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EXECUTIVE SUMMARY

This deliverable sets the strategy to develop Task 3.1 —Capacity building activities for
the pilot implementation in the four pilot sites. Moreover, this deliverable develops the
materials for the health navigator training as well as providing the means to implement
the intervention. In this regard, this document is conceived as a “living document”
allowing the project partners to support the development and strengthen the skills,
abilities, processes, and resources that professionals and organisations need to adapt

for the pilot implementation of the Health Navigator Model to thrive in their local context.



Previous research has consistently demonstrated that people experiencing
homelessness are at increased risk of experiencing poor health-related outcomes.
Infectious diseases, mental health conditions and substance-related disorders are all
over-represented within the homeless population (Fazel, Geddes & Kushal, 2014), while
rates of premature mortality are significantly higher than in the general population with
an average age of death being just 47 years old (Thomas, 2012). Critically in the context
of this project, cancer-related mortality has been found to be twice as high when

compared to the general adult population in high-income countries (Asgary, 2018).

These poor health-related outcomes may be explained both by behaviours known to
increase risk of ill health, and also by the existence of barriers in accessing what are
often highly complex and fragmented health and social care systems. In particular, it has
been found that people experiencing homelessness often present with symptoms that
are missed by primary and secondary prevention strategies and are therefore over-reliant
on acute healthcare settings such as emergency hospital departments (Field, Hudson,
Hewett & Khan, 2019). Issues with access to appropriate healthcare for this population
are often compounded by lack of insurance, legal problems, risk of stigmatisation and
experienced discrimination (Hwang et al., 2013; Lebrun-Harris et al., 2013). While it is
essential that steps are taken to prevent homelessness, there is also a pressing need for
interventions to guarantee timely access to healthcare for those who are currently

homeless.

‘CANCERLESS: Cancer prevention and early detection among the homeless population
in Europe: Co-adapting and implementing the Health Navigator Model’ is an EU Horizon
2020 project that aims to design and implement a person-centred and community-based
intervention called the Health Navigator Model (HNM) with people experiencing
homelessness to facilitate their access to cancer prevention and screening. The HNM
will combine the principles of two existing frameworks, both of which have been shown
to improve the health outcomes of marginalised and underserved populations: the

Patient Navigation Model and Patient Empowerment.



The Patient Navigation Model (Freeman, 2012) is an intervention whereby a worker or
team of workers (navigator(s)) promote and facilitate timely access to healthcare and
take steps to reduce any identified barriers to care. While existing patient navigation
programmes have targeted a wide range of population groups and health outcomes, they
have most commonly been used to address the prevention, diagnosis, and treatment of

cancer (Kokorelias et al., 2021).

Patient Empowerment is a process through which people gain greater control over
decision-making and actions relating to their healthcare (WHO, 1996). In this regard,
programmes which adopt Patient Empowerment principles are generally focused upon
encouraging people to actively participate in their health, and often make use of

education and awareness building as a key tool for empowerment.

While existing evidence strongly indicates that both the Patient Navigation Model and
Patient Empowerment are promising approaches for overcoming health inequalities,
there are currently limited examples of this sort of framework being used specifically
with people experiencing homelessness outside of North America. Consequently,
CANCERLESS project has focused on engaging and working collaboratively with
stakeholders to ensure that the HNM is designed in a way that is suitable for and meets
the needs of health and social care providers and the homeless population in the
European context. However, many failures in the implementation of new interventions
are due to the lack of adaptation or missing the capacities / capabilities needed for the

implementation.

For that reason, this deliverable sets the strategy to develop Task 3.1 —Capacity building
activities for the pilot implementation in the four pilot sites. These guidelines present the
first deliverable of Work Package (WP) 3 - “Pilot Implementation of the Health Navigator
Model in real-life settings” of the CANCERLESS project, the overarching aim of which is

to set the capacity building strategy for the partners to implement the intervention.
This document is divided into four sections:

The first section of this document provides the framework for understanding the

concept of capacity building as a shared starting point for the consortium.

The second section describes the benefits of the capacity building for the pilot sites and

states the target groups of the capacity building.



The third section develops the Capacity Building Cycle and its five phases (preparation,
needs analysis, planning and programming, implementation of the activities and
evaluation), describing the methodology to prepare the adoption of the intervention into

real-life settings.

The fourth and final section develops the capacity building materials (health navigator

training and the different means for the intervention).



GENERAL DESCRIPTION OF THESE GUIDELINES

How do pilots benefit from Capacity Building?

The current structure of healthcare services should, in principle, be able to offer person-
centred care. In the case of cancer care pathways, this also includes health promotion
and prevention, early cancer diagnosis, and timely and appropriate cancer care.
However, in reality, the current structure of healthcare services is fragmented with care
providers working across different organisations. In this context, the homeless
population is left completely outside of the healthcare system facing different barriers
in the access of preventive and screening services. For this reason, health navigators,
delivering effective, equitable and person-centred care across health and care systems,

is also challenging.

