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Introduction
Hip and knee replacement surgery is common in treat-
ment of advanced osteoarthritis and other orthopaedic 
conditions. Despite reported positive outcomes in the 
reduction of pain and quality of life, a proportion of 

patients still report dissatisfaction postoperatively. As 
many as 20% of patients who undergo total knee re-
placement (TKR) report being dissatisfied with their 
outcomes a year after surgery (Bourne et al., 2009, 2010; 
Bryan et al., 2018; Conner-Spady et al., 2020; Goldsmith 
et al., 2017; Gunaratne et al., 2017; Hamilton et al., 
2012; Lau et al., 2012). Although patients who undergo 
total hip replacement (THR) tend to be more satisfied 
with their outcomes than those who have had TKR, as 
many as 11% of THR patients still report dissatisfaction 
1 year after surgery (Anakwe et al., 2011; Bourne et al., 
2010; Bourne & Webster, 2005; Conner-Spady et al., 
2020; de Beer et al., 2012, 2012; Hamilton et al., 2012; 
Lau et al., 2012; Mahomed et al., 2011; McHugh & 
Luker, 2012; Okafor & Chen, 2019). Recommendations 
for improving patient satisfaction and patient experi-
ence after total joint replacement surgery include in-
creasing the guidance and support offered to patients by 
healthcare professionals, such as having a clinical pa-
tient navigator available to patients before and after sur-
gery (Goldsmith et al., 2017; McHugh & Luker, 2012; 
Sjøveian & Leegaard, 2017; Specht et al., 2018).

Hip and knee replacement surgery is common, yet more 
than 10% of patients who undergo total hip replacement 
(THR) and total knee replacement (TKR) report postsurgery 
dissatisfaction. Recommendations for improving patient 
experience after total joint replacement surgery include 
increasing support to patients, including having a patient 
navigator available to patients before and after surgery. 
This article reports on THR and TKR patients’ experiences 
of using an orthopaedic patient navigator. We employed 
qualitative description to understand THR and TKR patients’ 
experiences of interacting with an orthopaedic patient 
navigator in a community teaching hospital. Telephone 
interviews were conducted with 15 purposefully selected 
total joint replacement patients (TKR: n = 11; THR: n = 4) 
who had at least one contact with the navigator. Interview 
transcripts were analyzed using thematic analysis. Patients 
described receiving physical support services, emotional 
support services, informational support services, and care 
coordination services from the patient navigator. All interac-
tions with the patient navigator were positive. Knowing the 
patient navigator was available for any future concerns also 
provided indirect benefits of reassurance, comfort, and se-
curity. Patients described these direct and indirect benefits as 
potentially having long-lasting and resilient positive effects. 
An orthopaedic patient navigator can have a positive impact 
on patients’ THR and TKR experience and fill gaps in support 
identified in earlier studies. Addressing patients’ complex 
and varied care needs is well suited to a clinical nurse spe-
cialist in the role. Investing in an orthopaedic patient naviga-
tor provides reassurance to patients that their needs are a 
priority and will be addressed in a timely manner.
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To the best of our knowledge, the patient navigator 
role has only recently been extended to orthopaedic pro-
grams. Patient navigators started in oncology (Parker 
et al., 2010) and are gradually being applied in primary 
care (Carter et al., 2018; Valaitis et al., 2017), mental 
health (Anderson & Larke, 2009), pediatrics (Luke et al., 
2018), and various clinical areas in medical programs 
such as cardiac rehabilitation (Scott et al., 2013), heart 
failure (Schell, 2014), pneumonia (Seldon et al., 2016), 
and dementia care (Bernstein et al., 2019). Patient navi-
gator positions may be filled by clinicians or by lay peo-
ple, with the choice of role illustrating the emphasis of 
the particular patient navigator program. Although ap-
proaches vary, patient navigators provide information, 
answer questions, help with care coordination and 
healthcare system navigation, and provide emotional 
support (Conn et al., 2016; Parker et al., 2010; Trevillion 
et al., 2015).

