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ABSTRACT 
 
 

Quality Improvement projects are not always evaluated for their effectiveness 
after they are implemented. This professional project was to address this shortcoming by 
developing an evaluation strategy on the Healthy Mother Healthy Tribe (HMHT) project 
which aims at improving pregnancy outcomes for Northern Cheyenne women and their 
babies.  

The Montana State Birth Certificate Data indicate that the percentage of Montana 
Native American Women entering prenatal care after the first trimester was 56.4% 
compared to Montana Caucasian Women at 24.2%.  While early and regular prenatal care 
are crucial to have healthier babies, numerous difficulties to access prenatal care and the 
impact of illicit drug use during pregnancy increased the number of precipitous deliveries 
at the emergency room in the Northern Cheyenne Service Unit (NCSU). The NCSU was 
chosen as a pilot test site to overcome these barriers; the HMHT project started.  

Posavac’s program evaluation theory, in particular examining the processes of the 
intervention and how the intermediate outcomes lead to the desired outcome, was used to 
guide this project. After process-mapping prenatal care and developing a gap analysis, the 
NCSU implemented the following interventions:  policy update, practice changes in drug 
screening and drug testing, updating electronic prenatal records, education and 
contracting for a prenatal case manager. Then, two types of evaluation processes were 
compared in this project. One was a conventional, practical strategy which was used for 
the Joint Commission’s Evidence of Standards Compliance Report as an accreditation 
survey follow-up. Another was theoretically developed, based on a logic model, for this 
project to measure the effectiveness and improve evaluation consistency.   

In comparison, the conventional strategy was action oriented to ensure that 
compliance is sustainable for going forward. On the other hand, the developed logic 
model showed relationships and had a focus on measurable outcomes. Unfortunately, 
implementation of the logic model was not possible due to a change of the work site and 
time limitation. The effectiveness of the HMHT interventions would be important 
information in order to optimize resources for the organization and determine 
sustainability of the project. 
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CHAPTER ONE 

 
Introduction 

 
 

Native American women and their offspring experience poorer pregnancy and 

birth outcomes than non-Hispanic Whites. Native American infants are 1.6 times more 

likely to die before their first birthday, 1.2 times more likely to die from complications 

from low birth weight, and 1.4 times more likely to die from congenital malformations 

compared to non-Hispanic Whites (Center for Disease Control and Prevention [CDC], 

2011). A possible reason includes that Native American infants are 2.5 times more likely 

to have mothers who began prenatal care in the third trimester or received no prenatal 

care at all (CDC). 

According to the 2013-2016 Montana State Birth Certificate Data, the percentage 

of Montana Native American women entering prenatal care after the first trimester was 

56.4% compared to Montana Caucasian Women at 24.2% (Montana Department of 

Public Health and Human Services [MT DPHHS], 2016). The American College of 

Obstetricians and Gynecologists (ACOG) states that women who receive early and 

regular prenatal care are more likely to have healthier babies (2007). According to the 

Health Resources and Services Administration (HRSA), early and continuous prenatal 

care helps identify conditions that result in low birth weight babies. Babies born to 

mothers who received no prenatal care are five times more likely to die than those whose 

mothers received prenatal care in the first trimester (U.S. Department of Health and 

Human Services, 2011). 
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From 2004 to 2013 the rate of Neonatal Abstinence Syndrome, which indicates 

mother’s drug intake, in Montana newborns increased tenfold (Custis, 2013). 

Therefore, importance of prenatal care is the focus on this project, addressing not 

only timing of starting prenatal care but also regular prenatal care visits during 

pregnancy. 

 
Background 

 
 

Northern Cheyenne Reservation 
 

Northern Cheyenne Service Unit (NCSU) under Indian Health Service (IHS) in 

Lame Deer, MT provides ambulatory services to the Northern Cheyenne reservation in 

southeast Montana. The Northern Cheyenne reservation, which is about 444,000 acres in 

size, is bordered by the Tongue River on the east and Crow Reservation on the west. 

Lame Deer has about 2,052 residents. The reservation is populated by approximately 

4,135 members of the Northern Cheyenne Tribe. 

American Indian and Alaska Natives continue to experience lower life 

expectancies and disproportionate health disparities. For American Indians living on the 

Northern Cheyenne reservation in southeast Montana, the life expectancy is 20 years 

shorter than that of white Montanans (Berger, et al, 2018, p. 3). The U.S. Department of 

Health and Human Services’ goal of Healthy People 2020 include attaining high-quality 

longer lives and eliminating health disparities. It is important to work on these goals to 

reverse health disparities apparent on the Northern Cheyenne Indian Reservation. 
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Prenatal Care on the Northern Cheyenne Reservation 
 

Prior to November 2012, the NCSU offered prenatal care; however, prenatal 

patients delivered their babies 44 miles west of Lame Deer at the Crow/Northern 

Cheyenne Hospital in Crow Agency, MT. After a flood in November 2012, the 

Crow/Northern Cheyenne Hospital under IHS was no longer able to support obstetric 

services at all. Northern Cheyenne women experience difficulty accessing prenatal care 

due to issues of long distance and lack of transportation. From November 2012 to 

February 2018, prenatal patients obtained both prenatal care and delivery of their babies 

in Billings, MT, 104 miles west of Lame Deer. Most recently however, midwives from 

St. Vincent’s Hospital in Billings have been contracted to provide prenatal services at the 

NCSU in Lame Deer, MT in order to provide continuity of care from prenatal care at the 

NCSU to delivery of the babies at St. Vincent’s Hospital in Billings, MT. 

