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Abstract
Patient navigation is a promising strategy for improving health among persons with multiple barriers to HIV care, yet little is 
known about navigation’s core components. From 24 systematically identified navigation studies, we abstracted navigators’ 
activities, grouped activities into 20 thematic activity categories, and ordered them by frequency. Subsequently, Principal 
Components Analysis of activity categories was used identify independent clusters. Accompaniment characterized 71% 
of navigation programs; ≥ half included health education (58%), collaboration/coordination (58%), linkage-to-care (54%), 
transportation support (54%), service referrals (50%) and instrumental support (50%). Five unique components (comprising 
13 activity categories) were identified: (1) services beyond office, (2) health education and relationship building, (3) accom-
paniment and instrumental support, (4) locating patients and tracking information, and (5) beyond HIV care. Navigators 
who located patients or tracked information were less likely to provide accompaniment or instrumental support (r = − 0.60, 
p = 0.002). Findings can enhance precision in developing, describing, evaluating and improving navigation programs.
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Introduction

In the United States, HIV disproportionately impacts sexual, 
racial and ethnic minorities [1], is concentrated among the 
poor and socially disadvantaged [2, 3] and demonstrates 
high comorbidity with mental and substance use disorders 
[4, 5]. Owing to the advent of powerful antiretroviral medi-
cations that control viral replication, HIV-related mortality 
has decreased markedly since peaking in 1995 [6] and con-
tinues to decrease [7] as an increasing proportion of people 
with HIV (PWH) are achieving the viral suppression that 
maximizes health and prevents transmission. Yet these out-
comes vary by age, race, and ethnicity with young people 
more likely than adults to have undiagnosed infection and 
to not be virally suppressed [8, 9], and Hispanics/Latinos or 
Blacks less likely than Whites to have their infection diag-
nosed [8], to be linked to care in a timely manner or to be 
virally suppressed [10]. Similar disparities are found for the 

use of pre-exposure prophylaxis (PrEP), medications that 
prevent HIV acquisition for those who are HIV-negative. 
That is, although PrEP has become more accessible and 
utilized by individuals at risk [11], uptake is much lower 
among those who are young, of minority race or ethnicity 
and without private insurance [10, 12, 13].

Many in need of HIV treatment or prevention services 
do not access them due to a myriad of social, cultural or 
other barriers that affect healthcare utilization. This is due, 
in part, to the complex and fragmented nature of HIV ser-
vices (e.g., varying locations for receiving HIV testing, 
HIV treatment, other HIV prevention services) and other 
health-related needs (e.g., behavioral or reproductive health 
care, social services) relevant for PWH in the United States. 
Patient navigation is a support service specifically designed 
to help individuals find their way through complex and often 
fragmented medical or health-relevant systems. Originally 
developed to address disparities in cancer mortality [14], 
patient navigation is increasingly being incorporated in HIV 
care [15–17]. By helping disadvantaged persons address the 
barriers that undermine timely linkage to and engagement in 
care and treatment, HIV patient navigation addresses health 
disparities in viral suppression [15, 18].
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Although navigation programming is increasing, the 
research literature on HIV patient navigation is still rela-
tively limited. However, a recent systematic review sug-
gested preliminary evidence in support of its effectiveness 
for linkage to HIV care, retention in care, and viral suppres-
sion [18]. At the same time, this review made clear several 
limitations of the current evidence base. On the one hand, 
two-thirds of the supportive studies were of low methodo-
logical quality, and the reporting of navigator characteristics 
(e.g., level of training, paid vs volunteer, demographic or 
community matching) and navigator contact with clients or 
patients (e.g., number of hours, sessions or length of pro-
gram) was incomplete or inconsistent, limiting ability to 
examine moderators of program outcomes. Moreover, the 
authors reported that it was challenging to specify which 
studies should be included in the review—that is, to deter-
mine which interventions were truly ‘navigation’—due to 
the lack of a clear definition of what constitutes HIV patient 
navigation.