Related contemporary improvements in orthopaedic 
programs—many of which have been driven by moving 
to bundled payments for Medicare patients in the 
United States—have focused on improving care coordi-
nation and have been shown to improve care and lower 
costs (Cook et al., 2008; Courtney et al., 2018; Edwards 
et al., 2015; Iorio et al., 2016, 2017; Pelt et al., 2018; 
Slover, 2016). Although such program improvements 
sometimes include the use of orthopaedic patient navi-
gators or similar roles (e.g., care coordinators), the in-
dependent effects of patient navigators are not usually 
assessed in this literature. Exceptions to this trend in-
clude finding that total hip arthroplasty (THA) and total 
knee arthroplasty (TKA) patient navigators have re-
sulted in lower care costs (Phillips et al., 2019), includ-
ing cost savings achieved through replacing in-home 
physical therapy with telehealth physical therapy 
(Fisher et al., 2019). Patients also reported satisfaction 
with receiving postdischarge support from patient navi-
gators offering telehealth physical therapy or motiva-
tional interviewing, but such support had no or limited 
effects on patient functioning (Fisher et al., 2019; Losina 
et al., 2016). As much more needs to be understood 
about the role of orthopaedic patient navigators on THA 
and TKA patient-reported outcomes, we conducted re-
search on an early Canadian patient navigator program 
in orthopaedic surgery at a community teaching hospi-
tal. This article reports on the patient experience of 
using this patient navigator with the intention to con-
tribute to the orthopaedic literature on patient naviga-
tors and the growing body of literature on patient navi-
gators and patient experience across clinical areas.

Methods
A qualitative descriptive design (Sandelowski, 2000) 
was employed to understand THR and TKR patients’  
experiences interacting with an orthopaedic patient 
navigator.

Study Setting

The patient navigator program is contained within the 
Integrated Care Collaborative (ICC) for hip and knee re-
placement surgery at North York General Hospital in 

Ontario, Canada. The overall aims of the ICC include 
improving patient care coordination, patient satisfac-
tion, and patient health outcomes. The patient naviga-
tor in the ICC is an expansion over traditional navigator 
roles in other areas due to the availability of the patient 
navigator to patients throughout the entire care contin-
uum (before, during, and after the surgery, including 
long-term, postsurgery availability). The patient naviga-
tor acts as a primary contact for each THR and TKR 
patient, addressing issues and concerns before and after 
surgery. The patient navigator role held by a clinical 
nurse specialist (CNS) is embedded within the ortho-
paedic program at the hospital. At the time of the study, 
THR and TKR patients were introduced to the patient 
navigator at standard presurgical education sessions. 
Although all patients have the ability to self-refer to the 
patient navigator, patients requiring immediate support 
or follow-up are directly referred by a clinician (e.g., or-
thopaedic surgeon, preoperative assessment nurse, 
physiotherapist, occupational therapist). Referrals are 
made at any point in the patient’s care, including the 
preoperative period or postdischarge from the hospital. 
The patient navigator checks on patients in the hospital 
after surgery and is available via telephone, email, or 
in-person contact before and after surgery for any issue 
or concern. In the fiscal year of the study as a result of 
clinical and self-referrals, the patient navigator followed 
488 patients, resulting in a total number of 897 interac-
tions. The average number of times the patient naviga-
tor saw a single patient was 1.8 times. The average 
amount of time spent by the patient navigator on a sin-
gle patient interaction was 16 minutes. Not all of this 
time was direct interaction with a patient; some of this 
time was utilized accessing resources, communicating 
with other healthcare professionals, and preparing doc-
umentation for the respective patient.

Study Sample

Patients undergoing elective THR and TKR were eligi-
ble to participate in the study if they underwent surgery 
between October 2015 and May 2016, had at least one 
contact with the patient navigator, and were able to 
speak, read, and understand English. All THR and TKR 
patients received a letter on Postoperative Day 1 de-
scribing the study and stating that they might be asked 
to consider participating in the study. The majority of 
study participants were recruited through an in-hospi-
tal approach by the study’s research assistant on the pa-
tient’s second postsurgery day. Remaining participants 
were recruited by telephone post-hospital discharge. We 
initially employed criterion sampling (i.e., interviewing 
any eligible patients who agreed to participate in the 
study; Patton, 2015); after multiple instances of thin 
data from patients who contacted the patient navigator 
a single time, we switched our sampling strategy and 
purposefully focused on patients who had contacted the 
patient navigator at least three times. Initial plans were 
highly exploratory, including plans for an initial sample 
size of five participants. We increased our sample size to 
allow for the greater possibility of achieving data satu-
ration with availability of additional resources (Morse, 
2015).



