Out
of the 27 patients designated as ALC, the patient navigator
facilitated 81% of these patients (n=22) in returning home or
to a supportive housing setting.

DISCUSSION

This retrospective observational cohort study provides an
overview of a PNP that employed a community agency social

worker who works alongside a hospital’s team. To the best of
our knowledge, this PNP model of integrated care appears to
be unique in terms of its structure; specifically with regard
to having the patient navigator being embedded as part of
the hospital’s team to address the patients’ concerns while in
the hospital and provide follow-up support once discharged.
While the PNP offered a number of similar services that other
typical care providers offer (i.e., social workers, discharge
planners, and case managers) in terms of case management
and discharge planning, the added value of the patient naviga-
tor was their ability to identify and provide ongoing supports
to patients and care partners throughout their care journey.
For instance, the patient navigator provided guidance and
support with instrumental activities of daily living (e.g., link
to homemaking and home services, schedule follow-up care),
financial/legal aid (e.g., apply for grants/subsidies for low
income patients, work with Power of Attorney/Public Guard-
ian/Trustee), and end-of-life plans. The patient navigator
also provided social supports to patients experiencing social
isolation and care partners experiencing burnout.

The added value of a PNP for older adults is war-
ranted since they may experience challenges navigating
the health-care system due to declining physical, cognitive
and/or mental health. As well, older adults who are socially
isolated, precariously housed or experiencing other forms
of structural or institutional marginalization due to their
socio-economic status,('”) may require additional supports?)
that are more extensive than other models of care. Transitional
care programs can play an important role reducing health-
care disparities and inequities for older adults experiencing
socioeconomic barriers and coordination challenges during
transitions between care settings, and in improving care
quality and health outcomes.?D Thus, based on the patterns
of referral and scope of services provided, the described PNP
appeared to have been well-suited to help older adults and
care partners navigate and obtain appropriate services to be
able to transition back home.

Although this study is only descriptive in nature, there
was a high proportion of patients (76%) who were discharged
back home or to a supportive housing setting, providing some

TABLE 1.
Case-mix categories and examples
Case-Mix Categories Case-Mix Examples Sample Size®
(n=45) (%)
Medical Conditions Includes general symptoms, renal, pain, respiratory, gastrointestinal, infection, neoplasm 18 (31%)
Orthopedics Conditions  Includes fixation/repair, fracture/dislocation/rupture, trauma 8 (18%)
Cognitive Conditions Includes organic mental disorder such as delirium, dementia, Alzheimer’s disease 6 (13%)
Cardiology Conditions Includes heart failure, cardiac intervention, hypertension, angina, myocardial infarction, vascular <6 (11%)
Neurological Conditions  Includes brain, nervous system, hydrocephalus, paraplegia, intracranial injury, cerebral <6 (11%)
aneurysm/hemorrhage, Parkinson’s
Other Conditions Includes hearing loss, alternative level of care <6 (7%)

2Based on the available case-mix from the hospital’s administrative DAD dataset, 64% (n=45) of patients were captured; the other 25 cases were missing or

could not be linked.
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TABLE 2.
Examples of services provided by the patient navigator
Patient Navigator Services Interventions
(N=70) (%)
Referred for Information (e.g., identify patients’ needs, provide information to the patient and/or their care partners on 10 (14%)
resources and/or services)
Case Management (e.g., identify patients’ needs, navigate and facilitate appropriate access to resources and/or services) 57 (81%)
Service Connection (e.g., connect to community programs and services such as personal support worker and 47 (67%)
transportation)
Discharge Planning (e.g., plan/support care while transitioning from hospital to home, equipment needs, coordination) 31 (44%)
Provider Connection (e.g., connect to physician, allied health professionals, or other clinical services such as mental 17 (24%)
health and addiction)
Housing Related (e.g., discuss housing alternatives and options, provide support while transitioning to another facility 15 (21%)
such as retirement home, supportive housing, long-term care)
Social Concern (e.g., counsel patients who lives alone or are socially isolated, provide support due to emotional distress 15 (21%)
or risk of abuse)
Care Partner Related (e.g., support family and/or care partners who are stressed, at risk of burnout or experiencing 11 (16%)
burnout)
Instrumental Activities of Daily Living (e.g., link to services such as homemaking and home maintenance, support 10 (14%)
patients/care partners in managing their care needs such as scheduling appointments)
Financial or Legal Related (e.g., provide support to patients/care partners in financial management or legal issues, 8 (11%)
apply for grants/subsidies for low income patients, work with Power of Attorney/Public Guardian and Trustee)
End-of-life Planning (e.g., support patients/care partners in advanced care planning, liaise with palliative care providers, <6 (6%)