CANCERLESS is testing this innovative approach for cancer prevention in four pilot sites
requiring high levels of capacity planning for the successful implementation of the
Health Navigator Model. Pilot capacity building in this context addresses the need to
adopt, adjust and upgrade knowledge and competencies regarding this new intervention
of the main actors (health navigators, shelters, primary healthcare services, cancer
screening services and civil society groups) in the provision of cancer prevention
services for the homeless population in the four pilot sites. This is necessary to make
sure that the mentioned actors understand this new model and are able to fully
accomplish their role for the implementation of the intervention, breaking silos and

working collaboratively.



Who should use these Guidelines and materials?

These guidelines and materials can be used by project partners and other organizations
willing to adopt the Health Navigator Model. For this reason, it is of importance that
project partners gain full insight and a better understanding of the capacity building cycle
to set what is needed for the successful implementation of the Health Navigator Model,
so they are better placed to offer navigation services to the homeless population and
accomplish WP3 objectives. The section 3 of this document is also important for project
partners, but also for the organizations involved in the pilot implementation, as it will
provide a guide for the capacity building assessment of needs in order to create the
capacity building action plan. Finally, the section 4 of this deliverable provides materials
and tools for the implementation organizations that will be used for the training of the

health navigators and to homogeneously conduct the intervention.
Table 1. Suggested target groups.

Section Suggested target group

Section 2. The concept of Capacity building « Project partners

Section 3. The Capacity Building Cycle » Project partners
Phases » Implementation organizations

Section 4. Resources for Capacity Building « Implementation organizations



Capacity building has become a popular term in different disciplines and policy sectors,
from development policy to implementation research or health system reforms.
Ultimately, it implies that human resource development is key to organizational
improvement at all levels. In particular, in health and social care, contemporary
challenges that push for continuous system transformations require the organisations

and workforce the continuous ability to adapt and transform.

There is a multitude of concepts and definitions about what exactly “capacity” ought to
refer to. Usually, most of the concepts refer to the abilities of individuals or organizations
to perform functions and to achieve stated objectives. However, capacity may also mean
more than purely technical competence, or the availability of sufficient financial or
material resources. For the purpose of this deliverable, capacity is understood as
dynamic and multidimensional, as the ability of an individual, an organization or a system

to perform functions and to meet objectives effectively and efficiently.

In terms of the pilot implementation and deployment of the Health Navigator Model,
capacity measurement is seen from the perspective on how the model is going to be
adapted and the changes needed to be done or what usual procedures need to be more

flexible for the successful implementation of the intervention.

In this regard, the CANCERLESS Consortium understands capacity building as a process
that increases the ability of professionals and organizations to meet the pilot
implementation’s objectives. Furthermore, in the long-term, this activity is also
understood as a key aspect to guarantee the sustainability of the Health Navigator Model
by inducing, or setting in motion, multi-level change in professionals and organizations,
as well as, systems seeking to strengthen their capabilities to answer the health needs

of the homeless population through better coordination of provided services.

Capacity-building is defined by the United Nations as the process of developing and
strengthening the skills, instincts, abilities, processes, and resources that organizations
and communities need to survive, adapt, and thrive in a fast-changing world. Based on
the definition provided by the United Nations, CANCERLESS Consortium is committed to

generate and champion person-centered models for cancer prevention and care, going
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beyond the pilot implementation to changing health and care systems and service
delivery. For that reason, tailored strategies are needed for each pilot site and this

deliverable comprises a common methodology and materials.

Capacity building consists of phases (needs assessment, formulation of strategies,
implementation of actions, monitoring and evaluation, re-planning) which are closely
linked, and not necessarily chronically sequenced. For this three-month capacity-building
phase, the Consortium will focus on the needs assessment, formulation of strategies,
implementation of actions and evaluation. The results of the evaluation of the capacity
building will not only inform WP3 leader (PROLEPSIS) about the main strengths and
weakness needing careful monitoring during the pilot implementation, but will also
ensure that the piloting is going as planned, with problems being resolved on time.
Moreover, the results of this evaluation will be used in the framework of WP5 — “Blueprint
for a transformation of the cancer care for the homeless across health and social care
systems in Europe”, considering the valuable lessons learned into the recommendations

at policy level.

For the successful implementation of the Health Navigator Model, capacity building is
understood broader than mere training and CANCERLESS Consoritum understands that

capacity building takes place on three levels in order to be effective and sustainable:

o the systems (or institutional) level, e.g., the regulatory framework, policies and
frame conditions that support or hamper the achievement of certain policy
objectives;

e the organizational (or entity) level, i.e., the structure of organizations, the
decision-making processes within organizations, procedures and working
mechanisms, management instruments, the relationships and networks between
organizations;

e the individual level, i.e., individual skills and qualifications, knowledge, attitudes,
work ethics and motivations of the people working in organizations.