Copyright © 2021 by National Association of Orthopaedic Nurses. Unauthorized reproduction of this article is prohibited.

294 Orthopaedic Nursing • September/October 2021 • Volume 40 • Number 5 © 2021 by National Association of Orthopaedic Nurses

data ColleCtion and analySiS

Interviews were conducted via telephone and in English 
by trained interviewers. Interviews were scheduled 4–6 
weeks post-hospital discharge and occurred when most 
convenient for the participant. The multifaceted semis-
tructured interview guide explored when and why each 
participant contacted the patient navigator and their 
experience with and thoughts about using the patient 
navigator (e.g., Was the patient navigator helpful? How 
was the patient navigator helpful? Were there any other 
benefits to using the patient navigator? Do you have any 
suggestions for how the patient navigator service could 
be improved?). Despite careful planning and iterative 
refinement of the interview guide and the interview pro-
cess, study interviews lasted an average of 7 minutes 
(minimum 4 minutes, maximum 11 minutes). Interviews 
were digitally recorded and transcribed verbatim.

We used thematic analysis and line-by-line coding to 
explore the patient experience of the patient navigator 
(Aronson, 1995; Patton, 2015). The initial coding 
scheme was inductively created through multiple re-
search team members (L.T., L.J.G., M.S., and the study 
research assistant) coding the same two interview tran-
scripts. Remaining transcripts were coded separately by 
various combinations of two team members using the 
initial coding scheme. New inductively generated codes 
were added as needed while coding and shared with 
other team members. The team had multiple discus-
sions about the codes and refined the coding structure 
as necessary (e.g., combining similar codes, tightening a 
code’s scope). After all transcripts were coded by at least 
two coders, the entire team reviewed all text relating to 
each code to identify major themes and relationships 
between the major themes. This multistage and multi-
coder approach helped ensure the rigor of our analysis 
(Lincoln & Guba, 1985).

ethiCS

The research team was led by the ICC’s patient naviga-
tor (L.T.). Multiple safeguards were established to 
maintain study participants’ confidentiality and reduce 
inappropriate influence over the study results by the 
patient navigator, with a research team member based 
outside of the hospital (L.J.G.) serving as the external 
arbiter when needed. The patient navigator was not di-
rectly involved in recruitment and data collection. All 
sampling was controlled by the study research assistant 
and the external research team member. Limited demo-
graphics were linked to interview transcripts to reduce 
the possibility of the patient navigator linking tran-
scripts with actual patients. Ethics approval was ob-
tained from the North York General Hospital Research 
Ethics Board.

Results
At the time of the study, 26 THR and TKR patients were 
eligible to participate. Twenty patients agreed to partici-
pate in the study; 15 were interviewed about their use of 
the patient navigator. The remaining five patients were 
not contactable by telephone to schedule an interview 
despite multiple attempts. Of the 15 patients who were 

interviewed, 11 patients had a TKR and four patients 
had a THR.

Patient interactions with the navigator occurred via 
email, telephone, and in-person contact. Multiple par-
ticipants had difficulty remembering the specific reasons 
for being in touch with the patient navigator or services 
received but recalled having had an encounter with the 
patient navigator. Other participants were able to recall 
the specifics of their interaction with the patient naviga-
tor and recounted receiving a variety of services from the 
patient navigator before surgery and during the postop-
erative recovery period. The majority of services received 
were prior to hospitalization (preoperative) or after hos-
pital discharge (postoperative), with a few participants 
recounting receiving services during hospitalization.

