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ABSTRACT 

American Indian women are dying from breast and cervical cancer at 
higher rates than women of other ethnic groups in the United States. There are 
potential barriers that prevent American Indian women from receiving adequate 
screening for breast and cervical cancer. Early detection of breast or cervical 
cancer with Pap tests and clinical breast exams could lead to earlier treatment and 
improved survival rates. 

A community assessment of Cascade County, Montana was done to 
answer the following questions: 1) What options are available to women in 
Cascade County to obtain Pap tests and clinical breast exams? and 2) What 
perceptions do American Indian women residing in Cascade County have about 
obtaining Pap tests and clinical breast exams? The Health Assessment and 
Intervention Planning Guide-Target Group (Clark, 1999) was used to obtain 
information about the target population of American Indian women in Cascade 
County and to answer the first question of this project. Interviewing American 
Indian women in the county was the method for answering the second question of 
the project. 

Adequate options were available for all women in Cascade County to 
obtain Pap tests and clinical breast exams. The American Indian women 
interviewed identified some of the barriers to breast and cervical cancer screening 
found in the literature. In spite of the barriers, the women interviewed perceived 
that Pap tests and clinical breast exams were a necessary part of life and chose to 
obtain regular exams. The women interviewed perceived that the healthcare 
provider should explain breast and cervical cancer screening, encourage women 
to get regular exams and be sensitive to a woman’s need for comfort during Pap 
tests and clinical breast exams. 
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CHAPTER 1 

INTRODUCTION 

American Indian women are dying from breast and cervical cancer at higher rates 

than women of other ethnic groups in the United States (Burhansstipanov, 1998). There 

are potential barriers that prevent American Indian women from receiving adequate 

screening for breast and cervical cancer (Hodge, Fredericks, & Rodriguez, 1996; Hodge, 

Stubbs, Gurgin & Fredericks, 1998). Early detection of breast or cervical cancer could 

lead to earlier treatment and improved survival rates (Lawson, Henson, Bobo & Kaeser, 

1999). 

Clinical breast exams and mammograms are the current methods of screening for 

breast cancer. For the purposes of this project, the clinical breast exam is defined as the 

palpation of breast tissue by a health-care provider during a physical examination to 

assess for masses and changes in the breast tissue. The mammogram is a low-dose x-ray 

exam of the breast that detects cancerous tissue in the breast before the mass can be 

palpated during a clinical breast exam. The “Pap” test is currently the standard screening 

test for early detection of cervical cancer. The Pap test is a microscopic examination of 

cervical cells obtained during a speculum exam by the health-care provider. 

American Indian residents of the seven Indian Reservations in Montana utilize the 

healthcare services of either an Indian Health Services clinic or a tribally contracted and 

operated clinic (Keenan, 1995). American Indian women in Montana have breast and 

cervical cancer screening available to them on each Indian Reservation in the state. This 

screening may be done at a clinic on the reservation or a nearby community health center 

that has contracted with Indian Health Services or the tribal clinic. 

American Indian women living in the major cities off the reservations, however, 
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must seek a provider and facility to obtain Pap tests and clinical breast exams. Five of the 

major cities in Montana have urban Indian clinics that provide some health care services 

including testing for cervical cancer and breast cancer. The Indian Family Health Clinic 

opened in 1999 in Great Falls, serving American Indian families in Cascade County. One 

goal of this project was to determine whether this clinic provided breast and cervical 

cancer screening. 

This project addressed cancer screening services for American Indian women in 

Cascade County, Montana through a community assessment that examined the services 

available for breast and cervical cancer screening and the attitudes, strengths and 

perceptions of the women themselves. Identifying health needs of a target group requires 

the input of the people who will benefit from the services. Several community health 

experts have described how to assess communities with the involvement of the target 

population (Bushy, 1997; Ammerman and Parks, 1998; Lundeen, 1999; Stone, 1992). 

Purpose and Scope 

The purposes of this project were to assess the breast and cervical cancer 

screening services available to all women living in Cascade County and to learn the 

perceptions of American Indian women in this community about obtaining Pap tests and 

clinical breast exams. Assessing what sources were available to all women in the county 

provided an understanding of the options for American Indian women to obtain Pap tests 

and clinical breast exams. It was not known whether American Indian women in the area 

perceived that they needed to obtain regular Pap tests and clinical breast exams. 

Examination of the cancer screening services available for women and the 

perceptions existing among American Indian women in the community offered a 

perspective of the adequacy of services and the effectiveness of educational programs at 
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reaching American Indian women. An assessment of the population provided direction 

for future planning and implementation of cancer screening and educational programs 

(Clark, 1999; Reece, 1998.) 

The questions proposed in this project were: 

1) What options are available for all women in Cascade County to obtain Pap tests 

and clinical breast exams? 

2) What perceptions do American Indian women residing in Cascade County have 

about obtaining Pap tests and clinical breast exams? 

Background and Significance 

Montana’s Indian Reservations and cities are home to American Indian men and 

women from a number of tribes. According to the U.S. Census Bureau report of 1990, 

the total population of Montana was 799,065 people. Of this number, six percent 

(47,679) identified themselves as American Indian (U.S. Census Bureau, 1998). 

Approximately 30,000, or sixty-three percent, of this American Indian population in 

Montana resided on one of the seven Indian Reservations in the state (Keenan, 1995, p. 

80). The majority of the remaining thirty-seven percent lived in the major cities of 

Montana such as Great Falls, Billings, Missoula, Butte, Helena and Miles City (Keenan, 

1995, p. 2). 

Cascade County is one of two Montana counties that were designated as 

metropolitan (Weinert & Boik, 1995, p.451). The estimated population of Cascade 

County was 78,983 according to U.S. Census Bureau reports (1997). The latest figures 

estimated that the American Indian population of Cascade County was 3459, or four 

percent of the population (U.S. Census Bureau, 1997). The number of American Indian 

women in Cascade County was approximately 1641, or two percent of the total 
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population (U.S. Census Bureau, 1997). 

Healthy People 2010 is a set of health objectives developed to guide health care 

organizations and individual providers toward efforts to improve public health during this 

decade (U.S. Department of Health and Human Services, 2000). Healthy People 2010 

supersedes and builds upon the Healthy People 2000 objectives (U.S. Department of 

Health and Human Services, 1991). Improvement toward achieving the Healthy People 

2000 objectives for breast and cervical cancer during the decade of 1991-2000 was 

documented by showing that more women were receiving mammograms and Pap tests 

with less disparity among population subgroups (U.S. Department of Health and Human 

Services, 2000). Objectives 3-1 through 3-15 of Healthy People 2010 were developed to 

achieve a reduction in the number of new cancer cases and the illness, disability and 

death associated with cancer. Healthy People 2010 objectives include plans to reduce the 

death rates from breast and cervical cancer by: 1) increasing the proportion of women 

who receive a Pap test and 2) increasing the proportion of women aged 40 years and 

older who have received a mammogram within the preceding 2 years (U.S. Department 

of Health and Human Services, 2000). 

Studies have documented that American Indian women had a higher incidence of 

cervical cancer than either African American or white women (Hodge et al., 1996). The 

survival rate for American Indian women five years from diagnosis of cervical cancer 

was lower than any other population group (Hodge et al., 1996). 

The survival rate for American Indian women diagnosed with breast cancer was 

also lower than that of other ethnic groups within the U.S. (Burhansstipanov, 1998). 

American Indian women, however, did not have a higher incidence of breast cancer 

(Burhansstipanov, 1998). 

Culturally sensitive programs promote health-seeking behaviors such as obtaining 
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Pap tests and mammograms by American Indian women (Hodge et al., 1998). A 

community assessment was done to examine programs within Cascade County that are 

promoting the Healthy People 2010 objectives for breast and cervical cancer (U.S. 

Department of Health and Human Services, 2000) and influencing American Indian 

women to seek life-saving exams. 

Objectives of the Project 

The first objective of this project was to perform a community assessment of 

Cascade County, Montana that focused upon the availability of cancer screening services 

for women. An epidemiological approach to community assessment called the 

Dimensions Model (Clark, 1999) was utilized. This model focused upon the 

epidemiology of health within a target group in the community. The second objective of 

this project was to learn about the perceptions held by American Indian women in 

Cascade County regarding how they seek cancer screening exams such as Pap tests and 

clinical breast exams. 

Implications for Health Planning 

A community assessment must be done prior to planning health services for a 

target population of the community. “A community assessment is the process by which 

data are compiled regarding a community’s health status and from which nursing 

diagnoses are derived” (Clark, 1999, p. 420-421). By answering the questions proposed 

in this project, it could be determined if appropriate cancer screening services exist and 

how American Indian women in Cascade County are being influenced to obtain the 

services. Community nursing diagnoses “provide direction for developing and 

prioritizing program goals designed to meet identified needs” (Reece, 1998, p.46). 
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The National Cancer Institute (1997) recommended that women aged eighteen or 

older, or sexually active, obtain a Pap test annually to screen for cervical cancer. The 

exception to this recommendation is women who have had a hysterectomy for non- 

cancerous reasons. The National Cancer Institute suggested that a clinical breast exam 

should be performed by a health professional on all women yearly. Women over forty 

should receive annual mammography in addition to the clinical breast exam (National 

Cancer Institute, 1997). The results of this project could be used to identify and plan 

programs to encourage American Indian women to seek Pap tests and clinical breast 

exams throughout childbearing and postmenopausal years. 

