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W) Check for updates

Community Health Worker Navigation for Patients With

Cancer: It Is Time to Scale up

Kerin Adelson, MD, MHCDS' ® and Gabrielle Rocque, MD, MSPH?3

DOI https://doi.org/10.1200/JC0.23.01723

Cancer negatively affects health-related quality of life (QOL). The diagnosis itself is associated
with fear and anxiety. Interactions with the health care team are often uncoordinated and
confusing. Communication often fails so that there is discordance between provider intent and
patient comprehension. Cancer treatment can result in physical burdens and side effects, time
toxicity associated with treatments and procedures, financial toxicity related to medical ex-
penses and income reduction, and emotional challenges as the ability to maintain personal and
familial responsibilities is diminished. Furthermore, when physical symptoms or social
stressors progress beyond a patients’ coping ability, she or he may turn to emergency de-
partments for relief, where about 70% of the time they will be admitted to the hospital (three
times higher than the noncancer population).’ In the inpatient environment, personal au-
tonomy may be subjugated by rigid hospital systems and schedules, further harming QOL. Near
the end of life, acute care drives up cost, too often with little or no clinical benefit. Interventions
that break this cycle are critically needed.

These challenges are compounded for low-income, minority, and non-English speaking
patients. Social determinants of health have a profound impact on cancer care outcomes. From
2016 to 2020, 216 Black patients per 100,000 died of cancer in the United States compared with
149 White patients, despite lower overall cancer incidence.> Furthermore, individuals living in
counties with persistent poverty have higher mortality in multiple cancer types.> Although these
disparities are long-standing, multifactorial, and challenging to address, a key first step is
recognition that health is not only defined by disease and treatment but also the complex
interplay between biological, behavioral, built environment, sociocultural environment, and
the health care system (National Institute of Minority Health and Health Disparities Research
Framework).* There is an urgent need to reduce burdens of cancer treatment by overcoming
structural barriers to care—ensuring QOL is maintained and patients with cancer can live, work,
and have meaningful social interactions with their family and community.

In the accompanying article by Patel et al,> patients recently diagnosed with a new or recurrent
hematologic malignancy or solid tumor and belonging to an employer union health fund serving
low-income racial and ethnic minority low-wage workers in Atlantic City and Chicago were
randomly assigned to usual care or a community health worker (CHW) intervention. Usual care
included outpatient oncology services and case management by a union-employed nurse. The
CHW intervention group received usual care plus weekly telephonic contact for 4 months,
followed by monthly for 12 months or until death. This included advanced care planning ed-
ucation in the patients’ preferred language, the Edmonton Symptom Assessment System with
triage to a union nurse for intervention, and screening for health-related social needs with
referral to community-based programs. Study results were impressive; intervention patients
had significantly improved health-related QOL, reduced frequency of emergency department
and hospital use, and lower total cost of care than the usual care arm. This result must be
considered in the context of additional work by this group, which has demonstrated equally
impressive results for similar interventions in other populations, including Medicare Advan-
tage,® privately insured,” and a predominantly White Veteran population.®

What is the recipe that explains these trials’ success? Surely, assigning a patient a CHW alone is
not a magic bullet for overcoming all of the ills in health care. In this trial, there were two main
interventions: First, both the intervention and control arm received a redesign of their health
insurance benefit to encourage patients to visit a single academic health system in their city.
Second, for patients in the intervention arm, CHWs focused their time on proactive symptom
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THE TAKEAWAY

In the article that accompanies this editorial, Patel et al® demonstrate that low-income minority patients with cancer
randomly assigned to a community health worker intervention had significantly improved health related quality of life (QOL),
reduced frequency of emergency department and hospital use, and lower total cost of care than patients who did not receive
this additional support. In recognition that community-based navigation interventions such as Patel’s can greatly improve
patient outcomes, Centers for Medicare & Medicaid Services recently established a new billing mechanism for this service,
in turn creating a moral obligation for cancer care delivery organizations to implement similar programs that will improve
QOL, empower patients, and reduce acute care use and cost.