To address this last concern, our team conducted an 
analysis of the content of published HIV patient naviga-
tion programs to better define HIV patient navigation as 
implemented in the field. Utilizing the unique opportunity 
provided by the Mizuno et al. [18] systematic review, we 
conducted a secondary analysis of these systematically iden-
tified studies. Although navigation services are used to sup-
port PrEP use, this review is limited to those programs sup-
porting HIV care and treatment. Our aims were to identify 
and characterize the activities of navigators; to determine 
which were most common; whether there were essential or 
defining features; and whether distinct elements of navigator 
interventions could be distinguished. Our goal was to better 
define HIV patient navigation as an intervention or strat-
egy—regardless of who was practicing it, what population 
was receiving it, or in what setting it was implemented—in 
order to assist in future navigation program development, 
program evaluation, and program outcome research.

Methods

Database and Search Strategy

As part of a broader literature review on HIV patient naviga-
tion, our team conducted a secondary analysis based on the 
systematic review conducted for Mizuno et al. [18]. We fol-
lowed the same search strategy. Specifically, a librarian per-
formed a systematic search of the literature utilizing index-
ing terms and keywords to restrict citations to the following 
areas: (1) HIV infections, HIV seropositivity, or AIDS 
serodiagnosis, AND (2) patient navigation or care coor-
dination (see appendix in Mizuno et al. [18] for complete 
information on search strategies). The automated search 

was performed in MEDLINE (OVID), EMBASE (OVID), 
PsycINFO (OVID), and CINAHL (EBSCOhost) online data-
bases for citations published and indexed by January 1, 1996 
through April 23, 2018. In addition, supplementary searches 
were performed in (1) PubMed, Scopus, and the New York 
Academy of Medicine literature database (http://​www.​greyl​
it.​org), (2) hand searches of key HIV journals in the HIV 
prevention literature, and (3) reference checks of included 
studies and reviews identified by the search. Two coders 
independently screened for relevant titles and abstracts of 
all citations identified using DistillerSR (Evidence Part-
ners, Ottawa, Canada), and then two coders independently 
reviewed full reports to determine eligibility, with discrepan-
cies resolved through discussion.

Eligibility

Selected studies reported the use of HIV patient navigation 
services or navigation-like services. Navigation-like ser-
vices were not labelled as navigation but described activities 
broadly consistent with descriptions of patient navigation 
(e.g., assist PWH to find their way to obtain HIV care and 
support services, help PWH address barriers so they could 
utilize HIV care). Studies also needed to be conducted in the 
United States, be published in English in a peer-reviewed 
journal and report primary data. Reviews, commentaries, 
protocols and intervention descriptions without study sample 
information, guidelines, unpublished materials and confer-
ence abstracts were excluded. We followed the Mizuno et al 
[18] selection strategy, with two differences in our inclusion 
criteria. First, we included (that is, we did not eliminate) 
primary data papers that did not report association (i.e., 
outcome) data, as intervention outcome was not part of this 
analysis. Second, studies needed to provide descriptions of 
the navigation intervention and navigator activities with suf-
ficient detail to allow for abstraction.

Data abstraction and coding

Data abstraction of navigator activities occurred in two 
stages. First, for each relevant citation, all navigator activi-
ties mentioned in the papers were abstracted by the first 
author. These activities were included only if they were iden-
tified as being a responsibility of the navigator. For example, 
case management was sometimes identified as an activity of 
the navigator (sole duty or shared with a case manager). It 
was only abstracted when specifically noted to be part of the 
navigator’s duties.