11
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Figure 1: Levels of Capacity Building

These three levels are interdependent and changes on one level will have an impact on
the other levels. The CANCERLESS Consortium will focus its capacity building at each of
these levels, that will influence capacity of the other levels as well. Therefore, capacity
building activities will have to address the needs for capacity building at all levels in the
pilot sites in order to ensure sustainability far above mere pilot implementation success
but also ensuring that person-centered principles remain in the care services delivery for

the homeless population beyond the pilot implementation.

The common ground for the capacity building is developed as a cycle, being a continuing

process, which consists of several interrelated elements:

e the assessment of capacity building needs through analytical activities

e the formulation of capacity building action plans involving main relevant
stakeholders

e the implementation of capacity building actions by partners and other main
stakeholders involved in the implementation of the intervention

e the evaluation of the impact of capacity building activities (the learnings during
this last phase will inform about what needs special attention during the final
stage)

e implementation follow-up, as well as the results of the evaluation will feed the
policy recommendations.

12



Figure 2: CANCERLESS - Capacity Building Cycle
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THE CAPACITY BUILDING CYCLE: PHASES,
PROCESSES AND ACTORS

For the CANCERLESS Consortium, capacity building is understood as a cyclical process.
Moreover, the Consortium acknowledges that there is no “one size fits all” capacity
building cycle because the pilot implementation capacity building will take place in four
different countries with different health and care systems and relevant actors. Therefore,
the capacity building cycle will be different from one pilot to the other. Yet, in this
deliverable we appraise a common methodology to be followed in all capacity building
processes for the implementation of the Health Navigator Model. In this section, the 5
phases (preparation, need analysis, planning, implementation, and evaluation) will be
outlined from the readiness evaluation to the evaluation of the impact, understanding
that the phases are not always carried out in a sequential manner; rather they can take
place simultaneously, in loops, and in a non-sequential way depending on local

conditions and needs.

Phase A: Preparation

The preparatory phase of the capacity building cycle addresses the establishment of the
work process at pilot level'. For this purpose, the formation of the pilot implementation
team is needed so they will identify the need for capacity building. The decisions will be

done collaboratively by all the members of the pilot implementation team.

Phase B: Analysis of Capacity Building Needs

In this phase, all the pilot sites will draft an initial pilot implementation plan, where all the

steps for the intervention will be agreed and all the main stakeholders will be identified.

T See Annex 1. Capacity building materials
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This preparation for the action will enable the project partners to envisage the

operationalization of the pilot interventions in their sites by the first time.

Based on this initial draft, the pilot implementation teams will conduct an initial
assessment process which will bring the pilot implementation team different results and
insights, requiring different capacity building actions. Afterwards, using the drafts of the
pilot plans, the main stakeholders in the health and social care services will be invited to
participate in the implementation of the Health Navigator Model through telephone calls
and emails where the project and the intervention will be explained. After accepting to
participate in the intervention, a more concrete consultation will be conducted to collect
and gather their input identifying key issues for the implementation of the pilot. The
needs assessment will be conducted by the academic partners in each pilot site by
providing support exploring the needs and/or facilitating the discussion. In this regard,
the capacity building process will require close coordination between the academic
partners and the implementation organizations. Furthermore, the analysis phase
identifies existing capacity gaps pertaining to service delivery functions. Therefore, it is

also important to keep the assessment process flexible.

The result of this phase will be a preliminary list of capacity building needs pertaining to
the implementation of the Health Navigator Model in the four pilot sites and the main

stakeholders involved.

Phase C: Planning and Programming

Based on the identified needs, the pilot implementation team will draft an internal
capacity building plan to conduct clearly defined activities and actions. At the end of
this phase, pilot sites will have a capacity building action plan which outlines capacity
building strategies, time schedules, and institutional and operational arrangements for
the pilot implementation. The draft plan will also identify the needs for external support
(e.g., a hospital delivering screening services which is not part of the consortium), the
cooperation mechanisms between the various main stakeholders, and a more definitive

version of the pilot implementation plan including pilot management structures.
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Furthermore, the plan and its capacity building actions should contain indicators to be

used to assess progress achieved and impacts made on the pilot sites capacities.

Phase D: Implementation of Capacity Building
Measures

In this phase of the cycle, project partners will put in place capacity building actions and
activities based on their tailored planning to respond to their specific needs. Moreover,
partners will provide continuous monitoring of the accomplishments of these actions
and activities to ensure that the capacity building process stays on track and that

improved capacity for the implementation of the Health Navigator Model is achieved.