The NCSU provides basic prenatal care that includes physical examination, 

routine laboratory assessment, assessment of gestation age, basic ultrasound, care 

coordination, and mechanisms for consultation and referral. However, the NCSU does 

not have the capabilities of a level 1 (basic) inpatient perinatal health care service. The 

elements of a designation of a level 1 includes 1) providers who have expertise in 

management of obstetric complications, 2) the capability to begin an emergency cesarean 

delivery within 30 minutes of the decision to do so, 3) availability of anesthesia, and 4) 

availability of radiology, ultrasonography, laboratory, and blood bank services on a 24-hr 

basis (The American College of Obstetricians and Gynecologists, 2007). The NCSU does 

have an urgent care facility open 24 hours that could do an emergency vaginal delivery if 
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absolutely necessary. Because of the lack of basic level 1 inpatient perinatal health 

services, a delivery at the NCSU is considered high risk. 

As a result of these changes, the NCSU has seen an increase in the number of 

precipitous deliveries at the emergency room. On average, 10 precipitous births in the 

urgent care area each year between 2013-2017 (Northern Cheyenne Service Unit, 2017) 

is noted. 

 
Healthy Mother Healthy Tribe Project  
 

In February 2017, the Office on Women’s Health partnered with IHS on an inter-

agency agreement (IAA) to improve prenatal care and reduce the impact of illicit drug 

use during pregnancy, which has a strong association with low birth weight and 

congenital malformations on new babies. The NCSU became one of the pilot sites and 

locally named it Healthy Mother Healthy Tribe (HMHT) project. After process mapping 

prenatal care and developing a gap analysis, the NCSU implemented the following 

interventions to improve perinatal outcomes for women: (a) a policy update, (b) practice 

changes in drug screening and drug testing, (c) updates to electronic prenatal records, (d) 

prenatal and community education, (e) updates to practice changes that are consistent 

among all care providers and with evidence-based guidelines, and (f) a contract for a 

prenatal case manager. The intent of these interventions was to establish a sustainable 

quality improvement (QI) project to improve outcomes among childbearing women 

living on the Northern Cheyenne reservation. Other outcomes included were to reduce 

the number of precipitous deliveries and reduce substance abuse issues among 

childbearing women living on the Northern Cheyenne reservation. 
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For each intervention of the HMHT project, I followed the conventional project 

process which includes 11 steps. They are 1) observation (GAP identification), 2) root 

cause, 3) type of action planned 4) description of the actions completed (should include 

staff training, policies/procedures that were developed, revised, and approved), 5) 

Assigned to (responsible party of action), 6) date of actions completed, 7) how will you 

monitor process for compliance, 8) frequency of monitoring activity, 9) what data will be 

collected from monitoring activities?, 10) to whom, how often will data be reported, and 

11) leadership involvement/describe. However, this conventional process was not 

formalized, and it had limitations. Limitations included lack of using specific measures to 

identify short-term and long-term outcomes for the project.  Reduction of limitations 

could be achieved through development and implementation of an evaluation plan. 

 
Significance 

 
An evaluation plan provides valuable information to alter and address program 

improvements prior to failure or disbandment. With limited federal funding available for 

health care improvement projects on the reservation, every effort should be made to 

implement, evaluate, and sustain interventions that work and are acceptable to the 

community members. 

The U.S. Department of Health and Human Services’ goal of Healthy People 

2020, Maternal, Infant, and Child Health (MICH)-10.2 aims “to increase the proportion 

of pregnant women who receive early and adequate prenatal care.” Early prenatal care 
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increases the likelihood that health care providers catch/identify possible adverse health 

condition and factors early to prevent negative outcomes. 

Other goals of Healthy People 2020 that aim to improve maternal and infant 

outcomes include MICH-1, which aims to “reduce the rate of fetal and infant deaths,” 

MICH-8, which aims to “reduce low birth weight (LBW) and very low birth weight 

(VLBW),” and MICH-11.4, which aims to “increase abstinence from illicit drugs among 

pregnant women.” Identifying health risks in childbearing women and infants can lead to 

healthier pregnancies and healthier infants. This HMHT project was derived from these 

aims. 

Conducting the HMHT project within a certain timeframe is important because of 

the known limited resources and uncertainty of future resources at the NCSU, including 

Medicaid expansion. Medicaid expansion was approved by Centers for Medicare and 

Medicaid Services (CMS) in November 2015. Montana Medicaid expansion was 

scheduled to expire June 30, 2019. This additional funding has helped address the health 

disparities that Native Americans have long experienced. The loss of dependable funding 

through CMS and Medicaid expansion would add financial burden to not only the general 

population but also to childbearing Native American women. The reason is that the IHS 

funding rules require every pregnant woman to apply for Medicaid for which most Native 

American pregnant patients at the NCSU are eligible. Fortunately, the expiration of 

Medicaid expansion was postponed to June 2025. If Medicaid expansion expired, it 

would have added tremendous burden on childbearing Native American women. Secure 

financial support should be established for the future generation of low-income family. 
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The decision to work on the evaluation of the HMHT project is based on 

previously observed infrequent/inconsistent evaluation on QI projects for effectiveness or 

sustainability. Although the format or process was established as described above, 

infrequent/inconsistent evaluation did not create concrete evidence. It also fulfills the 

requirement of the degree for clinical nurse leader (CNL). The American Association of  

Colleges of Nursing (AACN) competencies and curricular expectations for CNL 

education and practice states that CNLs are accountable “for evaluation and improvement 

of point-of-care outcomes, including the synthesis of data and other evidence to evaluate 

and achieve optimal outcomes” (2013). 