The American Indian population is young. The U.S. national median age for 

American Indians and Alaska natives is 27.5 years according to U.S. Census Bureau 

estimates. The median age for all races in the U.S. is 35.3 years (U.S. Census Bureau, 

1998). By identifying the health needs of this young population, nurses can plan 

interventions that will encourage members of the American Indian community to seek 

regular cancer screening exams to detect cancer early to increase survivability. 
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CHAPTER 2 

LITERATURE REVIEW 

A small number of studies have examined how American Indian women seek 

breast and cervical cancer screening tests. Various influences have affected American 

Indian women’s health care choices regarding breast and cervical cancer screening 

including the role of women in traditional American Indian society and perceived barriers 

to screening tests. Breast and cervical cancer incidence and survival rates have been 

reported in a selection of studies demonstrating a need for further assessment of how 

American Indian women are seeking and obtaining cancer screening exams. Methods of 

community assessment were reviewed to choose a model to examine the availability of 

breast and cervical cancer screening services in Cascade County and American Indian 

women’s perceptions of breast and cervical cancer screening. 

American Indian Women 

The role of women in American Indian society may be different for each tribe or 

clan, however, American Indian women have traditionally been highly revered members 

of tribal society and known for skillful abilities. Traditionally Indian women were 

responsible for their own bodies, their children, their behavior and any property they 

owned prior to marriage (Green, 1992, p. 24). Traditional Indian women are 

knowledgeable about health matters and are often the health consultants for their people 

(Green, 1992, p.29). 

A Blackfoot educator, author, storyteller and artist, Long Standing Bear Chief 

(Bear Chief, 1992) described the honor and respect that people of the Indian Nations have 

long given to women. Many tribal stories tell of women who have contributed to the 
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spiritual and ceremonial traditions of the people. Bear Chief (1992, p. 65) stated “it is 

important to my people that we have women to whom we can point out as examples of 

respect and honor for our daughters to model their lives after.” 

Barriers to Breast and Cervical Cancer Screening 

A small number of studies related to the health care choices of American Indian 

women have been conducted. One study on cervical cancer screening and prevention 

utilized Talking Circles to inform American Indian women about women’s health issues 

(Hodge, Fredericks, & Rodriguez, 1996). The Talking Circle is a method of 

communication that involves traditional storytelling, sharing of information, support, and 

problem solving. After the group facilitator told a traditional story and introduced a 

health topic, each member of the Talking Circle was given the opportunity to speak. A 

talisman such as an arrow or a feather was passed around the circle. “When someone 

wishes to talk, they hold the talisman; when they have finished, they pass it on” (Hodge 

et al., 1996, p. 1594). The researchers expected that participation in the Talking Circle 

would encourage the participants to feel more control over decision-making and be more 

aware of their own strengths (Hodge et al., 1996). 

Before beginning the intervention of Talking Circles, the researchers conducted 

focus groups of urban and rural American Indian women to “identify and describe 

knowledge, attitudes, and behaviors related to the Pap smear test” (Hodge et al., 1996, p. 

1595). Hodge et al. found that there were barriers to seeking cervical cancer screening. 

The barriers included: 1) the use of traditional healing practices versus beliefs about 

modem medical procedures, 2) lack of access to screening, 3) cultural differences 

between non-Indian providers and Indian patients, and 4) problems within the health 

system: lack of timely appointments for screening, delays between screening and follow- 
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up, and lack of continuity with clinic staff. Communication via Talking Circles was 

found to increase the likelihood that the American Indian women studied would seek out 

healthier behaviors, such as cancer screening exams. 

A study by Bell et al. (1999), called the North Carolina Native American Cervical 

Cancer Prevention Project (NCP), identified barriers to cervical cancer screening. The 

researchers conducted a community analysis prior to the intervention phase of the study. 

Three focus groups were conducted among the Eastern Cherokee and the Lumbee tribes. 

The participants of the focus groups communicated themes that identified common 

barriers to obtaining cervical cancer screening exams. The themes included 1) limited 

knowledge of cervical cancer, 2) skepticism toward effective treatment of cancer, and 3) 

fear of harm caused by cancer treatments. Women generally did not see the importance 

of early cancer detection when they felt that cancer was untreatable (Bell et al., 1999). 

Some barriers to obtaining Pap tests were different for the Lumbee and the 

Eastern Cherokee tribes due to differing circumstances for accessing cervical cancer 

screening. The Eastern Cherokee had screening services available at an Indian Health 

Service (MS) facility and discussed lack of transportation and waiting times as barriers to 

seeking exams. The Lumbee had no IHS services available and had to seek out a 

healthcare provider and a way to pay for the screening services (Bell et al., 1999). 

The intervention phase of the research study by Bell et al., (1999) utilized lay 

health educators, also known as “project guides”. They were trained to educate women 

about cervical cancer screening during two home visits. After participation in the 

program, American Indian women from the Eastern Band of Cherokee and the Lumbee 

were noted to have an increase in self-reported cervical cancer screening exams. The 

researchers found that the community analysis was helpful to gain insight into how 

important a culturally sensitive lay educator can be for a program to educate American 
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Indian women in these two tribes. The lay educator was effective in this study (Bell et 

al., 1999). 

A program developed to encourage Native Hawaiian women to obtain breast and 

cervical cancer screening used a method similar to the Talking Circle (Hodge et al., 1996) 

called a kokua group (Banner et al., 1999). The objective of this study was to decrease 

the mortality rate from breast and cervical cancer among Native Hawaiian women, who 

tended to be diagnosed at a later stage of breast and cervical cancer than other ethnic 

groups, by increasing the number of Native Hawaiian women who obtained breast and 

cervical cancer screening. “The kokua group participants demonstrated significant 

positive changes in knowledge, attitudes, and behavioral intentions...indicating the 

effectiveness of this intervention in encouraging cancer screening among women who 

took part” (Banner et al., 1999, p.54). The authors discussed the importance of tailoring 

educational programs to the cultural beliefs and traditional values of the community to 

decrease mortality rates from breast and cervical cancer (Banner et al., 1999). 

Lanier, Kelly & Berner (1999) noted that Alaska Native women during the 1980’s 

had the highest rate of invasive cervical cancer incidence and mortality than any other 

group in the United States. In an effort to decrease morbidity and mortality rates from 

cervical cancer, these authors developed the Women’s Health Project (WHP) to assess 

knowledge, attitudes and choices about cervical cancer screening among Alaska Native 

women. The brochure and video developed for Alaska Native women became part of an 

educational program to encourage Pap tests. The authors found that prior to the 

intervention, more than 80% of women had not been screened for cervical cancer at the 

recommended intervals. Barriers included lack of knowledge about cervical cancer 

screening and cervical cancer risks factors. Accessibility was not identified as a barrier. 

Overall, cervical cancer screening rates and knowledge of cervical cancer increased 
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among participants after the educational program (Lanier et al., 1999). 

Incidence of Breast and Cervical Cancer 

Estimates are that 182,000 women in the United States will be diagnosed with 

breast cancer in the year 2000 (Lawson, Henson, Bobo & Kaeser, 2000). In this same 

year 41,200 women will die from breast cancer. The estimated incidence of cervical 

cancer during the year 2000 is 12,800 women. During the year, 4,600 women will die of 

cervical cancer (Lawson et al., 2000). The National Cancer Institute (1997) has 

documented that earlier detection and treatment can reduce breast and cervical cancer 

mortality if proper cancer screening methods are used. The methods that are effective for 

breast and cervical cancer screening include clinical breast exams, mammograms and Pap 

tests. 

The National Cancer Institute’s Surveillance, Epidemiology, and End Results 

(SEER) program has maintained the data of breast and cervical cancer rates among 

various racial and ethnic groups in the United States. The SEER data for American 

Indian women comes from data obtained in the New Mexico and Arizona region. This 

source demonstrated that cervical cancer incidence was slightly higher in American 

Indian women than in either African American or white women. The rate of breast 

cancer was lower in American Indian women than in either African American or white 

women. Despite the evidence that breast cancer was less frequent in American Indian 

women than in other ethnic groups, the five-year survival rate was lower. In fact, the 

five-year relative survival rate was lower for all cancers in American Indians than in any 

other population group. (Baquet, 1996) 

Nationally cancer is the second leading cause of death in American Indian 

women, second only to heart disease (Hampton, Keala, & Luce, 1996; U.S. Department 
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of Health and Human Services Public Health Services Region VIII, 1999). The most 

recent figures for the state of Montana cite cancer as the number one cause of mortality in 

American Indian women in this state (U.S. Department of Health and Human Services 

Public Health Services Region VIII, 1999). 