Activities were then organized into categories, first by 
reducing redundancies (that is, identical and highly similar 
activity descriptions), and subsequently by grouping these 
activities into thematic activity categories. These activity 
categories were atheoretical and primarily relied on shared 
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words or concepts. For example, activities described as 
educating or providing information or clarification about a 
health topic were categorized as ‘health education’, regard-
less of its format (e.g., classes; one-on-one meetings) or 
target (e.g., patients, staff). These activity categories were 
created by two co-authors (LK, CL) and then revised with 
feedback from the coding team. In this stage, some cate-
gories were broken apart further (e.g., transportation was 
pulled out into its own category due to the high frequency 
with which it was included relative to a range of other less 
frequently noted instrumental support activities, so that any 
distinct role would not be hidden) while others were com-
bined (e.g., various adjunct therapies/interventions com-
bined into an “other interventions” category). Using these 
categories, pairs of coders independently reviewed each arti-
cle for described navigator activities and identified which of 
the activity categories were part of the intervention for that 
study. When multiple papers described the same navigation 
intervention (that is, linked studies), the primary study was 
identified. Papers linked to the primary study or directed 
to for intervention description by the primary study were 
reviewed/abstracted to identify navigator activities, but they 
were not considered primary studies. Discrepancies were 
resolved through discussion and further review. Frequencies 
were calculated to identify the most commonly occurring 
navigator activity categories.

Analyses

Based on abstraction of navigator activities, we identified 
the frequency of different categories of navigator activities. 
Principal Components Analysis, a multivariate analysis to 
reduce data for exploratory purposes [19], was then used to 
identify whether the navigator activity categories grouped 
together into meaningful distinct strategies. Specifically, to 
better understand the underlying structure of navigators’ 
functions, we conducted a Principal Components Analysis 
(using varimax rotation to maximize component orthogonal-
ity) with the navigator activity categories using IBM SPSS 
for Windows, Version 21 [20]. Starting with components 
with an eigenvalue > 1, the number of components was 
reduced sequentially, examining component stability and 
item-total correlations, removing items that decreased inter-
nal consistency (as measured by Cronbach’s alpha). Com-
ponent reduction concluded when further reduction forced 
previously stable components to break apart or internal 
consistency was reduced below α = 0.60. Pearson product-
moment correlations were calculated to examine associa-
tions among components.

Results

Searches yielded 789 unique citations, with 88 potentially 
relevant studies. After review, 64 were excluded for the fol-
lowing reasons: qualitative [n = 23], commentaries [n = 12], 
reviews/guidelines [n = 12], insufficient intervention descrip-
tion [n = 8], protocols [n = 5], and linked studies (same navi-
gation intervention described in multiple citations) [n = 4]. 
Five papers [21–25] that were linked or directed to for 
intervention description by a primary paper were reviewed/
abstracted for navigator content, but not included as primary 
studies. This included 24 independent HIV patient naviga-
tion studies [15, 26–48] (Fig. 1).

HIV Navigator Activities

Navigator intervention activities reported in these studies 
were grouped into 20 categories. Table 1 provides a list 
of navigation activity categories ordered according to fre-
quency, examples of specific activities under each activity 
category, and the intervention studies that included that 
activity category. The HIV patient navigation activity cat-
egory most reported was Accompany Patient, which was 
included in 71% of the studies. Of these, navigators in 76% 
of studies accompanied to medical or HIV care appoint-
ments, and 41% accompanied to behavioral health and social 
or other (e.g., financial) service appointments. (One study 
navigator accompanied to only social services whereas other 
navigators accompanied to both medical and social/behav-
ioral appointments.) Three studies did not describe the type 
of appointments to which navigators accompanied patients. 
Navigation activity categories mentioned by at least half 
of the intervention studies included Educate About Health 
(58%), Collaborate/Coordinate Care (58%), Link Patients 
to Care (54%), Arrange/Support Transportation (54%), 
Refer to Services (50%) and Provide Instrumental Sup-
port (50%). One third to just under half of the interventions 
included: Assess/Address Needs or Barriers (46%), Build a 
Relationship to Guide Patient (46%), Make Appointments 
(46%), Make Home/Jail/Other Location Visits (42%), Locate 
Patient (37%) and Remind Patient (37%). Support Expecta-
tions/Future Goals, and Support ART Adherence were each 
mentioned by one-quarter of the studies, and the following 
navigation activity categories were infrequently mentioned 
(that is, by less than one-quarter of the studies): Use/Track 
Information in a Database (21%), Develop/Teach Skills 
(17%), Provide Case Management (17%), Serve as a Role 
Model (12%), and Deliver Adjunct Interventions (12%).