 
Statement of the Problem 

 
Although the effort to improve prenatal care and reduce the impact of illicit drug 

use during pregnancy is underway at NCSU as the HMHT project, its QI is not evaluated 

for effectiveness after implementation due to lack of an evaluation strategy. Without 

evaluation, no evidence will support the need for funding for sustainability of the project. 

 
Purpose of the Study 

 
The purpose of this CNL project is to develop an evaluation strategy in order to 

evaluate the effectiveness of the HMHT project for QI in pregnancy outcomes. The primary 

objective of this CNL project is to provide a mechanism (i.e., evaluation tool/strategy) for 

the leaders at the NCSU to determine the effectiveness, further overall value, success, and 
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sustainability of the HMHT quality improvement interventions to meet the goals of Healthy 

People 2020, Maternal, Infant, and Child Health (MICH). 

 
Theoretical Basis for the Study 

 
This CNL project is based on the program evaluation theory described by Posavac 

(2011). According to Posavac, development of a program evaluation can proceed in three 

possible ways: (a) by examining the processes of the intervention and how the 

intermediate outcomes lead to the desired outcome, (b) by comparing similar programs, 

or (c) by examining basic research. A difference among these three ways is a choice of 

criteria for evaluation that the evaluator sets. 

I chose to follow the first pathway in the program evaluation theory for two 

reasons. First, I could not compare similar programs because similar programs in 

American Indian/Alaska Native (AI/AN) populations do not exist. Second, I did not 

choose to examine basic research because of irrelevancy of basic research applying to my 

project. By examining the processes of the HMHT project, I will then be able to set the 

criteria for evaluation. 

 
Limitations 

 
 A limitation of this CNL project includes time, which limits any feedback on the 

to-be-developed evaluation strategy from the stakeholders, especially staff members for 

future implementation. Another limitation is no possible implementation with my direct 
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involvement due to the employment change. I still could share the product of this project 

with the NCSU.  
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CHAPTER TWO 

 
Literature Review 

 
The purpose of this chapter is to describe the search strategies used to identify 

literature related to the evaluation of interventions in prenatal AI/AN populations and 

best practices for improving prenatal outcomes for childbearing in Native American 

women. A literature review was conducted to discover (1) program evaluation tools that 

are useful in evaluating prenatal QI projects and (2) interventions that improve prenatal 

outcomes for childbearing Native American women. The following questions guided the 

literature review: 

1. What program evaluation tools have been used and are useful in evaluating 

prenatal QI projects? 

2. What are the best practices for improving prenatal outcomes for childbearing 

Native American women? 

 
Search Strategies 
 
 Montana State University librarian, Mary Ann Hanson, confirmed that CINAHL 

and PubMed would be the best resources to use for this topic (personal communication, 

2019). The common search terms used in both databases to answer the literature review 

Question #1 included, Native American, American Indian, prenatal, interventions, and 

evaluation. Further, a search in CINAHL utilizing additional terms of program 

evaluation model and prenatal or pregnancy produced 14 articles pertinent to the topic. A 

search in PubMed utilizing additional terms of program evaluation model and care, 
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prenatal produced no additional articles. Although program evaluation tools that 

examined prenatal programs in Native American populations were not found, program 

evaluation tools were found that pertained to other prenatal populations. 

 To identify best practices for improving prenatal outcomes for childbearing 

Native American women for Question #2, I used the thesis submitted by Jeanne Bloom, 

Montana State University-Bozeman, master’s degree in nursing in 2012, as a starting 

point. Bloom’s thesis title was “Prenatal Interventions That Improve Native American 

Pregnancy Outcomes and Reduce Infant Mortality: An Integrative Review.” In using 

CINAHL, Bloom searched the words Native Americans and pregnancy but limiting by 

English and peer reviewed articles, dating from 1986 to 2011. I used this same search 

criteria but limited the date range from 2011 to 2018. My search yielded 192 results. 

When the term intervention was added, it reduced to 50 articles. All of these 50 articles 

were reviewed in addition to Bloom’s thesis. Eight of the articles did not apply.  The 

summary of the remaining articles was added at the end of this section.  

 
Review of the Pertinent Literature 

 
 Although the amount of research applicable to AIs/ANs has increased in the last 

few years, the articles rarely involve higher level of evidence-based interventions. 
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Evaluation Model 
 
 Of 14 articles identified, the most common tool used to evaluate pregnancy 

programs was the logic model. The logic model is a strategy and series of steps taken in 

order to obtain a desired outcome or outcomes. According to the Kellogg Foundation, the 

logic model “is a systematic and visual way to present and share your understanding of 

the relationships among the resources you have to operate your program, the activities 

you plan and the change or results you hope to achieve” (2004, p. 1).  

 
Logic Model: Components. Logic model has several components whose labels 

differ by developers or users. Here, I used terms based on the Kellogg Foundation and 

CDC. They are inputs, activities, outputs, short-term, medium, and long-term outcomes. 