Services received from the patient navigator included 
physical support services, emotional support services, 
informational support services, and care coordination 
services (see Table 1). Physical support services included 
having the patient navigator remove staples postopera-
tively (e.g., “I had the staples taken out they left one in. 
So [the navigator] came down and took it out”) and as-
sess the knee incision for possible infection in person. 
Emotional support services from the patient navigator 
included providing reassurance before and after surgery 
(e.g., “She was very good at calming me down”) and ac-
companying nervous or uncertain patients to surgical 
appointments. Informational support services provided 
by the patient navigator included clinical advice about 
pain, pain management, infection, medication, and 
postsurgery exercises (e.g., “I didn’t know if I should be 
concerned because of the symptoms I had so I spoke to 
[the navigator]”). Other examples of informational sup-
port services included facilitating information sharing 
among family members and the answering of general 
questions, such as where to go in the hospital for the 
surgery and physiotherapy and next steps after hospital 
discharge (e.g., “I had some general questions, espe-
cially about physio … and what I would do right after I 
left the hospital since I live on my own”). Care coordina-
tion services provided by the patient navigator included 
arranging physiotherapy before or after surgery and ar-
ranging accessible transportation so that patients could 
attend physiotherapy appointments (e.g., “I needed help 
to set up [accessible] transportation and I called her and 
she was so helpful”).

table 1. themeS From interviewS

Themes

Service location • Preoperatively

• Hospital stay

• Postoperatively

Types of service • Physical support

• Emotional support

• Informational support

• Care coordination

Direct and indirect benefits • Various services received

• Feelings of reassurance,  
 comfort, and security
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direCt and indireCt beneFitS

Regardless of the type of service received, study partici-
pants described appreciating the service and the efforts 
of the patient navigator (e.g., “My experience was very 
positive”; “She was so helpful”; “A very welcomed re-
source”; “She gave me the info, she was easy to speak to, 
and I felt comfortable”). Knowing that the patient navi-
gator was available for any future concerns also pro-
vided indirect benefits of reassurance, comfort, and se-
curity (see Table 1), such as described by these study 
participants:

It was such a good feeling knowing I could call her 
about anything…. She was there to help me.

Knowing that I could give her a call and she could 
help me with whatever I needed … it really helps cut 
down on uncertainty.

It gave you that security of having someone there to 
call if you can’t reach this person or that person.

The certainty of future support signaled by the pa-
tient navigator’s presence and the associated positive 
feelings were further described as having potential to 
have long-lasting and resilient positive effects. For ex-
ample, this study participant described drawing com-
fort from knowing future support was on offer “even if 
she couldn’t put me on the right path to get the right 
answers.” These effects may have been, in part, driven 
by the lack of other options. When asked to imagine 
what they would have done had the patient navigator 
not been part of the surgical program, some patients 
expressed that they would not have called anyone (e.g., 
“I don’t know who I would have called at that time”; “My 
surgeon you can’t even get a hold of”) whereas others 
thought they might have gone to the emergency depart-
ment for care.

Discussion
THR or TKR patients who interacted with the patient 
navigator received direct and indirect benefits across 
the care continuum as a result of having contact with 
the patient navigator. Direct benefits included physical 
support services, emotional support services, informa-
tional support services, and care coordination services. 
Indirect benefits included security and reassurance of 
having a dedicated resource available on an as-needed 
basis, including any possible future events.

Similar to how patients used and experienced the pa-
tient navigator in this study, much of the commentary 
literature on patient navigators advocates for support-
ing patients throughout the care continuum (Cantril & 
Haylock, 2013; ScottFowler et al., 2019; Tan et al., 2015). 
The physical, emotional, and informational support ser-
vices offered by the patient navigator in this study di-
rectly paralleled the types of support requested by total 
joint replacement patients in other qualitative work 
(Goldsmith et al., 2017; McHugh & Luker, 2012) and the 
range of services recommended to be provided by pa-
tient navigators in cancer care (Clark et al., 2014; 
McBrien et al., 2018; Parker et al., 2010; Tan et al., 2015; 
Trevillion et al., 2015). Patients in this study experienced 
the patient navigator as both a backup and a gap filler, 

which also resembles the experience of patients with 
cancer (Tan et al., 2015). In sum, the patient experience 
of a total hip or knee replacement with a patient naviga-
tor suggests that the role is an important addition to this 
clinical area. These findings reinforce the call for ortho-
paedic patient navigators from the National Association 
of Orthopaedic Nurses and mirror the success of patient 
navigators in cancer care (Scott Fowler et al., 2019).