Phase D: Evaluation of the Capacity Building Process

The final phase of the capacity building cycle deals with the evaluation of outcomes and
impacts obtained from capacity building at the pilot site level. Performance indicators
formulated as part of the Capacity Building Action Plan should facilitate the assessment
on how the implementation organizations or individuals (including health navigators)
have improved their performance for the implementation of the pilot. Based on this
evaluation, special attention will be given to the different aspects during the follow-up

and monitoring of the pilot implementation in each site.
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MATERIALS FOR CAPACITY BUILDING

Health Navigator Training

The Health Navigator Training comprises the main features and contents of the training

to be delivered to the professionals to become “Health Navigators”.

Features of the Training

- Timing of the training (10 hours).

- Face-to-face.

- Translated materials into national languages.
- 5modules.

- Participatory methodology.

- Evaluation (understanding of the core contents & satisfaction of the course).

Contents of the Training?

Based on the results of WP2, the training course is structured under the following

learning modules:

o CANCERLESS, Health Navigator Model & Pilot Plan
CANCERLESS (general information of the project)

The Health Navigator Model (general information of the model,
including role and responsibilities of the Health Navigator)

The Pilot Implementation Plan (specific information of the pilot
scope and activities)

o Population-specific knowledge
Causes and impacts of homelessness

Different forms of homelessness

2 See Annex 2. Training materials
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Safeguard
Health issues and barriers faced:
o Mental health
o Substance use
o Communication and interpersonal skills
Simple language
Strategies for engaging this population.
o Motivational interviewing
o Psychosocial interviewing
Problem-solving skills
Cultural competence
Trauma-informed care and harm reduction
o Trauma-sensitive conversation techniques
o Cancer/health education
Types and prevalence of cancer
Risk factors
Symptoms
Preventative strategies
o Local context and resources:
General information of health care system
o Organization of the health care system
o Access to the health care system

o Assessing and overcoming barriers for accessing health
care system for the homeless population

General information of social services for homeless population
o Organization of social services
o Social services available for homeless population
o Community resources available for homeless population
Cancer screening programmes

o Available screening programmes

18



o Existing cancer screening guidelines

o Assessing and overcoming barriers for accessing cancer
screening

Means for Pilot Implementation

In this section, tools, documents, activities, and services required to support successful

pilot implementation are presented:

O

O

Identifying users: document to identify each user of the navigation
services.

Appropriateness for Screening assessment tool: tool to assess the
accomplishment of screening criteria.

Monitoring sheet: document to collect information regarding the different
interventions carried out with the users.

“Who can support you” - The multi-disciplinary team: document to fill in
with the different contact persons to facilitate inter-agency collaboration.

19
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ANNEXES

Annex 1. Capacity building materials

CANCERLESS
Capacity Building

PREPARATION

Identification of the "Pilot implementation

team”

ANALYSIS OF CAPACITY NEEDS

Draft of initial implementation plan

Identification of services and main
stakeholders to present and motivate

participation in the project.

Consultation will be conducted to collect and
gather care team's input identifying key

issues for the implementation of the pilot.

PLANNING AND PROGRAMMING

Internal capacity building plan
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More definitive version of the pilot
implementation plan including pilot

management structures.

IMPLEMENTATION

Capacity building actions and activities to
respond to the specific needs are put in

place.

EVALUATION

Perform an evaluation using indicators in the

capacity building plan
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Annex 2. Training materials

CANC

Model & the pilot implementation plan

cancerless
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ERLESS, the Health Navigator

The CANCERLESS Project has
bean fnded by tha Europaan
Commissian's Frogramma Horizon
2020 under the Grant Agreement

Cancer is one the leading causes of death in Europe in the general population with reports noting the cancer-related mortality twice as high in the
homeless population. Reasons for this excess are linked to risky health i as well as signif barriers i by homeless people
when trying to access the often highly fragmented health care systems. Timely and evidence-based preventive strategies, including optimising health
care pathways provide a solution to the high cancer mortality. They could improve overall health outcomes in this underserved population.

n T Reeivering | o
cer prevention and screening services for

CANCERLESS includes partner isati with long-standing i in working in health and social care for the homeless in the south, east,
northwest, and central Europe, and academic institutions and local governments.

The consortium is made up of 11 partners, 4 research partners, 2 public authorities (one of the social services and the other one of health), 2 NGOs, 1
Small and Medium Size Enterprises (SMEs) and 2 Non-profit International Networks.
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ives and i of different i n ary to develop ive research, and protocols related to cancer
prevention provision and policy making.
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MODULE 1

The CANCERLESS project aims to deliver an innovative solution as an aggregate intervention based on the combination of the tested Patient Navigator Model and
Patient Empowerment Model to create the Health Navigator Model for Europe.

This care model serves to virtually integrate the fragmented health care system eliminating the barriers for timely care across the health care continuum
(Freeman, 2012).

Patient Navigation is a proven effective patient-c
overcome health inequalities and facilitate timel
health and psychosocial care through the cancer
Association, 2015).