screening, advanced care planning, and community resource
navigation. The incorporation of these elements into one
intervention builds on concepts shown to be effective in
previous trials. Basch et al® showed that proactive collection
of patient-reported outcomes (PROs) led to improved QOL,
reduced acute care utilization, and improved survival. Temel
et al'® showed that early use of palliative care lead to better
QOL, lower health care utilization at the end of life, and
improved survival. At the University of Alabama at Bir-
mingham, patients working with a nonclinical navigator had
declines in emergency room visits, hospitalization, and
intensive care unit admissions, as well as reduction in costs,
when compared with non-navigated patients.” Ultimately,
symptom monitoring, palliative care, and navigation are
naturally aligned, and Patel et al> should be applauded for
successfully blending these into one multilevel intervention.

What went on in the interactions between the CHWs and the
patients? It would be fascinating to see a qualitative thematic
analysis of these conversations. However, by reporting on
patient activation and decision satisfaction scales, the au-
thors do provide a viewing window. The CHW group had
substantial increases in patient activation scores (4 v 24
points). Intervention patients had three times higher odds of
overall satisfaction with decisions, feeling adequately in-
formed and that their decisions were the best possible,
consistent with their personal values, and were theirs to
make. This suggests that the CHWs improved communica-
tion by facilitating understanding of diagnosis, treatment,
and options—ultimately enhancing patients’ sense of em-
powerment and control. Of note, the symptom screening was
completed directly by the CHW over the telephone. Tele-
phonic care management can bridge travel barriers and allow
for more proactive and timely responses than when care is
limited to in-person appointments. Although many PRO
interventions are attempting to automate collection elec-
tronically, this study begs the question whether PROs ad-
ministered by a trusted advocate may provide a meaningful
alternative.

With this wealth of evidence, one might expect that adoption
of programs like this one would be rapid. This has not been
the case. Why not? Deploying complex multilevel inter-
ventions is hard. Success requires attention to intractable
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patient-level, cultural, economic, and governmental policy
issues. This often requires developing new infrastructure
and systems. Specifically, to improve the feasibility of this
intervention, Patel et al> redesigned the health insurance
benefit to financially support CHW services and encourage
patients to get care from a single academic center in their
city, enhancing coordination between the CHW and cancer
care team. Such benefit redesign is not feasible for most
patients. For patients living in rural areas, there is often not a
single cancer center but a collection of small practices within
a broad geographic radius. We must ask whether pulling a
patient out of their local care delivery network is optimal?
Could this lead to loss of coordination between the patient
and his or her primary care team and other providers?

Scaling this intervention to an entire cancer population will
present challenges to intervention fidelity. In this study, only
80 patients received the intervention. Population-level ex-
pansion would require exponential increase in staffing,
which will make oversight more difficult. This program
provided the intervention in patients’ native language,
which inevitably contributed to the impressive improve-
ments in patient activation. To scale this nationally, iden-
tifying CHWs proficient in all languages will be critical.
Large-scale implementation work is needed to provide a
blueprint for how this intervention can be delivered not only
to diverse patients but also across diverse health systems
with unique cultures and resource limitations.

Perhaps the most important implementation barrier is fi-
nancial. Historically, there has been no payment mechanism
that would support navigation. Although using nonclinical
members of the health care team can free up time for clinical
team members to work at the top of their license, investing in
FTEs without a direct revenue stream remains a challenging
business case for today’s cash-strapped hospitals and
practices. A solution may come in the coming year; Centers
for Medicare & Medicaid Services (CMS) has developed a new
billing code for health system coordination, promoting patient
self-advocacy and facilitating access to community-based
resources to address unmet social needs.”> However, single
payer interventions are challenging in real-word practice
where clinician adoption requires an understanding that any
complex new process can be used by all patients. Thus, it will be
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critical that commercial payers and self-insured employers also
support CHW and navigation services.

We are hopeful that CMS’ new support for community health
and navigation will facilitate dissemination and adoption of
models like Patel’s.> Once this payment mechanism is in
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place and assuming it is adequate to support the intensity of
coordination services needed, cancer care delivery organi-
zations will have a moral obligation to implement programs
that have been shown to improve QOL, empower patients,
and reduce acute care use and cost—all essential to helping
close the disparity gap.
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