The patients in this study benefitted from having a 
registered nurse (RN) in the role as patient navigator. 
Not all of the reported services would have been able to 
be provided had the patient navigator role been held by 
a lay person. A fundamental principle of patient naviga-
tion is that the needs of the specific patient population 
should dictate the navigator’s skill level (Freeman & 
Rodriguez, 2011). Having an RN in this orthopaedic 
role ensures that the patient navigator is well positioned 
to adapt to the rapidly changing practice of orthopae-
dics through ongoing implementation of evidence-
based practices (Scott Fowler et al., 2019). Specific ben-
efits of having a CNS versus an RN in the patient 
navigator role were not a focus of this study but could 
potentially be an area of study in the future.

The support patients described receiving from the 
patient navigator program in this study could help im-
prove patient satisfaction after total hip or knee replace-
ment surgery. To build on this research, patient naviga-
tors could be studied in relation to specific quality 
indicators and patient satisfaction scales in orthopae-
dics (Bourne et al., 2009; Bryan et al., 2018; Goldsmith 
et al., 2017). This could be modeled on similar work in 
oncology (Fiscella et al., 2011; Jean-Pierre et al., 2012; 
Yackzan et al., 2019). Another avenue for future re-
search would be exploring whether the simple presence 
of the patient navigator helped patients feel supported 
by the orthopaedic program. Although we only inter-
viewed patients who had received assistance from the 
patient navigator and therefore cannot test the impor-
tance of the patient navigator presence without use by 
the patient, based on our clinical and research experi-
ence, we hypothesize that having a patient navigator 
available is also important to patients in their assess-
ment of experience and support.

limitationS

Our findings are meant to help aid and understand the 
use of patient navigators and contribute to the growing 
body of theoretical and conceptual literature about pa-
tient navigators. As is the usual case for qualitative re-
search (Morse, 2015; Patton, 2015), our sample was not 
designed to be representative of and to generalize to all 
total hip and knee replacement surgery patients.

Patients reported forgetting details of their care and 
the reasons why the patient navigator was contacted, 
which could explain why interviews were shorter in 
length than expected. We do not think the length of the 
interviews was due to interviewer skill; a highly experi-
enced qualitative interviewer performed two interviews 
and yielded a similar level of detail and interview length 
as in the interviews conducted by the less experienced 
interviewer. This leads us to believe that recall bias 
played a factor in this study; however, we are uncertain 
as to which overall direction this may have operated. 
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Patients who did not find the patient navigator service 
to be of value may have been less likely to remember 
that interaction. Conversely, patients who had an over-
all positive experience with their hip or knee replace-
ment surgery may have been less likely to remember the 
specifics of an interaction with one member of their 
care team, especially if such interaction was a single 
time as was the case for many interactions with the pa-
tient navigator. We know that at least one patient was 
concerned that the interview would not remain confi-
dential and did not want to participate in the study for 
that reason. Others may have participated in the study 
but truncated their responses due to the same concern.

Conclusion
This study adds to the growing research about patient 
navigators—particularly with respect to clinical areas 
outside of cancer—and reports on the specific use of a 
patient navigator in orthopaedics. Orthopaedic patient 
navigators can provide direct and indirect benefits for 
the patient experience when undergoing and recovering 
from joint replacement surgery. These direct and indi-
rect benefits provide expanded support for patients and 
help diminish or eliminate gaps in care. Investing in an 
orthopaedic patient navigator signals the high value the 
health care system places on an improved patient expe-
rience. Having an RN in this role is key for addressing 
the varied patient care needs in orthopaedic surgery, 
with the added benefit of providing expanded opportu-
nities for nurse leadership. Given the ongoing increases 
in total hip and knee replacement surgeries (Canadian 
Institute for Health Information, 2019), an orthopaedic 
nurse patient navigator is a strategic investment for ad-
vancing the patient and provider aspects of the quadru-
ple aim (Bodenheimer & Sinsky, 2014; Sikka et al., 
2015).
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