Bleed, Risser, Sperry, Hellhake and Helgerson (1992) estimated the incidence of 

cancer and survivability in American Indians registered for medical care with Indian 

Health Service clinics and hospitals in Montana from January 1, 1982 through December 

31, 1987. This was the first study to document cancer incidence and survival estimates 

for American Indians in Montana who were registered with Indian Health Services. This 

study identified that American Indian women in Montana had a significantly higher 

cervical cancer rate than the population of white women in the United States. The breast 

cancer rates for American Indian women were no higher than for white women in the 

United States. Overall the survivability rates at one, three and five years from diagnosis 

of cervical or breast cancer were identified to be less than the survival rates for white 

women in the United States. The three year cervical cancer survival rates for American 

Indian women were identified as being “dramatically low” (Bleed et al., 1992, 1503). 

Community Assessment 

“Community assessment is the process by which data are compiled regarding a 

community’s health status and from which nursing diagnoses are derived” (Clark, 1999, 

p.420-21). A comprehensive assessment is necessary to plan interventions to meet the 

health needs for a community or a target group within the community. There were a 

variety of models available to assess communities. Several models were examined that 

described what could be included in a community assessment. A review facilitated the 

selection of a model to assess the target group of American Indian women in Cascade 
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County. 

Community assessment involves both quantitative and qualitative methods of data 

collection (Clark, 1999; Reece, 1998). Quantitative data include demographic 

information that describes the population. Age, race, gender, birth and death rates, and 

health problems are some of the demographic descriptors of the target population. These 

can be obtained from local, state and national records or surveys (Clark, 1999; Reece, 

1998). Qualitative data about the target population can be obtained from surveys, 

observation, and interviews with residents or key informants in the community. The 

qualitative data sources are meant to assess the attitudes of the population toward health 

and perceived health needs. It also generates information about the barriers that the 

population perceives that prevent them from meeting their health needs (Clark, 1999; 

Reece, 1998). 

Stone (1992) addressed cultural issues relevant to planning health care in 

developing countries and defined the concept of community participation in Primary 

Health Care. The author described five levels of community participation in health 

planning and implementation. Level one described a program that benefits the 

community members. Involvement increased with each level of participation. In the fifth 

level the community members were instrumental in planning the program from their own 

perceptions of what was needed. The health care providers and agencies were then 

available to give support with knowledge and resources to implement the programs 

(Stone, 1992). 

Bushy (1997) introduced the term partnership as a means of health promotion 

within communities. Through partnerships between the community and the health care 

providers, a community health assessment could serve as a means to identify and resolve 

health concerns. The community health assessment process involved “identifying the 
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community of interest, assessing its needs and resources, developing a health plan, 

prioritizing concerns, and finally implementing changes based on the data” (Bushy, 1997, 

p. 3). 

Ammerman and Parks (1998) analyzed the use of the Assets Mapping Model for 

community assessments. This model used an approach similar to that described by 

Bushy (1997). The three levels of community assets assessment involved: 1) an inventory 

of skills, talents, interests and experiences of community members; 2) an inventory of 

local citizen associations and organizations; and 3) an inventory of local institutions. The 

healthcare provider formed partnerships, or collaborative relationships, with the target 

community of assessment. The Assets Mapping Model focuses on the strengths found 

within the community rather than solely on the problems. (Ammerman & Parks, 1998; 

Parks & Straker, 1996). 

The traditional approach of looking only at the problems, or deficits, in the 

community prevents problem solving by the community members themselves. The 

community can not become an equal partner, and the traditional method can actually 

promote increased dependence by the community (Ammerman & Parks, 1998). The 

Assets Mapping Model requires more time to implement since it involves relationship 

building with the community. 

The Lundeen Community Nursing Center Model of Health Promotion (Lundeen, 

1999) provides continuous community assessment. Continuous assessment assists the 

organization to adapt interventions as needs and strengths of the target population 

change. This is accomplished via dialogue with residents of the community and other 

organizations within the community. The interventions build upon the strengths 

identified within the community as perceived by its members. Lundeen stated that 

“community surveys, interviews with community residents and leaders, focus groups. 
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town hall meetings, and information gleaned from community newspapers and agency 

newsletters are necessary components of a complete assessment” (1999, p. 7). These 

sources of information complemented the quantitative data obtained from government 

agencies. 

Clark (1999) presented the Dimensions Model of community assessment to guide 

health care providers to examine the needs of a community. The model uses six 

dimensions that influence the health of a community. The six dimensions are: 

1) Biophysical: Includes quantitative information such as composition of the 

population, mortality and morbidity rates. 

2) Psychological: Addresses the history, present and future of the target group 

within the population with observations about members’ self-image, coping skills 

and prevalence of stressors and psychological problems. 

3) Physical: Pertain to physical attributes of the community such as population 

density, housing, environmental conditions and safety hazards. 

4) Social: Addresses formal and informal leadership within the community, 

education, income, employment, families, and religious activities of the target 

population. 

5) Behavioral: Examines consumption patterns and leisure activities of the target 

group. 

6) Health system: Outlines the attitudes and perceptions of the target group 

regarding health care. 

In the Dimensions Model of community assessment Clark (1999) utilized the nursing 

process to identify influences upon the health of communities. The model could be used 

to assess communities in preparation for the development of health promoting services 

and educational programs. Clark (1999) developed a tool called the Health Assessment 
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and Intervention Planning Guide-Target Group (Clark, 1999, p. 1003-1006; Appendix C). 

The assessment tool, organized according to the Dimensions Model, contained thirty-five 

questions that addressed the special considerations of the target group within a larger 

community (Clark, 1999). 

Studies relating to the health care choices of American Indian women are few. 

The small sample chosen here are evidence that there may be barriers for American 

Indian women to obtain adequate breast and cervical cancer screening tests for early 

diagnosis and treatment. Essential to an assessment of potential barriers and perceptions 

of the women themselves would be the participation of American Indian women and 

would require the use of the principles of community involvement and partnership 

discussed in the literature. 



17 

CHAPTERS 

METHODOLOGY 

Project Design 

The Dimensions Model (Clark, 1999) was selected as the method of collecting 

and organizing the data for this community assessment. The Dimensions Model was 

chosen because it provided an organized approach to collecting information about the 

target group within the six dimensions described in the review of literature. Specific 

measures in the project design included the Health Assessment and Intervention Planning 

Guide-Target Group (Clark, 1999, p. 423-435, 1003-1006; Appendix C) and interviews 

with American Indian women in the community (Interview questions. Appendix B). 

Data Collection 

Options for Women in Cascade Countv 

The Health Assessment and Intervention Planning Guide-Target Group (Clark, 

1999, p. 1003-1006; Appendix C) was used to obtain information about the target 

population of American Indian women in Cascade County and to answer the first 

question of this project: What options are available for women in Cascade County to 

obtain Pap tests and clinical breast exams? The key informants for the data collection 

with the Health Assessment and Intervention Planning Guide-Target Group included staff 

members at the Indian Family Health Clinic in Great Falls, Montana and two health 

educators and a nurse who administer the Montana Breast and Cervical Health Program 

(MBCHP) for Cascade County and Women Reaching for Wellness. Quantitative data 

(including population, incidence rates, survival rates, number of clinics and number of 
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health care providers) was obtained from census reports, cancer registry databases, the 

local yellow pages, and newspaper articles. Observation was the method used to 

determine the location of health clinics and services. Observation was also used to 

evaluate the availability of transportation and housing for women within the community. 

The staff members at the Indian Family Health Clinic were asked all the questions 

from the Health Assessment and Intervention Planning Guide- Target Group (Clark, 

1999, p. 1003-1006; Appendix C). The health educators and a nurse who administer the 

MBCHP were asked specifically about the availability of Pap tests and clinical breast 

exams for women in Cascade County. The coordinators for the statewide American 

Indian outreach program. Women Reaching for Wellness, were contacted by telephone 

and e-mail to discuss the services that are provided. A health educator from the office in 

Billings returned the telephone call and described the services of the program. 

Perceptions of American Indian Women 

Interviews with American Indian women were used to answer the second question 

proposed in this project: What perceptions do American Indian women residing in 

Cascade County have about obtaining Pap tests and clinical breast exams? 

It was a challenging task to obtain a sample of American Indian women in 

Cascade County. Staff-members of the Indian Family Health Clinic and the City County 

health department were asked to assist the student interviewer to find a convenience 

sample of five American Indian women within the Cascade County community that 

would agree to participate in an interview. Neither facility was able to assist the 

interviewer to find a convenience sample of women to interview because each did not 

want to jeopardize the trust that American Indian women in the community have 

developed with the respective facility. 
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A convenience sample was obtained when a local nurse practitioner offered to 

contact five of her American Indian female clients to ask them if they would be interested 

in participating in the interviews. The nurse practitioner was unable to contact four of the 

five clients because of changed or disconnected telephone numbers. The woman 

contacted by the nurse practitioner agreed to participate in an interview and was called by 

the interviewer. Two other participants were known to the interviewer and were asked to 

participate. The remaining two women were referred by other participants. 