Inputs are the resources needed to implement and sustain the program. Examples include 

personnel, time, and fund. Activities of the program are components that are necessary 

for the program to succeed. Whatever input you have, there should be some kind of 

activity associated with it. Outputs are the products of the program activities that impact 

our target population. Short-term outcomes are the first changes closest to the activities 

(being accomplished in 1-3 years) that you expect to see changes in knowledge, skills, 

attitudes, awareness, or behaviors whereas long-term outcomes are the change expected 

over several months or years (in 3-5 years) and ultimate outcomes.  

Based on the abstract reviews on 14 articles, three studies used the logic model 

were described here for their relevancy to this project.  
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First, Butler, et al. (2014) used a program logic model to design and evaluate the 

use of midwifery-led models to improve prenatal care in Ireland. Their intervention was 

to provide women a choice of the type of antenatal care they receive. 

 Another example was a study by Hultone (2007) who described the use of a logic 

model framework to develop, implement, and evaluate a school-based pregnancy 

prevention program in a rural setting. The author described steps to ensure the use of the 

logic model was successful. These steps include (1) deciding what success will look like 

and how it will be measured, (2) keeping data simple, and (3) prioritizing questions 

before completing the logic model. Hultone stated that although the logic model is a 

“map,” the logic model in reality is not linear, will change, and is dynamic. The author 

stated that a benefit of a logic model is that it connects details of how the broader goal is 

reached by linking the inputs to the results. Hultone found that other benefits of using a 

logic model in a pregnancy prevention intervention are that it can help identify further 

research, help identify baseline data, help move towards improved outcomes, and can be 

used with project management. Her descriptive steps were instrumental for me to follow 

to create an evaluation tool and her lesson-learned was used as principles.  

 Finally, Fluhr, Oman, Allen, Lanphier, and McLeroy (2004) used the logic model 

to evaluate and guide 12 teen pregnancy prevention projects. A collaborative approach 

was used at 12 different sites. According to the authors, using the logic model for 12 

simultaneous projects allowed the program supervisors to allocate resources more 

efficiently and create a collaboration that allowed sites to share in implementation and 

results. Although each funded agency developed their own logic model, each site had the 
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same goal: to reduce teen pregnancy. Although the authors found advantages to using the 

logic model, they also noted barriers. The barriers included funding not included to 

complete the evaluation; practitioners and providers had little interest in evaluation by 

stating that it took too much time to complete the evaluation. This may be reasons for 

lacking evaluation studies, and I would consider them when I develop and implement an 

evaluation tool. 

 Another model used to evaluate prenatal projects was the framework called the 

continuum of care concept in Maternal Newborn Child Health (MNCH). This model was 

used to plan and evaluate strategies for prenatal care in a rural poor area of Tanzania 

(Mohan et al., 2017). The framework used two dimensions. These dimensions included 

time-continuity of care over time and place-integrated delivery of care provided by the 

community. The goal of this evaluation was to assess why prenatal patients dropped out 

of care across the continuum when moving from one stage to the next, and then to 

improve prenatal care across the continuum. Time-continuity of care and place-integrated 

delivery of care of the Mohan et al. model are relevant to my project and continuity of 

care is key element to overcome in the HMHT project from prenatal care at the NCSU to 

delivery of the babies at St. Vincent’s Hospital in Billings, MT.  

Although identified studies were not considered higher level of evidence-based 

interventions, their use of logic model was instrumental to develop an evaluation tool. 

Suggestions include desired outcomes, simplicity, and feasibility (i.e., time and funding).  

 



15 
 

Pregnancy Outcomes 
 
 Bloom (2012) completed an integrative review to identify interventions that 

positively impact pregnancy outcomes and decrease infant mortality in Native 

Americans. The author found that positive pregnancy outcomes for Native Americans 

were multifactorial and the elements that affected positive pregnancy outcomes could be 

found at four different levels: the individual, the interpersonal, the community, and the 

public policy. Although I did not read all of the articles in the Bloom’s references, I 

decided to share her cited articles in the following paragraphs.  

 
Individual Level. Individual factors that affect Native American pregnancy 

outcomes included ten factors. The 10 topics and related description and citations found 

in Bloom’s thesis are listed below: 

1. Behaviors/lifestyles: (Begay, 2004; Davis & Prater, 2001; Dempsey & Gesse 

1995; Gaudino, 2008; Long & Curry, 1998; Mehl-Madrona, 2000; Prater, 2000; 

Sokoloski, 1995). This topic broadly covered a wide variety of protective 

(exercise and healthy eating habits) and risk behaviors that were unfavorable to 

positive pregnancy outcomes. 

2. Mental health: (Begay, 2004; Long & Curry, 1998; Mehl-Madrona, 2000; 

Fleshman, 1991; Palacios & Kennedy, 2010). The authors of these studies 

highlighted the importance of a positive mental health outlook that decreased 

stress and improved pregnancy outcomes, while increased stress and the inability 

to adapt to stressful situations were linked to poor outcomes including infant 

demise. 
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3. Tobacco use: (Blabey & Gessner, 2009; Bulterys, 1990; Bulterys et al., 1990; 

Fleshman, 1991; Luo et al., 2004; McCusker et al., 2000; Nakamura et al., 1991; 

Patten et al., 2008; Trans et al., 2010; Wenman, 2004). As suspected, tobacco use 

was linked to poor pregnancy outcomes including the increased incidence of 

SIDS while tobacco avoidance improved pregnancy outcomes.  

