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Presenter Notes
Presentation Notes
Today I’m presenting an overview of the CHECC study on behalf of the Chief Investigator, Mark Harris, investigators and collaborators and my UNSW colleagues Sarah Wright and Jacqueline Ramirez. 



Increasing number of people experiencing chronic 
and complex conditions and co-morbidities
Increasing need for navigation support in complex 

and fragmented health and social care systems
Evidence that roles such as community health 

workers/navigators can:
• Improve the experience of patients when 

interacting  with these systems 
• Improve equitable access for underserved 

populations 
• Achieve measurable improvements in chronic 

disease management (e.g diabetes, cardiovascular 
health)

• Reduce hospital admissions and ED presentations

Reasons to conduct this study

Presenter Notes
Presentation Notes
People with chronic and complex conditions frequently move between hospital, outpatient care and multiple healthcare providers. Navigation supports patient centred care and addresses the challenge of complex and fragmented health and social systems.   

Evidence indicates that navigator roles can improve the experience of patients and increase healthcare access for underserved populations, Improve chronic disease management and potentially reduce the burden on hospital and emergency systems.  



Phase 1 – Co-design 
Identify potential roles for Community 
Health Navigators (published)
 

CHECC Study Design 

Phase 2 – Randomised controlled trial   
(nearing completion)

• Identification of patients 40ys and over 
with chronic conditions on discharge 
from 4 hospitals in SLHD

• Randomisation to the CHN intervention 
or usual care 

• Follow up of intervention and control 
patients at 6 months post randomisation 

Presenter Notes
Presentation Notes
This study used a co-design process to identify stakeholder perceptions of what a navigator role might look like. 

The subsequent randomised controlled trial recruited patients over the age of 40yrs with chronic conditions returning to community living on discharge from 4 Sydney hospitals. Recruitment occurred between November 22 and November 24 and 135 patients were recruited (61 intervention group; 73 control). 



3 CHN positions – based in a Community Outreach Team SLHD

Qualifications: 

• AIN/Certificate III in Community Care or Aged Care (Health Care Assistant) 

and/or experience providing care to people living with chronic disease/frailty  

• Speaking a community language advantageous

Training:

• 12 on-line training modules to prepare for the role 

• SLHD training program for staff

CHECC Community Health Navigators (CHNs) 

Presenter Notes
Presentation Notes
Three navigators were funded by the LHD within a multidisciplinary community outreach team. Initially advertised as AIN positions this was later changed to a Health Care Assistant classification.

Research specific training modules were developed and supplemented by 4 sessions between CHNs, the team leader and the researchers to prepare them for the role. 

  



CHN Intervention

• Build knowledge/ foster rapport

• Assess individual patient needs

• Use resources within SLHD to link 

patients to health, social and 

community supports 

• Supervision and support provided 

through the team leader and the 

healthcare team

Presenter Notes
Presentation Notes
CHNs aimed to contact intervention patients within 72hrs of discharge. Home visits were used to build relationships and rapport and to assess individual needs. They reviewed the discharge summary with the patient and reinforced the recommendations, and, with the support of the wider team, developed a management plan to link patients to the most appropriate supports.

Supervision was via regular one-on-one sessions with the team leader, and through team meetings, daily huddles and some joint visits. 

Navigators conducted home visits with 50/61 intervention patients. The mean time between discharge and home visit was 6.1 days. 



Qualitative Study  
Participant Number 

interviewed 
Included in the 
analysis 

Community 
Health 
Navigators  

3 (including 1 
who left the 
role) 

3 CHNs

Health Care 
Professionals 

6 5 Health Care 
Professionals (1 
withdrew their 
interview)

Patients 14 12 (1 withdrew; 1 
excluded due to poor 
recall)

Total 23 20

Method:
• Semi-structured interviews with 

prompts to promote discussion
• Interpretive thematic analysis 

(Braun and Clarke 2023)
Patient sample:
• Patients approached for I/V 2-3 

weeks after CHN intervention
• Age range 64-91yrs
• All spoke English at home
• 10/12 born in Australia 

Presenter Notes
Presentation Notes
Quantitative outcomes will be assessed in due course.