The five women that the nurse interviewed were self-identified as American 

Indian and age 18 years or older. American Indian was used in this paper to identify the 

participants of the interviews. American Indian is the term selected in United States 

census reports and Indian Health Service data. Recent studies have found that men and 

women of Native American descent used and generally preferred the term American 

Indian to describe themselves (Seideman, Jacobson, Primeaux, Bums & Weatherby, 

1996). Individuals often referred to tribal names to identify themselves, however, due to 

the representation of several tribes in an urban area like Cascade County, American 

Indian was used to prevent generalizing data to a particular tribe. There was no attempt 

to limit participation based upon tribal affiliation. 

After agreeing to participate in an interview, each woman was given a letter of 

consent (Appendix A) and a verbal explanation of the purpose of the research project. 

Each participant gave her voluntary, written consent to participate in the interview. The 

letter of consent included information about the researcher, the reason for the interview, 

and instruction that the participant could withdraw from the study at any time. After 

agreeing to participate, the women were interviewed individually or with a friend or 

relative. The women were instructed that the interview would last approximately thirty 

minutes and no longer than sixty minutes. Each interview actually lasted less than thirty 
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minutes. Open-ended questions were posed to the participants to encourage each woman 

to share her perceptions about obtaining Pap tests and clinical breast exams. Each 

participant was asked all of the five questions in Appendix B. 

All interviews were tape-recorded with each participant’s consent. The 

interviewer transcribed all recorded questions and responses within twenty-four hours of 

the interview. Subjects were not identified by name, but were identified by a numerical 

value (Subject 1, Subject 2, etc.). The only demographic information collected was the 

participant’s age. An explanation to the participant that all portions of the interview 

process would remain confidential was included verbally and in the letter of consent 

given to the participant. 

Analysis of Data 

The responses obtained to the questions on the community assessment tool and 

the transcribed interviews or hand-written notes were analyzed by the method of question 

analysis (Morse & Field, 1995, p. 141). All responses to each question were examined 

together. For example, the responses to question one were grouped together and 

analyzed as a category for content. Each category was then compared to other question 

responses to look for relationships between or among them. The descriptive statistics 

utilized in this analysis were frequency distributions. This analysis identified community 

health needs or risks and compared them to the services that were available to meet those 

needs. 

Rights of Human Subjects 

The Montana State University-Bozeman College of Nursing Human Subjects 

Review Committee approved the project proposal on March 20, 2000 prior to data 
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collection (Appendix D). The rights of all participants in this project were protected. 

The interview process was confidential. At no time was the subject’s name 

identified with the data. The only demographic data that was included with the 

transcribed data was the subject’s age. The written paper did not identify any participants 

by name. The audiotapes, transcribed notes, hand-written notes and demographic 

information are stored in a locked file cabinet at the Montana State University-Bozeman 

College of Nursing, Office of Research. They will be removed and destroyed after two 

years. 

Subjects were asked to participate in voluntary interviews only after they had 

verbally agreed and read and signed a letter of consent (Appendix A). The letter of 

consent to participate instructed women that they could withdraw from the study at any 

time. It was anticipated that women could benefit from the interview process by sharing 

their views about obtaining cancer screening exams and learning about the need for 

routine Pap exams and clinical breast exams. The interview process allowed for the 

participant to ask questions about concerns that arose during the interaction. It was an 

opportunity to confidentially discuss their concerns about healthcare options and choices. 

It was anticipated that sharing personal information of a sensitive nature could be 

a potential risk or adverse effect of participation. Talking about one’s personal health 

could cause emotional discomfort for some women. None of the participants expressed 

concerns or discomfort during the interviews. Every woman was given an opportunity to 

ask any questions and voice her concerns during the interview. 

Although finding a sample of American Indian women in Cascade County was 

challenging, the interviews went smoothly and valuable data was collected. The Health 

Assessment and Intervention Planning Guide (Appendix C; Clark, 1999) was easy to use 

and provided an organized method of collection and subsequent analysis of data. The 
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data obtained from the interviews and the Health Assessment and Intervention Planning 

Guide (Appendix C; Clark, 1999) was analyzed within the six categories outlined in the 

tool (biophysical, psychological, physical, social, behavioral and health system). 
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CHAPTER 4 

PROJECT OUTCOMES 

Evaluation of Results 

The aim of this project was to answer the following questions: 

1) What options are available for all women in Cascade County to obtain 

Pap tests and clinical breast exams? 

2) What perceptions do American Indian women residing in Cascade 

County have about obtaining Pap tests and clinical breast exams? 

Health professionals and American Indian women in the community provided valuable 

insight to answer these questions. Results are presented in two sections: 1) analysis of 

data obtained with the Health Assessment and Intervention Planning Guide-Target Group 

(Clark, 1999; Appendix C) and 2) interviews with American Indian women in Cascade 

County. 

The Health Assessment and 
Intervention Planning Guide-Target Group 

The narrative and tabular discussion that follows is a summary of data collected 

from the key informants at the Indian Family Health Clinic (IFHC). The information 

about the Montana Breast and Cervical Health Program (MBCHP) and Women Reaching 

for Wellness was obtained from health educators and a nurse working with the programs. 

The Biophysical Dimension. The biophysical dimension analyzes particular 

illnesses that are commonly experienced by members of the target group. The key 

informants did not feel that there were any maturational or developmental concerns for 
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American Indian women in Cascade County, but they observed four major health 

problems frequently seen in this community: breast cancer, diabetes. Hepatitis B and 

Hepatitis C. The informants stated that the Indian Family Health Clinic and the City 

County Health Department were promoting the Hepatitis B immunization program and 

educating their clients about the behavioral risk factors and prevention for both Hepatitis 

B and Hepatitis C. 

Incidence and mortality rates are examined in the biophysical dimension. The 

incidence of breast and cervical cancer for American Indian women in Cascade County 

was obtained from the Montana Central Tumor Registry Annual Report (Montana 

Central Tumor Registry, 2000). Because the actual number of reported cases of breast 

and cervical cancer among American Indian women in Cascade County was so small, 

incidence and mortality rates cannot be calculated for the population. Four diagnoses of 

breast cancer were reported among American Indian women from 1993-1997 in Cascade 

County. No diagnoses of cervical cancer among American Indian women in Cascade 

County were documented during this same time period. 

The Psychological Dimension. The psychological dimension explores how 

membership in the target group affects a member’s self-image, how group members 

display coping skills, and how stressors and psychological problems in the community 

affect the group members. The informants were unsure how group membership affected 

American Indian women’s self-image. They discussed the prevalent drug and alcohol 

problems in the community and expressed a belief that these problems were an 

unsuccessful way of coping with difficult situations related to many factors in the 

environment. The informants stated that drug and alcohol rehabilitation programs have 

been unsuccessful because they move too quickly, and that those members of the 



25 

community who need these programs need to take “baby steps” to become well. The 

programs need to offer long-term treatment rather than brief stays in acute care 

rehabilitation programs. The key informants at the Indian Family Health Clinic spoke 

freely about their desire to represent the American Indian community well in Cascade 

County. They felt that this was their responsibility as visible members of the American 

Indian community within the health care field. 

The Physical Dimension. The physical dimension includes the environmental 

concerns of the target group. Many American Indian women reside in the downtown 

region of Great Falls, and very few live out of the city limits. The greatest concern for 

women was noted to be affordable housing. Most American Indian women rent or share 

housing with family members. The median rental cost in 1990 was $277 per month. 

Fifty-five percent of contract rentals in Great Falls, Montana in 1990 cost between $250 

and $499 per month (U.S. Census Bureau, 1990). These rates have increased during the 

decade making the rentals unaffordable to women with limited income. Observation of 

rentals in Great Falls showed two-bedroom apartments and duplexes renting for 

approximately $500 per month. Although housing was adequate in safety and 

cleanliness, there was a great difference in maintenance and upkeep noted during a walk¬ 

through of three “ready to rent” apartments. 

The Social Dimension. The social dimension addresses community leadership, 

education, income, employment, families and religious activities. There were several 

concerns discussed in the dimension of the social environment. Transportation and 

unemployment were problems verbalized by the key informants. Most women do not 

have adequate transportation and must rely on public transportation. Women’s health care 

must be accessible by public transportation. 
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Group members cannot find employment on the reservations, and they may come 

to Great Falls seeking employment. An informant stated that many have difficulty 

finding a job in this community: “It is very hard in the Great Falls area to find 

employment. You do not see many Native Americans working.” The informants would 

like to see more training programs available to increase the employment options for 

American Indian women in Great Falls. 