Structure of Navigator Activities Principal Components 
Analysis of the 20 navigator activity categories revealed 
eight initial components with an eigenvalue > 1. Following 
procedures previously described, these were reduced to 
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five with α  ≥ 0.60, which can be found in Table 2. Thirteen 
navigator activity categories characterized the five com-
ponents, with item-total component correlations ranging 
from r = 0.42 to r = 0.60. Component 1 (α = 0.76), which 
was characterized by two types of categories—providing 
or arranging for transportation for the patient, and making 
visits to either the patient’s home or another external set-
ting (e.g., a jail)—appeared to capture the distinct role that 
navigators play in providing services beyond the confines 
of the clinic or office. Five activities characterized Com-
ponent 2 (α = 0.74) including: being a role model (e.g., 
sharing personal experiences that can help the patient), 
building a relationship with the patient (e.g., serving as a 
coach or mentor), helping to build patients’ skills (either 
HIV specific, such as serostatus disclosure, or general, 
such as job seeking skills), providing the patient with 
reminders (e.g., of upcoming appointments, drug refills), 
and providing health education. This component appeared 
to capture the importance of the relationship between 
patients and navigators that is often the conduit to health 
education, mentoring and skill-building. The third com-
ponent (α = 0.63) comprised two items: accompanying 
the patient to appointments or other visits, and providing 

instrumental support (i.e., tangible things such as arrang-
ing for childcare or assistance with medical benefits) that 
sets the stage for utilization of health services by removing 
barriers. The fourth component (α = 0.61) comprised two 
items: using a database (e.g., to track information about a 
patient’s location/contact information, or update regard-
ing appointments and other relevant data) and locating 
patients (e.g., for outreach or finding patients lost to care). 
Finally, the two items that made up the fifth component 
(α = 0.60)—helping the patient to set goals or expectations 
for the future (e.g., making a plan for the future) and mak-
ing referrals to other services (e.g., social services, other 
health care [e.g., reproductive health or mental health], or 
supportive social networks)—may not seem related on the 
surface but together point to the important role of address-
ing the patient holistically and thinking beyond HIV care 
alone.

Table 3 presents the inter-correlations among these 
components. A statistically significant negative associa-
tion between Component 4 (“Locating and Tracking”) 
and Component 3 (“Escort and Support”) (r = –0.60, 
p = 0.002) indicates that navigators whose duties involve 
outreach, locating or tracking of patients are less likely 

Fig. 1   Study flow diagram
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to accompany or provide additional support. There is a 
tendency for navigators who do engage in accompaniment 
and support (Component 3) to also be involved in activi-
ties that are focused ‘beyond the office’ (Component 1) 
(r = 0.36, p < 0.09).

Discussion

As a strategy designed to enhance the delivery of medi-
cal care to disadvantaged persons, patient navigation is 
increasingly being employed by health care providers 
addressing illnesses for which there are health disparities 
and a high burden of disease for vulnerable populations. 
In HIV, it is increasingly being used to support linkage to 
and engagement in HIV care, HIV care retention and viral 
suppression, and access to and utilization of PrEP for HIV 
prevention. Often combined with other services (e.g., case 
management, social work, housing or financial services), 
performed by a variety of actors (e.g., care coordinators, 
nurses, social workers, community health workers, peers 
or lay workers) or designed to meet distinct needs of dif-
ferent populations (e.g., youth, individuals with mental 
illness or substance use disorders, persons leaving cor-
rectional facilities, individuals with minority cultural or 

linguistic backgrounds), HIV patient navigation takes 
many forms and is rarely evaluated apart from other pro-
gram components with which it is combined. Toward the 
objective of determining whether there are universal or 
shared features of HIV patient navigation as it is currently 
being practiced, we delved deeply into the actions and 
roles of navigators described in systematically identified 
and published navigation intervention studies. We identi-
fied five distinct domains of navigation, along with seven 
activity categories that characterized at least half of the 
interventions. Although we did not identify a universal 
activity that characterized all navigation interventions, one 
activity—accompaniment—came close.