4. Education attainment: (Blabey & Gessner, 2009; Grossman et al., 2002; Johnson 

et al., 2008; Shah et al., 2011). Authors of studies that included demographic data 

found a link between higher educational attainment and better pregnancy 

outcomes. 

5. Maternal age: (Eaglestaff et al., 2007; Nakamura et al., 1991; Palacios & 

Kennedy, 2010). Young mother/infant dyads had poorer pregnancy outcomes than 

older mothers although in some studies this finding was not statistically 

significant. 

6. Prenatal care: (Begay, 2004; Eaglestaff et al., 2007; Fleshman, 1991; McCusker et 

al., 2000; Nakamura et al., 1991). Late access or no prenatal care is a significant 

predictor of poor pregnancy outcomes. Bloom stated that “McCuster et al. (2000) 

identified that Native women are three times more likely than all other races to get 

late or no prenatal care” (2012, p. 43). 

7. Breastfeeding: (Barlow et al., 2006; Davis & Prater, 2001; Dempsey & Gesse, 

1995; Khoshnood et al., 1998). Breastfeeding in four studies was directly linked 

or suggested as a protective intervention to reduce infant mortality (e.g., SIDS). 



17 
 

8. Immunizations: (Davis & Prater, 2001). Only one study specifically linked 

decreased infant mortality to immunizations. In light of current evidence related 

to the measles outbreak around the country, failure to immunize is directly linked 

to poor outcomes in an unprotected population. 

9. Family planning: (Barlow et al., 2006; Eaglestaff et al., 2007; Fleshman, 1991; 

Gaudino, 2008; Khoshnood et al., 1998; Nakamura et al., 1991; Palacios & 

Kennedy, 2010). Family planning was linked to decreased infant mortality and 

improved pregnancy outcomes.  

10. Socioeconomics/Women Infant and Children (WIC) enrollment: (El-Bastawissi et 

al., 2007; Fleshman, 1991; Wenman et al., 2004). Healthier socioeconomic status 

and the availability of needed resources were strongly linked to positive 

pregnancy outcomes with WIC participants (although often low income) because 

they were able to receive needed nutrition throughout pregnancy and postnatally.  

 
Interpersonal Level. Bloom (2012, pp. 46-49) found four interpersonal topics 

(defined as the “sphere in which people interact with each other . . . belonging”) that 

contributed to positive pregnancy outcomes.  

1. Significant other: (Blabey & Gessner, 2009; Nakamura et al., 1991). Although an 

indirect finding, the presence of a significant other for support significantly 

improved pregnancy outcomes. 

2. Family support: (Begay, 2004; Dempsey & Gesse, 1995; Long & Curry, 1998). 

Several qualitative studies specifically mentioned the “importance of the family 

circle” (Long & Curry, 1998, as cited in Bloom, p. 46) and the positive 
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generational influences on pregnant women. However, family dysfunction was 

also a negative finding in several studies. Family dysfunction led to a lack of 

physical and environmental support for the mother and infant. 

3. Peer support: (Begay, 2004; Dempsey & Gesse, 1995; Long & Curry, 1998). A 

related topic included the importance of peer support (including the Talking 

Circle) to improve the health of the woman and fetus/child. 

4. Traditional beliefs: (Begay, 2004; Davis & Prater, 2001; Dempsey & Gesse, 

1995; Long & Curry, 1998; Mehl-Madrona, 2000; Sokoloski, 1995). The role of 

traditional beliefs was a major theme especially in studies of Navajo women. The 

contrast between Western approaches and traditional beliefs with pregnancy may 

have contributed to the failure to seek early prenatal care.  Traditionally, 

pregnancy is viewed as a time of health versus illness. 

 
Community Level. Community factors contributed to positive pregnancy 

outcomes and included eight themes based on the work review by Bloom (2012, pp. 49-

58). 

1. Community health clinics: (Baldwin et al., 2002; Grossman, 2002; Long & 

Curry, 1998; Palacios & Kennedy, 2010). The presence of community health 

clinics contributed to positive health outcomes, but some disparity exists among 

urban clinics. 

2. Prenatal services: (Mehl-Madrona, 2000; Prater, 2002). As previously mentioned, 

evidence exists between women who seek early prenatal care and those who 

avoid or have no access or late access to prenatal services. 
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3. SIDS education: (Baldwin et al., 2002; Burd et al., 2007; Gaudino, 2008; Iyasu et 

al., 2002; Luo et al., 2004). SIDS education in a community setting had a 

significant impact on lowering risk factors for SIDS. Specific interventions 

including public health nurse visits after birth, reducing maternal alcohol intake, 

and providing education proved effective for SIDS incidence. 

4. Infant care education: (Barlow et al., 2006; Davis & Prater, 2001; Duffy & 

Gallup, 1994; Long & Curry, 1998; Walkup et al., 2009). Five studies were 

significantly linked to better birth outcomes related to infant care education.  

5. Home visits: (Barlow et al., 2006; Iyasu et al., 2002; Walkup et al., 2009). 

Overall home visiting programs reduced infant mortality in at risk populations. 

6. Smoking cessation and prevention programs: (Mehl-Madrona, 2000; Patten et al., 

2008; Trans et al., 2010). Smoking cessation programs including counseling, 

education, peer support, and follow up significantly improved birth outcomes. 