There are educational opportunities available for group members. There is a 

program at Montana State University-Great Falls College of Technology called 

Educational Opportunity Center (EOC) that will assist American Indian students to plan 

educational experiences. Informants stated that the process of getting into the program is 

difficult and includes more paperwork than some may be able to tolerate. The objective 

of the program is to help individuals choose a career and program of study and complete 

the forms and applications for financial aid and scholarships. The program helps 

American Indian students apply for an American Indian Fee Waiver that covers 

registration fees and tuition costs for each semester of enrollment. 

The Behavioral Dimension. The behavioral dimension addresses concerns about 

consumption patterns and leisure activities that affect the target group. The informants 

stated that drug and alcohol use was prevalent within the population of American Indian 

women in the Great Falls area. They also stated that smoking was a growing concern in 

this community, especially with younger women. The Indian Family Health Clinic has 

two chemical dependency counselors on staff. The clinic also has a coordinator for the 

Tobacco Awareness Program to promote smoking cessation in the American Indian 

community. 

Informants stated that leisure activities were difficult to find in the Great Falls and 
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surrounding area. American Indian adults have few opportunities to do things together 

with other tribal members away from the reservations. Some recreational and exercise 

programs are inaccessible due to income restraints. The local health spas have rates that 

most American Indian women cannot afford to pay. On the reservation, exercise 

facilities are available to all. 

Special safety precautions are warranted for group members similar to the larger 

society such as seatbelt use, protection from environmental hazards, and sexually 

transmitted disease prevention. The informants emphasized the importance of Hepatitis 

B and Hepatitis C precautions for all group members because of the prevalence of both 

diseases in this community. 

The Health System Dimension. This community assessment has a focus that is 

directed at the health system dimension to evaluate availability of cancer screening 

services for American Indian women in Cascade County. Much of this data was obtained 

from the women themselves with open-ended interview questions. The key informants 

were also asked their views of the health system dimension. 

The informants noted barriers to obtaining healthcare for those individuals who 

have no insurance. Many American Indian women in Cascade County have no insurance 

or have insufficient income to pay for their health care. The Indian Family Health Clinic 

provides the primary health care needs of the American Indian community in the Great 

Falls area and fills the gap for women who lack insurance or other resources to pay for 

health care. 

Clinical breast exams and Pap tests are available at the Indian Family Health 

Clinic from three providers. There are two nurse practitioners and one physician that 

provide cancer screening exams for women. Mammograms are not done at the Indian 
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Family Health Clinic, but women can have them done at the Blackfeet Community 

Hospital on the Blackfeet Indian Reservation in Browning, MT which is a 2 14 hour drive 

from Great Falls. There is a van that travels to Browning periodically to take women for 

mammogram appointments. Mammograms are also available through the Montana 

Breast and Cervical Health Program. The appointments can be made at three facilities in 

Great Falls. 

The key informants stated that a diabetes program is also needed at the Indian 

Family Health Clinic due to the high prevalence of diabetes among their clients. There 

are plans to develop a program, but it is not yet available. 

Breast and cervical cancer screening can be obtained from a variety of healthcare 

professionals. Approximately 60 healthcare providers in Cascade County provide 

primary cancer screening for women by offering Pap tests and clinical breast exams. 

These providers include the specialties of family and women’s health nurse practitioners, 

family practice physicians, physicians’ assistants, internists, gynecologists and 

naturopathic physicians (“Your health,” 2000). There are three facilities in Cascade 

County that provide mammograms. They are Benefis Healthcare, Front Range 

Healthcare, and the Great Falls Clinic. 

Healthcare providers are located at several locations within the city limits of Great 

Falls, but no healthcare providers offer services in the smaller communities in Cascade 

County. Most facilities in Great Falls are located conveniently on bus routes. There are 

clinics located in the downtown area, near both hospitals, and in the southwest and 

northwest subdivisions of Great Falls. The providers and facilities at Malmstrom Air 

Force Base, on the East Side of Great Falls, were not included in this assessment because 

the facilities are accessible only to military personnel and their families. The services of 

the Malmstrom Air Force Base Clinic would therefore not be accessible to the general 
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population of Cascade County. 

The Montana Breast and Cervical Health Program (MBCHP) provides free 

mammograms and Pap tests to women age 50-64 years old. These tests are provided 

through a federal grant from the Centers for Disease Control and Prevention (CDC). 

Women must meet the requirements listed in Table 1 to be eligible for this program. The 

Pap tests are done by a provider that is enrolled in the MBCHP. There are 60 enrolled 

providers in Cascade County including laboratories and pathologists. The MBCHP will 

reimburse the provider directly for Pap tests, pelvic exams, clinical breast exams, and 

mammograms. 

Table 1. Eligibility requirements for the MBCHP  

• Must be a woman 50-64 years old 

• Must meet income guidelines 

• Must have no insurance benefits that would pay for annual Pap test or 

mammogram 

• Pap test or mammogram must be done by a provider enrolled in the MBCHP 

The Montana Breast and Cervical Health Program is a case management program. 

If a Pap test or a mammogram is suspicious for malignancy, the program provides 

follow-up and reimbursement to the health care provider until a diagnosis is made, and 

the program refers the woman for treatment. There are treatment options available 

locally and regionally for women who are diagnosed with cancer. The health educator 

for the MBCHP evaluates each woman’s case to find financial assistance for cancer 

treatments. 

One of the referral sites for obtaining cancer treatment is Benefis Women’s 
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Health. The coordinator of this program is involved in the process of finding resources 

for women without insurance to pay for cancer treatment. There are cancer survivors’ 

groups and foundations that will assist women by providing the funds for cancer 

treatment. The Benefis Women’s Health program also provides teaching to women on 

many health topics including breast self exam and early cancer detection. 

The Women Reaching for Wellness Program provides education to American 

Indian women throughout Montana about breast and cervical cancer screening. This 

program is also funded under the MBCHP. The coordinator and health educators travel 

to Montana’s Indian Reservations and Urban Indian Health Clinics throughout the year to 

teach American Indian women breast self exam and the importance of regular clinical 

breast exams, mammograms, and Pap tests. The Women Reaching for Wellness Program 

also provides the clinics with educational materials such as videos and video equipment, 

breast models, and pamphlets. 

Table 2 contains a summary of the health needs and services available for 

American Indian women in Cascade County. The table provides an overview of the needs 

or risks of each dimension of the Dimensions Model (Clark, 1999) and lists services 

available or lacking for the needs identified. The Health System Dimension will be 

explored further in a summary of the interviews with American Indian women in the 

community. 

Interviews with American Indian Women 

Five American Indian women whose ages ranged from thirty-two to eighty-five 

years old were interviewed. Three women chose to be interviewed at their homes. Two 

women were interviewed in a health care provider’s office. 
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Table 2. Summary of Health Needs and Services Available 
Dimensions Model * Health Need/ Risks Need-Service Match/ Mismatch 
Biophysical Dimension Breast cancer 

Diabetes 
Hepatitis B 
Hepatitis C 

Screening MBCHP & IFHC 
Diabetes program not yet available 
Education and vaccine for Hep B 
No vaccine for Hep C 

Psychological Dimension Drug abuse 
Alcohol abuse 
Self-esteem 

Counselors available 
Role-models at IFHC 

Physical Dimension Housing Rental housing not affordable on 
limited income 

Social Dimension Transportation 
Unemployment rates high 
Educational opportunities 

Public transportation available 
Need jobs and training 
EOC program and scholarships 

Behavioral Dimension Drug abuse 
Alcohol abuse 
Smoking/ tobacco use 
Leisure activities/ exercise 

Counselors available at IFHC 

Tobacco Awareness Program 
Recreational & exercise programs 
not accessible due to cost 

Health System Dimension Lack of insurance/ money 

Clinical breast exams 
Pap tests 
Mammograms 

Education-cancer screening 

MBCHP for women 50-64 years old 
IFHC for women < 50 or > 64 
Over 60 local providers, MBCHP 
Over 60 local providers, MBCHP 
Blackfeet Community Hospital, 3 
local facilities & assistance of 
MBCHP and Benefis Women’s 
Health 
Women Reaching for Wellness, 
MBCHP, IFHC, Benefis Women’s 
Health & local providers 

* Dimensions Model (Clark, 1999) 

Interview Question #1. The first question was “How would you describe your 

health?” Overall this question brought brief responses from the women (Table 3). Five 

women answered that their health was “good” or “normal” and qualified those responses 

with definitions of health in terms of “good appetite”, age, weight, control of chronic 

illness and number of medications taken. One woman also discussed current health 

concerns which were related to unhealthy choices in the past. This woman stated that she 
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now sees her provider to maintain health. 