Accompaniment was the most universally described 
navigator activity, characterizing nearly three-quarters of 
all interventions. As a concept related to health, the term 
“accompaniment” has a range of meanings, emerging from 
liberation theology of Latin America and evolving to reflect 
the psychosocial act of travelling along with and alongside 
of individuals who are marginalized, often those with a his-
tory of various traumas including poverty [49]. In this way, 
accompaniment reflects the acts of listening, of witnessing, 
and of offering flexible and strategic support [49]. Farmer 
[50, 51] incorporates this notion of accompaniment—to go 
with someone on their journey and experience the journey 

Table 2   Results of principal components analysis for 20 navigator activity categories

Component/ Cronbach’s alpha Navigator activity categories Item-total 
correlation 
(r)

1. “Beyond the Office”
α = 0.76

Make home/jail/other location visits
Arrange/support transportation

0.61
0.61

2. “Relate and Educate”
α = 0.74

Serve as a role model (e.g., sharing personal experiences)
Teach skills (e.g., job, life, HIV disclosure)
Build relationship to guide patient (e.g., mentoring, coaching)
Remind patient (e.g., of appointments, drug renewals)
Educate regarding health

0.60
0.59
0.49
0.48
0.42

3. “Escort and Support”
α = 0.63

Accompany patient (to appointments or other activities)
Provide instrumental support (e.g., childcare, benefits assistance)

0.46
0.46

4. “Locate and Track”
α = 0.61

Use or track patient information in a database
Locate patient (lost to care; missed appointment; outreach)

0.45
0.45

5. “Beyond HIV Care”
α = 0.60

Support positive goals/future expectations (e.g., help to plan)
Make referrals (to social services, social networks)

0.43
0.43

Table 3   Correlation matrix showing Pearson’s r for five components of HIV Patient Navigation

2. “Relate and Educate” 3. “Escort and Support” 4. “Locate and Track” 5. “Beyond HIV Care”

1. “Beyond the Office” − 0.04 (p = 0.855) 0.36 (p = 0.087) − 0.15 (p = 0.486) 0.16 (p = 0.453)
2. “Relate and Educate” 0.11 (p = 0.594) − 0.21 (p = 0.323) 0.03 (p = 0.879)
3. “Escort and Support” − 0.60 (p = 0.002) − 0.035 (p = 0.871)
4. “Locate and Track” − 0.27 (p = 0.198)
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as they do—as a cornerstone of his model of social medicine 
for the poor, with para-professional community health work-
ers commonly serving as the accompagnateurs for those in 
need of medical care. Although accompaniment in the navi-
gation interventions we examined typically involved escort-
ing individuals to their medical or adjunct appointments to 
ensure that they arrived, received services and understood 
the provider information and instructions, it is possible that 
this act conveyed something more to individuals receiv-
ing navigation services. That is, as taking the time to travel 
with the individual to appointments conveys an interest and 
investment in their health and well-being, the awareness of 
that investment may play an important role in establishing or 
enhancing the relationship, which according to both naviga-
tors and patients is an essential mechanism by which clients 
are connected to care [52, 53]. To the extent that accom-
paniment places the navigator on a path with the patient, it 
may provide the conduit to education, and the motivation 
to make the changes patients need in order to improve their 
health, allowing navigators to model behaviors and skills, 
build client independence and self-efficacy [52] and rein-
force trust [53].