7. Injury rates/environmental safety: (Baldwin et al., 2002; Berger et al., 2007, 

Duffy & Gallup, 1994). Preventable injury and environmental exposures 

improved birth outcomes for Native American fetus/child. Injury rates improved 

when health promotion programs were available. 

8. Tribal commitment to mothers and infants: (Begay, 2004; Dempsey & Gesse, 

1995; Patten et al., 2008; Sokoloski, 1995). Tribal commitment to programs to 

support infants and mothers enhanced birth outcomes.  

9. Integration of traditional and Western medicine: (Barlow et al., 2006; Begay, 

2004; Davis & Prater, 2001; Dempsey & Gesse, 1995; Duffy & Gallup, 1994; 
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Long & Curry, 1998; Mehl-Madrona, 2000; Palacios & Kennedy, 2010; Patten et 

al., 2008; Shah et al, 2011; Sokoloski, 1995; Tran et al., 2010; Walkup et al., 

2009). The integration of tribal (traditional) and Western medicine that is 

respectful of cultural wisdom and beliefs and utilized informed community 

members to support health during pregnancy was a common theme of positive 

pregnancy outcomes. 

 
Public Policy Level: Public policy factors impacted pregnant Native American 

women included the availability of the following programs: 

1. Special Supplemental Nutrition Program for Women Infants and Children 

(WIC): (El-Bastawissi et al., 2007). Significant protective factors were achieved 

by women participating in WIC (cost reduction + improved health outcomes). 

2.  Safe water & sanitation: (Watson, 2006). Resources allocated to assure safe 

water and sanitation decreased disease and protected local populations across the 

country. Communities lacking these resources were at greater risk.  

3. IHS funding: (Grossman et al., 2002; Nakamura et al., 1991). Inadequate IHS 

funding served as a significant stressor for pregnant women (including distance 

to prenatal, intrapartum, and postpartum services in rural areas). 

4. Systems to monitor Native American health: (Baldwin et al., 2002; Eaglestaff et 

al., 2007; Fleshman, 1991; Gaudino, 2008; Iyasu et al., 2002; McCusker et al., 

2000; Palacios & Kennedy, 2010; Shah et al., 2011). Systems to monitor Native 

American health include systems to provide surveillance of pregnancy outcomes 

including infant death and chronic illness.  
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Bloom’s thorough integrative review provides a wealth of resources for improving 

pregnancy outcomes in Native American communities. The literature clearly establishes 

the benefits of programs to assist the individual, support the interpersonal elements, and 

provide resources for community-wide programs to support pregnant women. Public 

policy is needed in order to protect the next generation. 

 
Teen Pregnancy 
 

 Themes identified in the literature review between 2011-2018 include teen 

pregnancies.  The research included understanding teen pregnancy (Dippel, Hanson, 

McMahon, Griese & Kenyon, 2017; Wingo et al., 2012) as well as prevention of teen 

pregnancy (Barlow et al., 2013; Palacios, Strickland, Chesla, Kennedy & Portillo, 2014; 

Barlow et al., 2015; Kaufman, Schwinn, Black, Keane & Big Crow, 2016; Aschenbrener 

& Johnson, 2017; Tingey et al, 2017).  According to Wingo et al. (2012), Native 

American teen pregnancy was two to three times higher than non-Hispanic White teens.  

As Bloom noted above, “young mothers and their infants were at increased risk for poor 

outcomes (2012, p. 42). 

 
Preventing Alcohol Exposed Pregnancies 
 

 Another theme identified was prevention of alcohol exposed pregnancies 

(Hanson, Miller, Winberg & Elliot, 2013; Hanson, Ingersol & Pourier, 2015; Montag et 

al., 2015; Hanson et al., 2017).  According to Montag (2015), “data from a prenatal clinic 

among Northern Plains Indians indicating 16.2% of pregnant women consumed alcohol. 

Other AI/AN studies have reported 36% of urban and 14% of reservation residing 
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pregnant women consuming alcohol and 53.4% at one prenatal clinic in the Northern 

Plains”(p. 127).  Preventing alcohol exposed pregnancies is important because it prevents 

Fetal Alcohol Spectrum Disorders (FASD) in children.  Symptoms of FASD include 

facial abnormalities, deficiencies in growth and cognitive impairment (Montag et al., 

2015). 

Other research during this review period followed Bloom’s themes such as 

preventing diabetes mellitus (Nicklas, 2011) and smoking cessation (Patten, 2012) to 

have positive pregnancy outcomes. Thus, the themes from the recent review, that are teen 

pregnancy and preventing alcohol exposed pregnancies, should be addressed and verifies 

this CNL project—the importance of implementing the HMHT project and developing its 

evaluation.  
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CHAPTER THREE 

 
Methods 

 
Development of a program evaluation is taken from Posavac’s program 

evaluation theory in which the first pathway states that a program evaluation can be 

developed from examining the processes of the intervention and how the intermediate 

outcomes lead to the desired outcome. Through the observed processes, the evaluator can 

then set the criteria questions for evaluation. Thus, I describe the HMHT project 

intervention in the following section. 