Patient Navigator is designed to provide a sustainable service to improve health patient satis { no-show rates and reduced disparities
in care (The Centre for Healthcare Affairs, 2012).

From a healthcare system approach, the Patient Navigator has shown benefits reducing hospitals costs avoiding revenue loss and even increasing revenue (The
Centre for Health Affairs, 2013).

Patient Navigation, has shown to be potentially applicable to a wide variety of populations affected by disparities (including racial and ethnic minorities, residents
of rural areas, or women for example), across the cancer continuum (prevention to survivorship) and to different cancers (breast, cervix, colorectal and prostate)
(Paskett et al., 2011; Freeman, 2012).

However, even as the Patient Navi has great ility potential to i ional health care contexts (Fillion, 2012), there is still no evidence
of its application among the homeless in Europe

cancerless
02 =

MODULE 1

NEED FOR URGENT INNOVATIVE AND SUSTAINABLE MODELS OF CARE
FOCUSED ON THE PATIENT AND THE CONTINUITY OF CARE

Patient Navigators Model (PN)

to overcome cancer health inequalities

to reduce health and social care
systems costs by making the best
use of finite resources
« provision of patient-
centred care
: health promotion through all phases of the cancer
+ counselling and support ® :
to navigate the experience
healthcare system

to improve health outcomes and
satisfaction with care

03

MODULE 1

Moreover, Patient Empowerment has also shown improvements in patients’
outcomes (Tataw, Bazargan-Hejazi, James, 2011; Harrington, Noble & Newman,
2004; Post, Cegala & Miser, 2002). In this regard, interventions addressing gaining
of control, which includes people taking the initiative, solving problems, and
making decisions’, have shown more satisfaction with care (Mullins, Shaya, Blatt &
Saunders, 2012), improved self-efficacy and self-management (Tataw, Bazargan-
Hejazi, James, 2011) and as well as greater to and dical
appointments (Cegala, Marinelli & Post, 2000).

Patient empowerment is defined as ‘a Irpplemenlalion science shows the use of lhe. emp:)wermenl slra\egiesAto be effective to prevent
process through which people gain d|sea§es anq promotg health by pi (TQI et al. 2015;
greater control over decisions and Cl kakis, 2010; Fig Moseley, 2006). Yet, only a few small-scale studies to date have
actions affecting their health’ (World been conducted using the Patient Navigator to address cancer prevention and timely cancer
Health Organization) is a key theme detection for homeless world-wide, but results from North America show the value of these
within global health and social care interventions by mitigating screening barriers at the systems, provider, and individual levels
strategies. (Agary, Garland, Jakubowski & Sckell, 2014; Agary, Garland & Sckell, 2014; Lofters, Moineddin,

Hwang & Glazier, 2013; Asgary, Sckell, Alcabes, Naderi, & Ogedegbe, 2015).

cancerless
04 -
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MODULE 1

In 2017, FEANTSA stated that at least 700,000 people are homeless in Europe, with at least 60% of
these being in emergency shelters or temporary accommodation there is an opportunity to adapt
the Patient Navigator and Patient Empowerment, and use the resulted Health Navigator Model in
these non/semi-permanent housing to prevent, support and navigate with the homeless
population the unfamiliar health services where routinely screening could be done.

Such models are completely compatible with the EU Cancer Control Joint Action policy paper on tacking social
inequality in cancer prevention and control in the European population, where embedding equity with cancer
prevention policies in all EU member states with special emphasis on socially vulnerable groups is outlined.
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MODULE 1
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Interventions to improve cancer screening in homeless population

Tailored cancer health education and counselling (face-
to-face, phone, printed materials, lay language, English
and Spanish), and health navigators for cancer

Providing counselling and education on cancers and their risks and consequences, screening methods and
their risks and benefits, screening barriers among homeless people, screening results and subsequent care,
and the navigators' role and services

screening

Patient perception and personal risks L ing and
Establishing trust

patient's percepti
Creating and reinforcing trust between homeless people and the staff at shelters, drop-in centres, and
screening facilities

, and targeted risk assessment and discussion

d follow-up Making screening during clinical or later, for screening with
participants or caseworkers, reminder visits or calls for procedures, following up with patients if they have
missed an appointment

Instructing on preparation for screening tests when needed, and addressing concerns during screening day

Screening test preparation
i i patients to and from procedures if needed, and helping with reaching and navigating screening

T ind ing patients

sites
Obtaining and documenting screening results Helping to obtain screening results, and communicating the results with patients and providers
Facilitating follow-up appointments with providers after Following up to ensure continuation of medical care after tests and subsequent procedures if needed
screening
Support and coordination Reinforcing support system and coordinating with an individual's caseworker, social worker, or substance-
abuse counsellor when needed

Partnership with service providers ing with

and screening facilities for flexibility in service processes

* cancerless

Source: Asgary, R. (2018). Cancer Screening in the homeless population, The Lancet Oncology, 19(7) E344-E350

MODULE 1

This presents a missed opportunity to reduce the cancer burden in this marginalised population. Altogether
combining the Patient Navigator with Patient Empowerment programme holds the promise to both overcome
inequalities in cancer care and create a comprehensive person-centred model for cancer prevention: The
Health Navigator Model.