At the same time, not all interventions included accom-
paniment. Results of the components analysis revealed that 
accompaniment and instrumental support are less likely to 
be parts of navigation programs when locating individuals 
or tracking their information within a database are included. 
Indeed, although database tracking/updating was not a com-
mon navigator activity, a scan of the five interventions that 
did include this activity [28, 29, 35, 40, 45] revealed that 
none of them included accompaniment. It’s possible that 
navigation programs for which an important aspect includes 
using data systems (e.g., HIV surveillance data, clinic data) 
to locate individuals who’ve not linked to or remained in 
HIV care in order to re-link and engage them back into 
care are not able to provide the more intensive support 
that accompaniment requires. Public health ‘Data-to-Care’ 
strategies have been successful at using surveillance-based 
laboratory data (i.e., CD4 and VL test results) to identify 
patients who’ve fallen out of HIV care, and sharing their 
names with health departments so that outreach workers can 
locate them and help them return to care [54, 55]. These 
outreach programs are themselves labor intensive with a nec-
essary focus on initial stages of engagement. Should locat-
ing and tracking activities be part of data-to-care programs, 
this would explain why other resource-intense services such 
as accompaniment are typically not also provided. Alter-
natively, these two types of activities might be provided to 
patients as part of a broader support program but delivered 
by staff with different roles (that is, roles not specifically 
assigned to navigators).

On the surface, it may seem that the five components or 
domains of navigation are inconsistent with the results of 

the frequency analysis. That is, not all frequently occurring 
activities are included in the five domains, and some activi-
ties of the five domains do not occur frequently. However, it 
is important to note that these findings tell us about differ-
ent ways of thinking about navigation. On the one hand, the 
components analysis maps out higher-level domains defin-
ing the construct of navigation. From these five domains, 
we can say that key defining features involve: going beyond 
office-based care (and meeting the patient where they are at); 
building a relationship through which individuals receiving 
navigation services pick up information and skills; accom-
panying individuals on their journey to wellness and provid-
ing strategic support that makes this journey feasible; being 
aware and not losing sight of individuals by locating them or 
tracking them so that they don’t miss out on care; and focus-
ing more holistically on their goals and non-HIV care needs. 
The marginally significant positive association of “Beyond 
the Office” (home visits and transportation support) and 
“Escort and Support” (accompaniment and instrumental 
support) may reflect the fact that both address practical bar-
riers to service utilization that patients experience. On the 
other hand, the frequency analysis tells how each domain 
is being enacted. For example, if we look at the navigator 
activity categories that are commonly included (by at least 
half of the programs), we can see that the “Escort and Sup-
port” domain is almost always enacted through both accom-
paniment (72%) and instrumental support (50%). “Relate 
and Educate” is typically enacted through health education 
(56%) and not infrequently with a specific goal to build a 
relationship with the patient (46%). “Beyond the Office” is 
typically enacted with providing or arranging for transporta-
tion support (54%) but not infrequently with home or other 
location visits by the navigator (42%). A focus “Beyond HIV 
Care” is often enacted via referral to services (50%) but also 
sometimes enacted by focusing on broad goals or expec-
tations for the future (25%). As previously noted, “Locate 
and Track” may be a domain included in only certain types 
of navigation programs, with activities of locating patients 
and tracking information utilizing a database not frequently 
enacted by programs (37% and 21%, respectively).

Several high frequency items did not map directly onto 
a specific domain, which may reflect the lack of specificity 
of those activities. For example, collaboration/coordination 
is a role as well as an activity, and it may have co-occurred 
with so many of the other activities across the domains that 
it could not be unique to any single domain. Other less fre-
quently mentioned activities may have suffered from lack 
of distinction as navigators’ activities. For example, assess-
ing needs and addressing barriers can be functions of case 
managers, care coordinators and patient navigators, or may 
even reflect shared duties. Indeed, case management itself 
was a navigator activity sometimes mentioned, and it was 
included in our analysis only when it was specifically noted 
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as being something the navigator did. Thus, our analysis 
reflects navigators’ roles and activities and not necessarily 
navigation-type programs overall. These issues highlight 
the need for increased clarity regarding navigator roles and 
duties, as well as increased clarity of published descrip-
tions of navigator interventions. Although in theory case 
management, care coordination and patient navigation are 
sometimes said to be distinguished by characteristics such 
as whether they are time-limited, for newly-diagnosed vs 
established patients, for comorbid conditions vs economic 
and sociocultural challenges, or even by whether they are 
provided by peers or professionals, in practice, these distinc-
tions appear to be blurred. Clear and consistent definitions 
will be helpful as we better understand and replicate effec-
tive navigator interventions and to determine which elements 
are most likely to lead to improved outcomes [18, 56].