Table3. Interview question #1 

Question #1 Response Frequency (n=5) 

How would you describe your health? • “good” 4 

• “normal” 1 

• “good appetite” 1 

• overweight 2 

Interview Question # 2. Question number two was, “What do you do to take care 

of your health?” Responses are listed in Table 4. Two women stated that exercise was a 

primary way to take care of themselves. Three women with chronic illnesses credited 

regular visits to a health care provider and medications as the ways that they took care of 

their health. Learning about diet and exercise and knowing one’s limits were also 

mentioned as ways to care for health. 

Table 4. Interview question #2 

Question #2 Response Freq. (n=5) 

What do you do to take care of your health? • Exercise 2 

• Regular visits to health care 

provider 

2 

• Medications 1 

• Learning about diet and exercise 2 

• Knowing one’s limits 1 
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Interview Question #3. Overall, the answers to question number three 

demonstrated that the participants had received regular breast and cervical cancer 

screening exams. The question was “when did you get your last Pap test or breast exam 

by a doctor or a nurse?” Four women stated that their Pap tests had been done within the 

past twelve months. The fifth participant stated that she had a hysterectomy for non- 

cancerous reasons and her provider had not recommended annual Pap tests. She had 

received a mammogram and clinical breast exam within the past twelve months. All 

women reported having a clinical breast exam within the past twelve months. 

Three out of the five women interviewed had a history of receiving an abnormal 

Pap test diagnosis. One woman had not gone back immediately after her abnormal Pap 

test because “I just didn’t like the procedure of doing a Pap and going through the 

process. I really feel uncomfortable sometimes.” She had returned for an exam after a 

year and a half and had a normal Pap. One woman also mentioned the importance of the 

provider explaining why the Pap is important. 

Interview Question #4. The fourth question posed to the participants was: “Is 

there anything that has prevented you from, (or helped you to,) get a Pap test or breast 

exam done?” Responses are listed on Table 5. Discomfort and dislike for the exams were 

the most common reasons given for not wanting to have the Pap tests and breast exams 

done; however, the women interviewed reported obtaining regular exams. Overall, the 

women felt that the exams were a necessary part of life and would get the exams even 

though they did not like the procedure. One woman had no Pap test done in ten years 

since having a hysterectomy, yet she had annual breast exams and mammograms. She 

was not sure why her provider did not think it was necessary to obtain a Pap test yearly. 

The second most frequent response to this question was that women returned for 
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yearly exams if their provider recommended them and explained why the exams were 

necessary. Each woman’s provider was a source of information and recommended 

regular exams. 

One woman stated that money and lack of insurance had prevented her from 

seeking cancer screening exams in the past. She also had difficulty in the past because 

her tribe is not federally recognized, but seeking federal recognition. Although she is not 

eligible for medical care on the reservations at this time, she is now aware of more 

resources in the community that help women to get breast and cervical exams. This 

woman verbalized the availability of resources very clearly: 

Yeah there was. Money. I mean as far as insurance because when I just started 
becoming aware of it was when I went down to the Native American Center, and 
they had asked me. If you don’t have the means, the insurance, and nobody will 
carry you, you know you’re going to find some way, and being Native American I 
had the opportunity and I praise God. God has worked wonders in my life and I 
have no problems witnessing to that, you know to say what he has put before me 
because I’m single. And just how He has worked in my life. He has provided 
even now. Whether it be young age or old age. And so, there’s people out there. 
There’s groups, there’s organizations and thank you Lord for making us aware of 
all this stuff that is available and it’s available, and if you don’t have the sources, 
it’s going to be provided. 

Illness was a reason one woman had for regular exams. “When I don’t feel good I 

have to go in and find out what’s wrong with me.” Another woman stated that her family 

encouraged her to seek regular check ups to help her stay healthy. She also has a 

personal history of an abnormal Pap test and family history of breast cancer. Both 

personal and family history of abnormal tests or cancer had stimulated her to seek regular 

Pap tests and breast exams. 
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Table 5. Interview question #4 

Question #4 Response Freq. (n=5) 
Is there anything that has prevented you from • Discomfort 3 
getting a Pap test or breast exam done? • Dislike for the exam 1 

• Lack of money and/or insurance 2 
• “Nothing” 1 
• Unaware of need 1 

Is there anything that has helped you to get a • Providers’ recommendations 1 
Pap test or breast exam done? • Providers’ explanations 2 

• Awareness of community 
resources 

1 

• “When I don’t feel good” 1 
• Family encouragement 1 
• Personal or family history of 

abnormal diagnosis 

2 

Interview Question #5. All women were asked the final question “What would 

make it easier for you to get a Pap test or a breast exam done in the future?” Every one 

of the women discussed the provider when responding to this question. A provider’s 

style and sensitivity to the woman were important. The specific styles mentioned were 

explaining what is going to happen during the exam and why the Pap test is being done. 

Because the exam is uncomfortable for the women, they requested that the provider help 

women to relax. The ways discussed by the women were to provide explanations, 

provide distraction such as mazes or posters on the ceiling, to talk to the woman before 

having her undress for the exam, and to ask the woman if she has any questions. One 

woman was facing the possibility of having to change providers because she no longer 

had insurance or the ability to pay for a Pap test. This was preventing her from making 

her appointment. She stated “I would like to see my same provider. I don’t like to 

switch. I’m comfortable with the one I usually see, and I don’t have the insurance yet and 
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the money for it to see Dr. right now.” 

Table 6. Interview question #5 

Question #5  
What would make it easier for you to get a 
Pap test or a breast exam done in the future? 

Response  
• Provider explains procedure 
• Provider provides distraction 
• Provider talks to woman before 

having her get undressed for exam 
• Provider asks if the woman has 

questions 
• To be able to see the same provider 
• Insurance/ money 
• Knowing “it’s good for me”  

Freq (n=5) 
2 
1 
2 

1 

1 
1 
1 

Summary of Responses. The responses to all of the questions were finally 

examined together to look for common themes. These themes are listed on Table 7. Of 

interest was that each question had one or more response related to the health care 

provider. Each of the women talked about her health care provider during the interview. 

A common theme was the important role of the provider to explain the exams and to 

encourage women to return for regular exams. Women also wanted their provider to be 

sensitive to their needs for comfort during the exams. They wanted to be able to talk and 

ask questions before undressing or to have a means of distraction in the exam room to 

help them relax. 

Other common themes included: Pap tests and clinical breast exams as a 

necessary part of life, lack of insurance and/or money, and personal or family history of 

breast or cervical cancer. The five women interviewed would get the exams done 

because they believed that the exams were part of maintaining their health. The women 

unanimously agreed that Pap tests and clinical breast exams were uncomfortable, but this 

would not stop them from getting the exams done if they knew the reason that the tests 

were being performed. Lack of insurance and money contributed to the choices that these 
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women made about getting annual Pap tests and clinical breast exams. The women were 

knowledgeable about additional resources available when insurance or money was 

lacking. Lack of insurance or money limited which provider the woman could see for 

health care and was a concern. Finally, a personal or family history of a positive 

diagnosis of breast or cervical cancer stimulated women to seek clinical breast exams and 

Pap tests. 

Table 7. Common Themes   
• Women wanted the provider to: explain exams, encourage them to get regular exams, and 

be sensitive to a woman’s need for comfort during exams. 

• Pap tests and clinical breast exams were a necessary part of life. 

• Lack of insurance and/ or money contributed to choices about Pap tests and clinical breast 
exams. 

• Personal or family history of a positive breast or cervical cancer diagnosis stimulated 
women to seek screening exams. 

Interpretation 

Adequate services are available for women in Cascade County to obtain cancer 

screening exams. Pap tests and clinical breast exams are available for American Indian 

women of all ages. American Indian women in Cascade County can have these exams 

done at the Indian Family Health Clinic. If they have other means of payment such as 

insurance or Medicaid, the women can go to one of over sixty providers in the Great Falls 

area. Women aged 50-64 years with limited income have another option in the Montana 

Breast and Cervical Health Program. 

Concerns were identified by key informants within the community of American 

Indian women in Cascade County. These concerns were summarized in Table 2. Breast 

cancer was identified as a health risk with services readily available for screening and 
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education. The services lacking to meet the identified needs of diabetes. Hepatitis C, 

affordable housing, unemployment, inaccessible leisure activities and lack of insurance 

and/or money demonstrated a needs-services mismatch. Each need-service mismatch 

should be examined by community health nurses, health care providers and leaders in the 

American Indian community of Cascade County to determine if there is agreement that 

these are the needs for American Indian women in Cascade County. Further examination 

of each need-service mismatch could promote prioritization for planning community 

health programs. 

The interviews with American Indian women in Cascade County provided the 

most interesting and surprising data of the project. The five American Indian women 

identified barriers found in the review of literature including: lack of insurance and/or 

money (Bell et al., 1999), problems within the health care system such as the provider’s 

style and sensitivity to the patient (Hodge et al. 1996), and limited knowledge or 

awareness of cancer (Bell et al., 1999; Lanier et al. 1999). The women also identified a 

barrier not found in the review of literature: discomfort and dislike for the exams. 