 
Examination of the Processes of the HMHT Project 

 
Detailed description of the HMHT Project was in the Appendix A. Six 

interventions included (a) a policy update, (b) practice changes in drug screening and 

drug testing, (c) updates to electronic prenatal records, (d) prenatal and community 

education, (e) updates to practices changes that are consistent among all care providers 

and with evidence-based guidelines, and (f) a contract for a prenatal case manager. Based 

on these interventions, the vested project team followed the conventional project process 

which include 11 steps. They are 1) observation (GAP identification), 2) root cause, 3) 

type of action, 4) description of the actions completed (should include staff training, 

policies/procedures that were developed, revised, and approved), 5) assigned to, 6) date 

of actions completed, 7) how will you monitor process for compliance, 8) frequency of 
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monitoring activity, 9) what data will be collected from monitoring activities?, 10) to 

whom, how often will data be reported, and 11) leadership involvement/describe.  

 Evaluation is “a systematic way of collecting information about the activities, 

products and outcomes of a program” in order to make judgments on meeting program 

requirements, make improvements on accountability, planning and describing programs, 

inform decisions and improve understanding (Patton, 2008). Criteria questions can 

include What happened? What are we going to do? And what did we accomplish. Thus, 

evaluation focuses on outcomes and differences that activities made and how people 

benefited. 

Examination of the processes of the interventions was insightful and helped 

identify critical elements. Although the HMHT project core team determined to 

implement the interventions effectively and produce meaningful evaluation, the 

conventional method appeared to be ineffective. For example, no clear outcome 

statements, no description of what differences activities made, communication issues, and 

lack of affordability with respect of personnel, time, and fund appeared to cause difficulty 

in evaluation. To address these issues, another approach was warranted, and to examine 

how the intermediate outcomes can lead to the desired outcome, the logic model was 

used to develop an evaluation program. 

 
Conceptual Framework 

 
The instrument used in this CNL project was the logic model. The logic model is 

a useful tool in clarifying program elements, defining relationships to describe path to 
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desired outcomes, identifying categories for evaluation, and showing alignment to 

systems, goals, and vision, which can help plan and evaluate a project. The logic model 

can be depicted as a picture that shows the relationship between the planned work and the 

intended results, which has an advantage of being the same page among all of the 

stakeholders. 

 
Limitations 
 

There are limitations to using the logic model. The logic model can become the 

risk of becoming stagnant. The logic model should change as your program changes. 

Logic models do not reflect reality; they represent a simplified relationship of what is 

intended. Although logic models show expected outcomes, they do not show unintended 

consequences. Logic models also do not typically show cyclical relationships. 

 
Application of Logic Model to the Healthy Mother Healthy Tribe Project 

 
A flowchart in the next page (Figure 1) indicates an application of logic model to 

the HMHT project. The sample logic model provided by the Kellogg Foundation guided 

this flowchart development. Reading a logic model of Figure 1 from left to right follows 

the logic of if-then relationships. For example, if you have these inputs/resources, then 

you will be able to do these activities. Or if you do these activities, you will be able to 

have this outcome. 
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Figure 1: Logic Model Applied to the HMHT Project 
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Setting 
 
 This logic model was created for the NCSU; the impact was to improve 

pregnancy outcomes for mothers and infants on the Northern Cheyenne Indian 

Reservation, especially to reduce pregnant women impacted by illicit drug use. To get to 

that goal, I applied the logic model to describe the components based on the HMHT 

project. 

 
Components Description 
 

The first component is inputs. Inputs are the human, financial, and organizational 

resources devoted to complete the activities. Sometimes these are also referred to as 

resources (W.K. Kellogg Foundation, 2004). Inputs include the staff involved in the 

project including the project lead, community partners, funding, and outside contractor. 

All of them are performers or necessity of activities that are explained in the next 

paragraph.  

The second component is activities. Activities are what we do with the resources 

we invest. If we have enough inputs (i.e., staff, administrative support, community 

partners, funding, and outside contractor), we will be able to conduct the activities to 

reach our goal. The activities included three gap analyses to determine missing policy 

pieces, needed training, missing evidence-based treatments, and drawing of process 

mapping of how prenatal patients access care at the NCSU. 

The third component is outputs, which are results of activities by the stakeholders. 

The outputs of the HMHT included an updated evidence-based policy, training, and 
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practice changes that were consistent among providers, tribal commitment, a maternal 

case manager, and data collected.  

The next component, outcomes, is the differences/results we hope to make 

through activities in our target population. Outcomes should include indicators, which 

make outcomes measurable as well as evidence that what we are doing is working or not 

working. This component was lacking in the conventional project process and no clear 

outcome statements were shared among stakeholders. 

There can be three levels of outcomes. For the sake of this CNL project, I only 

used short-term and long-term outcomes. In the created logic model for the NCSU, the 

short-term outcomes are what we expect to accomplish in 1-3 years.  In 1-3 years all 

providers will use 1-2 evidence based drug screening during prenatal care consistent, all 

stakeholders will be on the same page about prenatal care.  In 1 year, 100% of staff at the 

NCSU staff will practice guidelines and best practices for prenatal care and 100% of 

prenatal patients will receive the best care possible guided by the best research possible 

so that our result will contribute to improve the statistic of 56.4%  of Montana Native 

American women who enter prenatal care after the first trimester and be close to Montana 

Caucasian Women at 24.2% (MT DPHHS, 2016). 