Finally, less common activities might have reflected 
unique ways that navigator programs are tailored to the 
populations they serve. Often, navigation is one element of 
a multi-component intervention which may be tailored to, 
or uniquely combined with other services specific for an 
intended population. For example, programs for those being 
released from corrections facilities might require the naviga-
tor to engage in discharge planning or liaise with courts [32, 
42] whereas navigation services for marginally housed or 
homeless individuals might require specialized knowledge 
about and outreach to housing agencies and the provision of 
rental assistance [57, 58]. Still other navigation programs 
might be combined with the delivery of other evidence-
based HIV interventions, or occupational or mental health 
interventions, depending on the skill set or training of the 
navigator. This reflects less of a problem for understanding 
the core aspects of navigation and more of a need to clearly 
identify auxiliary activities of a navigator.

This study is not without limitations. Navigation pro-
grams that were not evaluated or published would have been 
missed. Yet, the use of a systematic approach to the litera-
ture search and program identification does decrease study 
selection bias. However, as the use of the terms ‘navigation’ 
and patient navigation interventions were introduced to HIV 
care fairly recently, we chose to include ‘navigation-like’ 
interventions so as not to miss relevant programs. To do 
so we identified interventions that included persons directly 
helping patients address barriers and find their way to obtain 
HIV care and other needed services. On closer inspec-
tion, these ‘navigation-like’ interventions often described 
case management or care coordination programs that were 
multi-faceted or were described as ‘enhanced’ or ‘intensi-
fied’ beyond usual services. Nevertheless, inclusion of sev-
eral studies needed to rely on pre-determined expectation of 
what constitutes patient navigation, and this may have added 
bias to the results.

Due to limited space, published reports are not always writ-
ten to fully describe all of a navigation program’s activities. 
Where there were linked program descriptions, we reviewed 
them. However, not all studies had linked papers and omis-
sions due to these limited descriptions may be reflected in the 
analysis. Further, abstraction processes can be imprecise and 
even with the use of multiple coders, interpretation differences 
could have affected activity delineation. Similarly, decisions 
about ‘lumping’ or ‘splitting’ activities into meaningful navi-
gator categories necessarily reflects some subjectivity. Future 
research will want to continue to examine the clustering of 
navigators’ activities as their use and their roles expand. 
Finally, internal reliability was in the borderline range (that is, 
alpha ≥ 0.60 to < 0.70) for several of the navigation domains 
identified through Principal Components Analysis. We set a 
cut-off at alpha = 0.6, which is not uncommon in exploratory 
investigations such as this one. The small number of items 
within each of these components also likely contributed to the 
lower internal reliability. Further work is needed to determine 
if these are stable components or whether they fluctuate as 
new and/or more precisely described navigation programs are 
implemented.

To our knowledge, this represents the first attempt to use 
empirical data to examine and refine the construct of health-
care navigation as it applies to HIV care. We identified seven 
activity categories common to most HIV patient navigator 
programs (accompaniment, education, collaboration/coordi-
nation, linkage services, transportation support, referrals, and 
instrumental support), and five overarching navigator domains. 
These domains—providing services outside of the confines of 
the office, educating about health and building a relationship 
through which guidance is provided, accompanying the patient 
and providing direct instrumental support to address barriers to 
care, locating patients and tracking information about location 
or care in a database, and addressing needs indirectly related 
to HIV care—capture the unique approach that HIV patient 
navigation can add to current healthcare services. Further, this 
information about navigator roles and activities can be useful 
not only to further research on the effectiveness of patient navi-
gation for improving key HIV care continuum outcomes, but 
also as a guide for clinics or community organizations that are 
developing or enhancing their own patient navigation services.
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