The Health Navigator Model is an evidence-based patient-centred intervention that develops patient empowerment through health
education and social support, promoting timely access to primary and secondary prevention services.

In this regard, through the co-adaptation of the Patient Navigator & Empowerment programmes, the Health Navigator Model will
deliver person-centred cancer care for the homeless population. In this regard, primary and secondary cancer prevention strategies
will be facilitated by the Health Navigator, to improve health outcomes, to reduce risky behaviours, to increase patient satisfaction,
to decrease no-show rates and to reduce disparities in care.
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MODULE 1

Using the C I Fi for ion and the and the Reach, Effectiveness, Adoption, Implementation and Maintenance

based on i ion science know-how, the CANCERLESS project aims to reduce the gap in health inequalities for the homeless
population. So, CANCERLESS reduces the cancer burden, which will, in turn, reduce associated costs across health and social care systems in Europe.
Moreover, the CANCERLESS project aims to harness the ive potential of the i d care in cancer as well as provide health and
social care policy recommendations for the adoption and implementation of the Health Navigator Model across Europe.

The three -year project is structured as follow in 7 Work Packages (WP) (illustrated below). There are three overall WPs: project management and
(WP1); & ility (WP6); and ethics and data protection (WP7) the other four WPs aim to co-adapt,
implement and evaluate the Health Navigator Model in Europe and inform policy and practices with its results.

Work stream structure

entationof the Health

Pilot imple
Navigator Wodel in reaklifn settings

cancerless
] =

MODULE 1

Five avenues

First one is targeting the c ion of the Health ig Model through the foundation of the existing evidence on its application with the
real-life needs of the homeless, professionals, and p: through a participatory process.

The second avenue will aim to implement and test the Health Navigator Model in real-life settings. Before testing, capacity building activities for
the pilot implementation will be carried out. Consequently, the piloting will be with a itudinal cohort study of in 3 EU
Member States (Austria, Greece & Spain; total n=1000) and UK (n 500) in a pre- vs. post-intervention, for 18 months, to assess whether this
intervention can improve the delivery of evid based, based primary and ndary cancer p for

The third avenue will assess the cost-effectiveness of the interventions from the healthcare perspective through empirical analysis and
microsimulation modelling of patient service use and outcomes. The fourth avenue will focus on the CFIR framework to guide the
implementation planning, organization, and conducting and use the RE-AIM framework to evaluate the impact and the optimum processes for
implementing and disseminating the Health Navigators Model in health and social care practices, for the first time in Europe. CANCERLESS will
use both frameworks of the science of implementation due to combining both results inform at two levels: the process and the overall impact of
the implementation.
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CFIR constructs are organized into five major domains focused on the process of implementation and, as applied to this study, are characteristics of
the Health Navigator Model (e.g., evidence strength and quality, complexity); the outer setting (e.g., the homeless needs and resources); inner setting
(e.g., compatibility of Health Navigator Model with existing programs, leadership engagement); the process used to implement the program (e.g.,
quality and extent of planning, engagement of key stakeholders); and the fifth domain, characteristics of individuals involved (e.g., knowledge and

attitudes).

But |n order to complement this and having a greater picture of the factors beyond effectiveness thal can affect program impact, The Reach,
Adoption, ion and (RE-AIM) framework provides a p to ing an intervention’s

overall public health impact. In the RE-AIM, Reach the p ge and repl i of pamclpants, Effectiveness addresses the

impact of the intervention on the targeted outcome, Adoption addresses the proportion and representativeness of settings that deliver the program,
Implementation addresses the extent to which the program is delivered as intended, and Maintenance addresses both the |nd|vndual and
organizational (setting IeveI) program dellvery over ume Of these RE-AIM dil i Reach and i are i di s,
Adoption and I are Of ing-level di i and Mai has both i l-level and izati ing
level dimensions.

Based on CANCERLESS results, the fifth avenue WI|| design the blueprint for a transformation of the cancer care pathway for the homeless
and based policy recor

cancerless
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Following the completion of a systematic scoping review and an 1
exploratory qualitative study in WP2, the final stage of data collection
was a series of focus group discussions conducted with key

a i and setting
program goals

stakeholders and il i with lived i of 2. Specifying community characteristics;
The aim of these focus group discussions was to work collaboratively 3. Defining the DOIH‘(_S) of intervention within the cancer
with stakeholders to co-adapt the HNM to ensure that it is suitable for continuum  focusing on primary and ~secondary
and meets the needs of the homeless population and health and social prevention; Determining the setting in which navigation
care providers. services are provided;
It was intended that the focus group discussions would inform 4. Identifying the range of services offered and health
decision making with regards to the 10 core components of the HNM, navigator responsibilities;
as defined by DeGroff et al. (2014). 5 D ining the d and At of the
navigator.