provide grief/bereavement counselling)

evidence that the PNP was assisting to achieve intended
outcomes. In particular, the program was able to facilitate
discharges for a large proportion (81%) of the patients desig-
nated as ALC. A key strength is the PNP integrated model of
care, in which the community patient navigator is embedded
within the hospital setting enabling a quicker connection to
potential community supports and leading to stronger relation-
ships among the agency and clinical care teams. This aligns
with previous research conducted by our team during the
initial implementation phase of the PNP.(?) In key informant
interviews among hospital and community health-care profes-
sionals, collaborative communication seemed to be a critical
component in facilitating PNP implementation.?? As such,
fostering a collaborative culture may have contributed to a
better discharge planning process, where the patient navigator
helps to address the patients’ health and social care needs.
Since there are no standardized transitional care models
for older adults, the present study provides some additional
evidence to the small but growing body of research docu-
menting the impact of PNPs for older adults.?® Similar to
other reports,®?4) the PNP described in this study is a prom-
ising model for improving access and continuity of care for
older adults. Although the evidence on the effectiveness of
PNPs is limited, there is also a lack of knowledge on com-
munity transitional care programs, including funding, dis-
charge process, and integration with other health services.(®)
The facilitators to the successful implementation of the PNP

depends on: 1) clear consensus on the unique service provided
by the patient navigator; 2) champions to promote patient navi-
gation; 3) program ownership and accountability; 4) external
system and organizational partnership; and 5) implementation
climate where communication is vital.?? Thus, further guid-
ance on best practices for implementing PNP is needed.®
Additionally, policy-makers interested in introducing PNPs
should consider macro-, meso-, and micro-level factors, all of
which influence the implementation and secure support from
key interest groups and funders to ensure sustainability.©

Limitations

The data from the patient navigator’s clinical tracking sheets
primarily working in the RCC provided several important
insights regarding the PNP. However, it was challenging to
match the patients visit details using the hospital’s adminis-
trative system, which resulted in missing data. Due to missing
data, it is possible some ALC designations were not captured.
For future evaluation work, we made recommendations to the
patient navigators to consistently collect the MRN and the
encounter number from the hospital’s electronic system. In
addition, since this study took place during the COVID-19
pandemic, further research is suggested to re-evaluate the
impact of PNP post-pandemic. Lastly, only a few studies to
date have demonstrated that PNPs can improve outcomes such
as access to care, and reduce preventable emergency depart-
ment visits or hospitalizations.?27) Thus, further research is

CANADIAN GERIATRICS JOURNAL, VOLUME 28, ISSUE 3, SEPTEMBER 2025

268



LIU: PATIENT NAVIGATOR TO SUPPORT CARE TRANSITIONS

required to determine if patient navigator follow-up support
services can potentially prevent emergency visits or decrease
readmissions to the hospital, and/or help older adults remain
in their setting of choice.

CONCLUSION

Further research is needed to evaluate the efficacy of this
approach, but this descriptive study provides some import-
ant insights about the PNP service provision and outcomes.
With the implementation of this patient navigator model of
integrated care, working in the hospital and assisting older
adults in care transition, the PNP led to a high proportion
of delayed discharge patients being transitioned back to the
community. By characterizing the PNP, the findings from this
study may help decision-makers who are considering adopting
similar programs in other hospitals to support older adults in
transitions of care. This study highlighted considerations for
decision-makers interested in implementing this new PNP
care model in a hospital and partnering with a community
agency, which may serve to inform health services planning
and scaling transitional care programs.
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