Surprisingly, the women that participated in the interviews were seeking regular Pap tests 

and clinical breast exams in spite of the barriers. The women collectively expressed the 

theme of breast and cervical cancer screening exams being a necessary part of life. They 

would obtain the exams regularly because they understood that the tests needed to be 

done. 

The amount of discussion by the American Indian women about their providers 

was unexpected. The women relied on their providers to be a source of information 

about breast and cervical cancer screening. Three of the American Indian women 

interviewed discussed the educational programs available from Women Reaching for 

Wellness and Benefis Women’s Health. All women, however, discussed their healthcare 
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providers as a means of informing them about breast and cervical cancer screening. 

Limitations 

The results of this project are limited by several factors. The first limitation is the 

use of a small convenience sample of five American Indian women. The women 

interviewed were insightful, however, one cannot generalize the themes expressed by this 

small group of American Indian women to the larger community of American Indian 

women in Cascade County. 

The second limitation is related to the difficulties encountered by the interviewer 

to find a convenience sample. The process that was initially proposed by the student 

interviewer involved seeking assistance from the staff at the Indian Family Health Clinic 

to find a sample of five American Indian women in the community who would agree to 

participate in an interview. The staff and administration at the Indian Family Health 

Clinic would not ask their clients to participate in an interview. The student then asked a 

provider at the City County Health Department for assistance. The City County Health 

Department staff and administration also declined to ask any of their clients if they would 

participate stating that they could not jeopardize the trust that they have developed with 

American Indian women in the community. Because of these difficulties, the student 

asked other providers and community leaders if they knew of American Indian women 

who may agree to participate in an interview. The interviewer knew two of the 

participants prior to the interview. The women identified were already participating in the 

resources such as educational programs about breast and cervical cancer screening that 

this project sought to explore. These methods of identifying the participants make the 

results less generalizable. 

The third limitation related to the interviewer being unknown in the community of 
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American Indian women in Cascade County. Trust was identified by the staff at the City 

County Health Department and by the staff of the Indian Family Health Clinic as integral 

to the success of their programs. Being known to the community would be necessary for 

the interviewer to get to know the women that these programs have not already reached. 

Establishing relationships within the target group could develop the trust needed to find 

women who would talk with the interviewer about their health care. 

Implications and Recommendations for Further Study 

Several questions were raised by this project. First of all, a concern was that 

American Indian women in Cascade County were not obtaining Pap tests and clinical 

breast exams because the exams were not available or because the women were not aware 

of the need for the exams. The results of this project identified that the exams were 

available for all American Indian women in Cascade County from the Indian Family 

Health Clinic or from over sixty other providers in the community. The project also 

identified that the American Indian women who were interviewed were knowledgeable 

about the need to obtain annual Pap tests and clinical breast exams. 

Secondly, it can be generalized that the five American Indian women interviewed 

perceived Pap tests and clinical breast exams were a necessary part of life. The women 

chose to obtain Pap tests and clinical breast exams in spite of the barriers they identified. 

Whether these women perceived that a positive diagnosis of breast or cervical cancer is 

treatable was not determined. Future studies could utilize similar interviews to define 

what women understood specifically about Pap tests and clinical breast exams being “a 

necessary part of life.” Current research has linked education and perceived survivability 

after a diagnosis of breast or cervical cancer to how women seek screening exams 

(Pearlman, D., Clark, M., Rakowski, W. & Ehrich, B., 1999). If women know they need 
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to get the exams to detect cancer but believe that the diagnosis of cancer means death, 

will they choose to avoid the cancer screening tests? The topic of perceived 

survivability after a diagnosis of breast or cervical cancer was not addressed in this 

project, but it would be an area of further study within this target group of women. 

Another question raised by this project was whether providers in Cascade County 

were following up on every breast and cervical cancer screening exam that was done. The 

number of documented cases of breast and cervical cancer among American Indian 

women in Cascade County was so small that it was not possible to calculate incidence or 

mortality rates (Montana Central Tumor Registry, 2000). The question is raised whether 

all positive diagnoses of breast or cervical cancer are being documented to the tumor 

registry and how providers are following up on positive diagnoses. Poor survival rates 

are also caused by delayed or inappropriate follow-up of positive breast or cervical 

cancer diagnoses. An area of further study would be to find out how providers document 

and organize follow-up and treatment for the Pap tests, clinical breast exams and 

mammograms that they provide. 

The practical implications of this project for healthcare providers involved the 

importance of the provider to explain Pap tests and clinical breast exams to women and 

encourage them to return for annual exams. It can be generalized for the American 

Indian women interviewed that the provider’s sensitivity to a woman’s need for comfort, 

modesty, thorough explanations and the ability to ask questions was important. 

Educational programs could be offered to providers regarding the importance of 

sensitivity to their clients and how to provide ongoing education and encouragement to 

American Indian women to seek cancer screening exams. The suggestion that providers 

are not culturally sensitive or that provider sensitivity is limited to the care of American 

Indian women can not be generalized from this data. Future studies could address 
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women’s perceptions of the providers’ sensitivity to their needs for comfort and thorough 

explanations through focus groups of women from various ethnic and social groups. 

In summary, breast cancer screening exams, cervical cancer screening exams and 

educational programs about breast and cervical cancer are available to all American 

Indian women in Cascade County. Many are the reasons that American Indian women 

may choose to seek or not to seek these exams. Hopefully the themes that have been 

discussed in this paper can encourage providers, nurses, health educators, family 

members and all women to tell someone about these life-saving exams. It was expressed 

best by one of the American Indian women who was interviewed: “If you’re gonna go, 

it’s out there ladies. Go out there and get it. Get it done. Help yourself.” 
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APPENDIX A 

LETTER TO PARTICIPANTS 



September 12, 2000 

Dear participant, 
I would like to thank you for assisting me with this study. The purpose of this study 
is to assess the cancer-screening services available to all women living in Cascade 
County and to learn about the perceptions that American Indian women in this 
community have about obtaining Pap tests and clinical breast exams. I am a 
registered nurse and a graduate student at Montana State University Bozeman College 
of Nursing. This study is being done as part of a project that is a requirement for me 
to complete a Master’s Degree in Nursing to become a Family Nurse Practitioner. 

The purpose of this letter is to describe how you will be involved if you choose to 
participate. Your participation will include an interview with me that will last about 
thirty minutes, but no longer than sixty minutes. I will ask you questions about the 
decisions you make about your healthcare. You must be at least eighteen years old to 
be interviewed and there are no costs involved in participation. A benefit of 
participation will be that you may ask questions that you have about breast and 
cervical cancer screening exams such as breast exams, Pap tests and mammograms. 
If you do not have a local health care provider and you feel that you would like to 
have a Pap test or a breast exam, I can refer you to a health care provider. 

Talking about personal health information can be uncomfortable for some women. 
The interviews will be confidential. If you need to speak with a health care provider 
after the interview, you will be referred for an appointment with a local health care 
provider. You may withdraw from the study at any time. If you decide that you do 
not want to participate in this interview, your care with your local provider, with the 
Indian Family Health Clinic in Great Falls, and other Indian Health Service facilities 
will not be jeopardized in any way. 

Your name will not be used in any written or verbal discussion of the study results. 
The results will be discussed anonymously in a written paper required by Montana 
State University Bozeman as a requirement to complete a Master’s Degree in 
Nursing. The results may possibly be published in books and articles or presented in 
professional lectures. This signed consent form will be stored in a locked file cabinet 
at the Montana State University Bozeman College of Nursing Office of Research 
along with any notes or audiotapes obtained during the interview. The forms, notes or 
audiotapes will be removed and destroyed after two years. 
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Thank you for considering participation in this interview. If you agree to be 
interviewed, please sign this letter on the line provided below. A copy of this letter 
will be given to you. 

Sincerely, 

Nancy J. Rowell, RN, BSN 
MSU Graduate Student 
Montana State University Bozeman 
(406) 771-4450 

Therese Sullivan, RN, PhD. 
Project Advisor 
Montana State University Bozeman 
(406) 994-2650 

Signature of participant:  Date: 

Signature of witness:  Date: 
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APPENDIX B 

INTERVIEW QUESTIONS 
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Subject number:  Age:  

1) How would you describe your health? 

2) What do you do to take care of your health? 

3) You did/ did not mention getting a Pap test or having a breast exam. When did 

you get your last Pap test or breast exam by a doctor or a nurse? 

4) Is there anything that prevented you from, (or helped you to,) get a Pap test or 

breast exam? 

5) What would make it easier for you to get a Pap test or a breast exam done in the 

future? 
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APPENDIX C 

HEALTH ASSESSMENT AND INTERVENTION PLANNING GUIDE-TARGET 

GROUP 



HEALTH ASSESSMENT AND 
INTERVENTION PLANNING 
GUIDE-TARGET GROUP 

For the most part, assessing the health needs of a target group from the 
perspective of the Dimensions Model is similar to assessing a commu¬ 
nity. For most of the information needed, the community health nurse 
can use the assessment guide provided in Appendix I, Health Assess¬ 
ment and Intervention Planning Guide—Community Client. Some spe¬ 

cific assessment considerations for a target group, however, differ from 
those for a community. The special considerations are presented here. 
This tool addresses only the assessment component of the Dimensions 
Model. For guidance with other portions of the model, use pages 999 to 
1001 of Appendix I. 