6. Selecting the method of communications between
These components cover all the various stages of the intervention, users and navigator;
including the overall design, the remit of services provided, the profile 7. Designing the navigator training;

of the navigator and the evaluation measures.
8. Defining oversight and supervision for the navigators;

9. Evaluating health navigation.

11
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Focus group discussions were held in field settings and/or online via videoconferencing platforms in four countries (Austria, Greece, Spain, and
the U.K.) during December 2021 and January 2022, and were facilif by a multidisciplinary team of from partner organisations of
the CANCERLESS project.

Results from the co-adaptation focus group discussions indicate a high level of consistency and cross-national agreement with regard what the
core components of the HNM should be, and how the intervention should be designed and implemented.

it is proposed that the Health Navigator Model will be a longitudinal, person-centered and community-based intervention focused on addressing
both primary and secondary cancer prevention, as well as reducing wider barriers to healthcare.

The Health Navigators will be professionals who have a background in providing social care and an understanding of the local user population
and will be embedded in settings familiar and accessible to people experiencing homelessness.

The primary aspects of the Health Navigator role will be to identify the health needs and barriers of users, promote cancer awareness and
education, facilitate timely access to healthcare services and cancer screening, and provide practical assistance, delivered through regular in-
person meetings.

The Health Navigators will also utilise wider stakeholders, including healthcare professionals, to deliver the intervention, and will receive both
clinical and administrative supervision.

A comprehensive training package will be delivered to the Health Navigators, covering population specific knowledge, interpersonal skills, cancer
education and local resources.

The country specific findings were then cross-compared and integrated to form an overarching framework which defines the core components of
the HNM, as follows:

cancerless
12 s
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.
Programme goals e o Community characteristics
- Deliver a person-centered intervention, responsive to user needs. -+ Make intervention accessible to people experiencing and/or at risk of
+ Improve and build trusting relationships between users and health all forms of homelessness as defined by the ETHOS typology
: ° ‘ (FEANTSA, 2006).
and social care providers, and between health and social care
providers. - Prioritise those at most high risk of cancer, those not currently
. Promote awareness and understanding of cancer (primary zzg:ged with healthcare services and those with complex support
prevention). )
“ Increase rates and timeliness of cancer screening among
homeless users (secondary prevention). Point of intervention @
- Improve levels of self-care and overall wellbeing among homeless = Build trusting relationships and become embedded within the user
users. population as the starting point for intervention.
. intervention pi ively, with inued care and follow-
up for users where required.
Navigator service :
9 s s Setting
« Identify health needs and barriers. " . - R " o "
« Deliver main navigation activities in settings familiar and accessible
+ Coordinate access to care. to homeless users, and through mobile outreach. Y

« Offer practical assistance.

Facilitate access to formal clinical settings for full cancer screening

and follow-up.
« Promote cancer awareness and self-management. P

13
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Navigator background °

+ Select social or support worker, ideally experienced with user
ion and with i 10 act as navigator.

« Establish and utilise local stakeholders (service managers, clinical
professionals, and peers) to support implementation and delivery.

Supervision

Provide the navi with and clinical supervision
from appropriate professionals, either external or internal.

Utilise a combination of formal observations, peer coaching and
informal ‘check-ins'..

Communication channels

Deliver navigation activities through in person meetings, with optional
phone 'check ins'.

Maintain a presence within spaces familiar and accessible to homeless
users.

Ensure navigator-user meetings take place at regular intervals, with
exact frequency and timing to be decided by users.

Training

Develop and deliver a comprehensive package of training with input from

local stakeholders, covering:
Population-specific knowledge;

- Communication and interpersonal skills;

Cancer education

Local context and resources.

Evaluation

of itative and

Evaluate intervention using a
providers.

Collect pre- and post- data on cancer screening rates; level of user engagement with the intervention; user health and quality of life; and the quality of

relationships between users and health and social care providers, and between different health and social care providers.

Formal ‘check-ins’.