Long-term outcomes are what we expect to accomplish in 3-5 years. In 3-5 years 

we expect infant mortality rate will be decreased by 25%, average birth weight will 

increase by 25%, malformation rate will be decreased by 25% and illicit drug use will 

decrease during prenatal period by 25%.   These data in the past may not be available as a 

base line. If not, collection of these data will be informative to evaluate the effectiveness 
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of the intervention in the future. We also expect the number of precipitous deliveries at 

the Emergency Room of NCSU will decrease by 25% and all providers will complete 

their annual training 100%. 

The last component on the logic model is the impact.  Impact is what you expect 

(or as an effect) will be achieved in 5-10 years.  For the HMHT project, the expected 

effect will be improved pregnancy outcomes for mothers and infants impacted by illicit 

drug use, no health disparities on pregnancy and birth outcomes by reaching national 

average, continue policy updates and implementation annually or as needed, and continue 

collaboration internally and externally with stakeholders. 

 
Assumption 
 

The following assumptions associated with the development (and eventual 

application) of an evaluation tool and include the following points: 

1. The tool will have meaning and be valued by implementation staff. 

2. Resources for implementation and application of the tool are available. 

3. The policy established as a part of the funding will be implemented and valued by 

staff to support sustainability.  

4. Training recommendations will be applied to support improved outcomes. 

5. Tribal entities (IHS, tribal health, Northern Cheyenne, Crow, etc.) will collaborate 

to improve outcomes. 
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CHAPTER FOUR 

 
Summary 

 
Regular and early prenatal care at the NCSU is important for the health of 

Northern Cheyenne women and their babies. At the same time, it is difficult for them due 

to long distance, lack of transportation, and access to a higher level prenatal facility, or 

personal issues such as drug use. Interventions are needed to improve prenatal outcomes. 

Based on these observed difficulties, the NCSU created a QI project called Healthy 

Mother Healthy Tribe in which interventions were implemented with the goal of 

improving parental outcomes among the childbearing women living on the Northern 

Cheyenne reservation. 

The purpose of my project was to develop an evaluation tool for the NCSU QI 

project so that this project could have evidence of sustainability and worth. I decided to 

work on the evaluation of the QI project because of the previously observed inconsistent 

evaluation on other IHS QI projects and to fulfill the requirements of the degree for CNL. 

In the literature review, my first focus was on evaluation tools of interventions in 

prenatal AI/AN populations, and using the logic model was warranted. The second focus 

was on best practices for improving prenatal outcomes for childbearing in Native 

American populations.  

Based on the Posavac’s program evaluation theory, the processes of the HMHT 

intervention were described using 11 steps of the conventional process. Then, logic 

model was developed by appling to the HMHT project. 
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To conclude this project, I would like to reflect on use of the logic model and 

comparison with the conventional process. 

 
Conclusions 

 
Reflection of Using the Logic Model 
 

The goal in developing a good logic model is to create a model that is meaningful, 

doable, plausible, and testable (Kellogg, 2004). To be meaningful, the evaluation 

questions, “Does the logic model represent actions that are worth doing?” and “Do the 

outcomes have value, plausible, doable, and testable?” The answer is yes that the model 

represents actions that are worth doing. The social and health repercussion of the negative 

outcomes during pregnancy are important to decrease the disparities for Native American 

women and children. And yes, the outcomes have value; improving pregnancy outcomes 

for childbearing women on the Northern Cheyenne reservation will promote better health 

and life for their babies. 

For plausible, I asked “Does it make sense?” It follows a logical order from 

resources to outcomes with associated actions. For testable, I asked, “How would I apply 

the tool model to practice?” or “How will the model be used?” The model would be used 

to evaluate the HMHT project by framing evaluation questions that draw on what 

interventions of the project most shaped the NCSU ability to bring about the inputs and 

outcomes. If not, analysis of what the project did not accomplish and what did not result 

from the work put into the project would help determine sustainability and value.  
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Commitment is needed at the leadership level to maintain the resources and work 

put into what has already been accomplished (the interventions). Next, this will be 

presented to NCSU leadership to determine if it will be used for evaluation. 

The benefits of using the logic model include having a process in a picture format. 

Visualization of the relationships from resources to intended outcomes is helpful to 

understand a whole project. This finding was similar to Hultone’s study (2007). Benefits 

also include the flexibility of the model. As Hultone (2007) stated, changes can be made 

throughout the process. 

Difficulties of using the logic model include time and resources needed to 

complete the evaluation. This finding was similar to the Fluhr et al. study (2004). As 

stated before, this may be a reason for lacking evaluation studies. 

 
Comparison with the Conventional Process 
 

Although my team and I have never used any formal evaluation, the conventional 

process was introduced to me to follow-up after accreditation.  I have been using this 

conventional process for one year. Previously, there was no other evaluation models 

used. This conventional process is based on The Joint Commission’s Evidence of 

Standards Compliance Report. This report is required after a Joint Commission survey 

and is action oriented to ensure compliance is sustainable for going forward. On the 

other hand, the developed logic model showed relationships focused on measurable 

outcomes. 
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Why do these differences occur? The conventional evaluation was intended to 

focus on action to ensure a standard was followed, whereas the logic model also showed 

action, but also showed outcomes associated with actions. 

With completion of this project, I learned that the CNL is important not only in 

the role of developing outcomes, but also evaluation (AACN, 2013) 

 
Recommendations 

 
Based on limited higher-level evidence, continued work to support best practices 

is needed.  Recommendations include leadership to support and provide resources for 

evaluation of QI projects. This is important to determine sustainability and value of QI 

projects. 
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