1003 

Clark, Mary Jo; NURSING IN THE COMMUNITY 3/c ©1999, pp. 1003-1006. 
Reprinted by permission of Prentice-Hall, Upper Saddle River, NJ 07458. 
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1004 APPENDIX) 

Health Assessment and Intervention Planning Guide—Target Group 
Target group:   

Biophysical Dimension 
What is the age, sex, and racial or ethnic composition of the target group? 

Are there any special maturational or developmental concerns for group members? 

What health problems are commonly experienced by group members? — 

Are group members particularly vulnerable to any particular illnesses? — 

Are there any special immunization concerns for group members? 

Psychological Dimension 
What effect does group membership have on members' self-image? 

What coping skills do group members display? Are they adequate? 

What is the incidence and prevalence of psychological problems among group members? 

What psychological stressors are experienced by group members? 

Physical Dimension 
Where is the target group located? 

Are there any special environmental considerations for group members (wheelchair access, ramps)? 

Are group members particularly vulnerable to environmental conditions (pollutants, temperature changes)? 

Do group members have special housing needs? 

Social Environment 
What are the attitudes of the larger society toward group members? 

Clark, Maiy Jo; NURSING IN THE COMMUNITY 3/c ©1999, pp. 1003-1006. 
Reprinted by permission of Prentice-Hall, Upper Saddle River, NJ 07458. 
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HEALTH ASSESSMENT AND INTERVENTION PLANNING GUIDE-TARGET GROUP 1005 

What is the extent of group members' social status and influence?   

Are there special economic concerns for group members?  

Are there special educational concerns for group members? 

Does the group have an official spokesperson or group to represent its interests? 

Do group members have particular protective services needs? 

Do group members have unique transportation needs? 

Are group members employable? 

Are there particular occupational concerns for group members? 

Behavioral Dimension 
Consumption Patterns 
Do group members have special nutritional needs? 

What is the extent of drug or alcohol abuse among group members? 

Does smoking pose any special problems for group members? 

Does exercise pose any special problems for group members? 

Leisure Activities 
Do certain leisure activities pose problems for group members? 

Do group members have access to recreational opportunities open to other members of society? 

Other Behaviors 
Are special safety precautions warranted for group members? 

Does contraception pose special problems for group members? 

piarlf Maiy Jo; NURSING IN TOE COMMUNITY 3/c ©1999, pp. 1003-1006. 
Reprinted by permission of Prentice-Hall, Upper Saddle River, NJ 07458. 
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1006 APPENDIX) 

Health System Dimension 
What health services are needed by group members? Are they available and accessible? 

What is the attitude of health care professionals toward group members?  

How do group members finance health care? Are there problems with financing such care? 

Do group members experience barriers to obtaining health care? 

Clark, Maiy Jo; NURSING IN THE COMMUNITY 3/c ©1999, pp. 1003-1006. 
Reprinted by permission of Prentice-Hall, Upper Saddle River, NJ .07458. 
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APPENDIX D 

HUMAN SUBJECTS APPROVAL 
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College of Nursing 

Main Campus 
Sherrick Hall 
P.O. Box 173560 
Bozeman, Ml 59717-3560 
Phone (406) 994-3783 
Fax (406) 994-6020 

Billings Campus 
Campus Box 574 
MSU • Billings 
Billings, Ml 59101 
Phone (406) 657-2912 
Fax (406)657-1715 

Great Falls Campus 
2800 11th Ave. South 
Suite 4 
Great Falls, Ml 59405 
Phone (406) 455-5610 
Fax (406) 454-2526 

March 16, 2000 

Missoula Campus 
32 Campus Drive 
Missoula. MI 59812-8238 
Phone (406) 243-6515 
Fax (406) 243-5745 

Nancy Rowell, BSN, RN 
2200 4th Avenue South 
Great Falls, MT 59405 

Dear Ms. Rowell, 

The College of Nursing Human Subjects Review Committee met to review your proposal entitled 
“Community Assessment of Cascade County: Available Cancer Screening Services and 
Perceptions of American Indian Women Regarding These Exams.” I am pleased to inform you 
that you may proceed with data collection as soon as you have made the following changes: 

► Make the Purpose of the Study clearer in the Informed Consent form. 
► Add the costs (if any), risks and benefits to the participant to the Informed Consent form. 
► Add your phone number and that of your advisor, Dr. Therese Sullivan, to the Informed 

Consent form. 
► If, during the process of completing data collection, one of your subjects indicates that she 

would like to have a Pap test or breast exam (or mammogram) but has no provider, you 
need to have a referral for her. Please add that referral to the Informed Consent form. 

► Add a line for a witness to the signing of the Informed Consent form. 
► Add to the Informed Consent form how the consent forms will be stored and connection 

to data and how data will be stored and ultimately destroyed to assure privacy, anonymity 
and confidentiality as well as who will have access to the data. 

► Add a statement to the Informed Consent form that assures participants that if they decide 
not to participate in the study, their care at the EHS will not be jeopardized in any way. 

Our best wishes for the successful completion of an interesting study. 

Sincerely, 

/A. Gretchen McNeely, DNSc, RNC 
Chair, CON Human Subjects Review Committee 

cc: Sharon Hovey, MN, RN - Great Falls Campus Director 
Therese Sullivan, PhD, RN - Project Chair 
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APPENDIX E 

COPYRIGHT APPROVAL 



Main Campus 
Sherrick Hall 
P.O. Box 173560 
Bozeman, MT 59717-3560 
Phone (406) 994-3783 
Fax (406) 994-6020 

College of Nursing 
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Billings Campus Great Falls Campus 
Campus Box 574 2100 16th Ave. South 
MSU • Billings P.O. Box 6010 
Billings, MT 59101 Great Falls, MT 59406-6010 

Missoula Campus 
32 Campus Drive 
Missoula, MT 59812-8238 
Phone (406) 243-6515 
Fax (406) 243-5745 BOZEMAN Phone (406) 657-2912 Phone (406) 771-4450 

Fax (406)657-1715 Fax (406) 771-4449 Feb. 17,2000 

From:Nancy J. Rowell, RN, BSN 
Montana State University Bozeman 
College of Nursing, Great Falls campus 

To: Emily McGee 
Permissions Office, Prentice Hall/Pearson Education 

Subject: Seeking permission to copy assessment tool 

Dear Emily, 

I spoke to you today about requesting permission to copy an assessment tool from Clark’s 
Nursing in the Community (3rd Ed) for a professional paper that 1 am writing. The information 
that you requested is enclosed: 

Title of Book: Nursing in the CommunityOrd ed) 
Author: Mary Jo Clark, RN,MSN,PhD 
Year of Publication: 1999 
Page numbers: p. 995-1006 (Appendices I and J) 
Copies needed: 7 

Brief description of how these pages will be used: 
I am a graduate student pursuing a Master of Nursing degree at Montana State University 

Bozeman. I am completing a professional project in partial fulfillment of this degree. The page 
numbers listed above include a community assessment tool that I will be using to obtain data for 
my project. I would like to include a copy of this assessment tool that is shown on pages 995- 
1006 in the professional paper that I write to describe my project and findings. I will be making 
seven copies of the professional paper and therefore will need to make seven copies of pages 995- 
1006. Six copies of my professional paper will be distributed to the Montana State University 
Library and campuses of the College of Nursing. The seventh copy will be kept by me as a 
personal copy. 

If you have any questions, I can be reached at the Great Falls, Montana campus of the MSU 
College of Nursing. My telephone number is (406) 771-4445 and my e-mail address is 
nrowell@mt.net. Thank you for your assistance. 

Sincerely, 
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PEARSON EDUCATION 

Prentice-Hall, Jnc. 
One Lake Street 
Upper Saddle River, NJ 074^ 
(201) 7.16-17.90 fax 

David Tauber 
Permissions Administrator 
Legal Department 
(201) 236-3282 

rebruary 24,2000 

Nancy J. Rowell 
Montana State University-Bozeman • 
College of Nursing, Great Falls Campus 

Dear Ms. Rowell, 

We are happy to grant you pennission to include the material outlined In the 
accompanying letter from our text. Nursing In the Community J/fc, in your master's 
project 

If you plan to use these materials in any other paper, project, or publication you must 
obtain written permission from Prentice-Hall. 

You may credit our materia] as follows: 
Clark, Mary Jo., NURSING IN THE COMMUNITY 3/c © ????, pp.995-1006. 
Reprinted by permission of Prcnticc-Hall, Upper Saddle River, NJ 07458. 

Sinccrcl 

David Tauber 
Permissions Administrator 