14
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measures, and include direct feedback from users, navigators, and service

+ Develop a personalised approachto assessing user
need

management

+ Seek solutions regarding barriers to care

[
health

needs and
barriers

Develop trusting relationships with and facilitate
communication between local health and social care
providers

Enhance understanding of the needs of PEH among local
health and social care providers

health i d

screening

C

Navigator
Services

Promote

Facilitate the delivery of cancer education

Promote healthy behaviours and preventative
measures

Encourage user involvement in health-related
decisions

Health i

practical
assistance

« Arrange transportation, mobile phones,
clothing, access to hygiene facilities, and
storage of medication

Co-ordinate « Assistwith completion of paperwork

access to
care

MODULE 1
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Intervention model

Navigator
services

Health and Continuous monitoring
Community and maintenance e
Services

First stage Second Stage Regular coodination Exit
Presentation of the Health Navigator Health and Community
intervention Services Health navigator
Individualised X .
assessment Counselling Primary Healthcare Cancer screening
professionals.
Health promotion Cancer screening -
Faciltating accessto Community services
services Health promotion Nurses.
Social workers
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Population-specific knowledge

cancerless

mes el

The CANCERLESS Project has

2020 under tha Grant Agrasment

Causes of
homelessness

* cancerless

Ci tional studies on the of have identified factors that distinguish homeless people from their housed counterparts.
Research into the causes of homelessness suggests complex interactions between individual and structural factors:

. Individual factors associated with homelessness include physical health problems, substance abuse and poor coping skills
. Structural factors include the availability of affordable housing as well as educational and employment opportunities.

Several categories of risk factors have been i with ility to repeated including criminal justice contact, mental illness,
substance dependence, ethnicity, and social networks

The delineation of sub-groups within the homeless population is important for the identification of specific needs, and the delivery of indicated forms of
intervention.

Among 377 first time homeless adults admitted to shelters, Caton et al. (2005) found that older age and arrest history were the strongest predictors of
duration of homelessness over 18 months.

McBride et al. (1998) within a sample of 215 participants found males were homeless for longer durations than females; and those with more severe
psychiatric symptoms were more likely to be homeless for longer durations. Notably, no substance use variables were included in their analyses.

Studies of pathways into homelessness typically point to a series of ruptures involving important social bonds, often compounded by substance use
Johnson and Chamberlain (2008) identified three stages leading to homelessness:

1. separation from the mainstream labour market
2. erosion of support from family and friends
3. acquisition of new social networks in the context of homelessness

MODULE 2
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e
Risk Amplification Model
The Risk ification Model i as the result of successive environmental disruptions, each of which places individuals at greater
risk for homelessness and associated risk factors.
According to this model, in addition to the cumulative effects of progressive risk, risk may be multiplied at each stage because the environmental risks
associated with later phases present i ingly greater to and ion (see Hser, Longshore & Anglin, 2007).
The first experience of homelessness may be a critical point in the process because duration of homelessness may predict the extent to which early risks are
amplified.
References
«  Babayan,M, Futrell, M, Stover, B, & Hagopian,A. (2021). i in Duration of Quality of Life. Social Workin Public Health, 36(3), 354-366.
«  Hser,Y.l, Longshore, ., & Anglin, M.D. (2007). The life ive on drug use - Evaluation Review, 31,515-547.
«  Paradise,M, Cause, AM., Ginzler, J, Wert,S, wruck K. & Brooker, M. (2001). The roleof relti . InB.RSarason &S.
Duck (Eds.). (pp.159-179). New York, NY: John Wiley & Sons Ltd.
«  Whitbeck, LB, Hoyt, DR, & Yoder, KA. (1999). At homel American Journal of
Community Psychology, 27, 273-296.

Different forms
of homelessness

cancerless




Kuhn and Culhane (1998) described a typology derived from their work with shelter users, distinguishing between:
- Chronic user

- Episodic user

- Transitional users

Those who have been homeless for longer durations (usually defined as one year or more) have a greater impact on the public system of care and need the
most assistance.

Individuals who are homeless for longer durations are more likely to have concurrent substance use and mental disorders which, complicates housing and the
recovery needs of individuals

European Federation of National Organisations Working with the Homeless (FEANTSA) has developed a European Typology of Homelessness and housing
exclusion (ETHOS) as a means of i i ing and of in Europe, and to provide a common “language” for
i on

This typology was launched in 2005 and is used for different purposes - as a framework for debate, for data collection purposes, for policy purposes,
monitoring purposes, and in the media. It is important to note that this typology is an open exercise which makes abstraction of existing legal definitions in the
EU members states.

In 2017, the English version of ETHOS and ETHOS Light were re-designed to reflect FEANTSA's new visual identity. Whilst ETHOS remains a comprehensive
framework for experts and academics, ETHOS Light is intended as a ised definition of for statistical purposes,

MODULE 3
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Homelessness is perceived and tackled differently according to the country. ETHOS was developed through a review of existing definitions of
homelessness and the realities of homelessness which service providers are faced with on a daily basis. ETHOS categories therefore attempt to cover all
living situations which amount to forms of homelessness across Europe:

rooflessness (without a shelter of any kind, sleeping rough)

houselessness (with a place to sleep but temporary in institutions or shelter)

living in insecure housing (threatened with severe exclusion due to insecure tenancies, eviction, domestic violence)
living in inadequate housing (in caravans on illegal campsites, in unfit housing, in extreme overcrowding).
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