The qualitative evaluation consisted of 20 semi-structured interviews with patients, navigators and health care professionals which were analysed using a thematic approach.

Consenting patients were aged between 64-91yrs. All spoke English and most were born in Australia. Although we attempted to interview patients from other language groups, we were unsuccessful.






Key Themes 
1. Navigating CHN integration into a multidisciplinary hospital outreach 

setting

Broad support for the role 
Challenges integrating the role

Establishing ‘fit for purpose’ supervision

2. Contribution of the CHN Service to support the needs of patients post 
hospitalisation

Services provided
Rapport building and emotional support

Patient satisfaction 

3. Enhancing the CHN service

Better awareness 
Service experiences/restraints 

Presenter Notes
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3 Key themes were identified.

The first based largely on HCP and CHN responses spoke to the integration of the service into this specific setting. The other themes spoke to the perceived value and contribution of the service to support patients post hospitalisation, and identified factors for future growth of the CHN service. 


 




Supporting 
aspects of 
the 
intervention

Value to patients: 

• Moral and emotional support/ Interception at the hospital 
discharge timepoint

• Information and advocacy

• Positive experience of care/satisfaction 

Value to healthcare team:

• Better patient management/efficiency 

• Allowed clinicians to work at ‘top of scope’

• CHN traits: knowledge, commitment to helping people 

Value for CHNs:

• Positive about their role

• Supportive supervision/team leader

Presenter Notes
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We identified several supporting aspects of the intervention:

Patients highly appreciated the moral and emotional support at a time when they felt overwhelmed, stressed and recovering from illness. They valued the visit and being informed of available services (even if they didn’t take up the services offered). Having someone to revisit their discharge summary with them was timely as was the opportunity to have someone advocate for them or provide the right information so they could act for themselves. 

Healthcare professionals valued the personal caring traits of the CHNs and their commitment to patients. They appreciated that CHNs were seeing patients who may otherwise not receive follow up, and having this additional support allowed them to focus on the more complex clinical and social tasks.  

The CHNs themselves were positive about their role and enjoyed their work. They valued the supportive supervision which helped with their ‘on the job’ learning and provided them with tools for problem-solving.






Challenging 
aspects of 
the 
intervention

• General lack of familiarity with ‘Community health 

navigator’ term

•  Unclear role definition/ tension around professional 

boundaries

• Different levels of healthcare team exposure to CHN

• CHN knowledge and language skills regarding 

healthcare and procedures

• Administrative changes during implementation

• Wait times/availability of services navigated to

Presenter Notes
Presentation Notes
Conversely …..

There was a lack of familiarity with the term ‘navigator’ and some confusion about the purpose of the role.

There was some tension around the ‘non-clinical’ nature of the role and therefore the ‘fit’ within a multidisciplinary team and the potential blurring of responsibilities.  

Not all members of the team had interfaced with the navigators and several staff changes disrupted the onboarding of navigators.

The navigators also experienced bottlenecks and wait times to get their patient’s services.






• CHNs provided a valuable ‘safety net’ for patients transitioning home from 
hospital.

• Integrating a CHN role within a complex clinical care setting requires time, 
organisational commitment, and policy and guidelines to clarify role scope 
and address the interface with professional healthcare roles. 

• Role awareness and promotion is required, as is dedicated supervision to 
support team cohesion.

In conclusion…………….

Presenter Notes
Presentation Notes
In conclusion… we found that the CHN provided a valuable ‘safety net’ for patients at a crucial time in their care. In line with current research, there is more work to do however to familiarise patients and health care staff to these types of roles.   

As additional information , please look for the posters outside on CHECC training, challenges to recruitment and more detailed information about the qualitative study. 
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