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Executive Summary
Introduction to the Community Profile Report
Komen Montana was officially formed in 1999 by a group of dedicated breast cancer survivors,
breast health advocates and others who worked tirelessly as volunteers. In 1995, the first Susan
G. Komen Montana Race for the Cure® was held to raise funds for mammogram vouchers for
women across the State of Montana. In 2005, the Board opened an office in the capital city of
Helena, home of the annual Race for the Cure®, and hired the first Executive Director in 2007.
In June 2015, Komen Idaho and Komen Montana merged to form Komen Idaho Montana
serving the 100 counties in both states.
The entire state of Montana is serviced by the Affiliate. Montana is the fourth largest state in
total square miles (147,046) and is a rural and frontier state. The National Center for Frontier
Communities ranks Montana as the 3rd most frontier state in the nation. Of the 56 counties in
the state, 45 are considered frontier based on population density. Montana has one urban
county (Yellowstone) and 10 rural counties, the remainder are frontier counties. The rural
nature of Montana is clearly demonstrated by the fact that 440,939 citizens (44.6 percent) live
outside of incorporated cities and towns, with 735,993 (76.0 percent) of the population living in
areas classified as rural and frontier. According to America’s Health Rankings, high geographic
disparity within the state remains a significant challenge to the overall health of Montanans.
Montana’s largest minority population is the American Indian and Alaska Native (AIAN)
population. There are seven Indian Reservations in the State. In Montana, cancer remains
the second-leading cause of death, with survival rates among AIAN falling even lower, due
largely to late-stage diagnoses. Montana’s AIAN population continues to have the poorest fiveyear cancer survival rates among all racial and ethnic groups, for all cancers combined.
Education and screening awareness, lack of services and funding, underutilization of available
services, transportation issues, and general social conditions associated with extreme poverty
remain critical gaps in prevention, screening, diagnosis and treatment. On average, AIANs
residing on Indian Reservations remain one of the poorest groups in America.
Over the past 20 years, Komen Montana has distributed 70 community-based grants totaling
more than $1.5 million. The impact of projects funded by community grants has been
substantial both on an individual and a community basis. Grant funding has been used to
provide free or low-cost screening mammograms, advanced diagnostic exams, survivor support
services and distribution of education materials to tens of thousands of Montanans. A
testimonial of the positive impact of grants is the May 2013 Women 4 Wellness Health Fair in
Pablo, Montana, on the Flathead Reservation. Women who attend often wait for this event,
where free breast exams and mammograms are offered, to seek breast cancer screening. At
the 2013 event, seven women were diagnosed with breast cancer - seven women diagnosed in
one day.
Another effective collaboration with tribal representatives was the formation of an American
Indian Tribal Coalition, called b.r.a.v.e., Building Resilience Awareness and Vision through
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Education, in 2013 through 2015 that resulted in development of cultural guides and breast
cancer education brochures targeting this high-need population.
Purpose of the Community Profile Report
The Community Profile Report evaluates key quantitative data pertinent to the evaluation of how
breast cancer affects Montana citizens; evaluates what resources will provide education,
screening, diagnosis, treatment and survivorship needs for the population as a whole; and
identifies counties with the greatest need of services. Additional examination of qualitative input
provides necessary insight for the evaluation of needs as determined by the citizens and
providers themselves.
Together, these key pieces of the Community Profile provide Komen Montana Board of
Directors with the best available data to design the Affiliate’s operational plan, particularly in
establishing focused granting and educational priorities. The Community Profile establishes
policy priorities to:
 Align strategic and operational plans
 Drive inclusion efforts within the state
 Drive public policy efforts
 Establish direction for marketing and outreach
 Strengthen sponsorship efforts
Quantitative Data: Measuring Breast Cancer Impact in Local Communities
A review of national statistics related to breast cancer in Montana lacked measurable or
available data for rural Montana counties that have high rates of poverty, increased AIAN
populations, but low populations overall for the county. There are no health indices that typify
access to care in rural and frontier Montana communities. There are many standard health
indices used to rank and monitor health in an urban setting that do not translate as accurately in
rural and frontier areas. In the absence of sufficient health indices for rural and frontier
communities in Montana, utilization of available data is done with an understanding of access to
care in rural and frontier Montana communities and barriers of disease surveillance in this
setting.
Key data in the categories of incidence rates, death, poverty and screening mammography are
required to adequately assess the impact of breast cancer in Montana communities. The
Community Profile Team recognized that some data vary considerably across AIAN geographic
locations so Komen Montana contracted with the Montana Office of Rural Health (MORH) to
gather available state level data for establishing priority and target community selection.
The MORH staff established valid selection criteria to identify five communities representing
AIAN statewide. Criteria used includes (A) geographic region, (B) target population of Indian
Reservations and AIAN populations, (C) high incidence rates of breast cancer per 100,000
women, (D) county level population of AIAN populations, (E) discrepancies in data comparison,
and (F) poverty levels.
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The Komen Montana Quantitative Data Report (QDR) identified AIANs as the second largest
race in the state. Individuals in areas with higher concentrations of AIANs have large gaps in
the availability, utilization, and distance to providers when compared to other areas.
For this reason, the Community Profile Team focused on these counties to more closely assess
breast cancer statistics in rural communities that have AIAN reservations within their counties.
In order to assess the burden of breast cancer statewide, to clarify conflicting data, and to
supplement missing data, additional selection criteria were used to identify priority communities.
In addressing the concerns about the lack of health indices, the additional data looked
specifically for quantitative data measuring and/or providing:
 Availability of and access to mammography screening facilities in Montana communities
 Trends in breast cancer screening of Montana populations including AIANs
 Input/supplementation for limited or missing data measures in the Healthy People 2020
Forecasts
 Poverty levels for selected races by state
Using national surveillance measures, the Komen Montana QDR identified the following
counties as the highest priority:
1. Gallatin County (population: 89,824)
2. Hill County (population: 16,454)
3. Missoula County (population: 107,320)
4. Park County (population: 16,189)
5. Rosebud County (population: 9,190)
6. Sanders County (population: 11,034)
7. Stillwater County (population: 8,687)
Based on the additional analyses performed by MORH and the Community Profile Team,
Komen Montana chose eight counties and respective tribes as the highest priority areas. In
three instances, neighboring counties with similar health service systems and population were
combined into one priority community.
1. Roosevelt County (Fort Peck Indian Reservation) – Poplar, MT
2. Big Horn County/Rosebud County (Crow Indian Reservation/Northern Cheyenne Indian
Reservation) – Crow Agency, MT/Lame Deer, MT
3. Glacier County (Blackfeet Indian Reservation) – Browning, MT
4. Lake County/Sanders County (Flathead Indian Reservation) – Pablo, MT
5. Hill County/Blaine County – (Rocky’s Boy Indian Reservation/Fort Belknap Indian
Reservation) – Box Elder, MT/Harlem, MT
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Health System and Public Policy Analysis
In order to assist Montana women with entry into and thorough involvement in the Breast
Cancer Continuum of Care (CoC), Komen Montana has analyzed strengths that facilitate
participation in the CoC model, weaknesses that may impede successful access to and
application of the CoC, and key mission-related partnerships in selected target communities
across the state. Strengths and weaknesses noted in these priority communities are strikingly
similar with some variation in distances traveled for breast cancer care along the continuum.
The priority county communities of Bighorn and Rosebud, Glacier, Hill and Blaine, Lake and
Sanders, and Roosevelt share the following strengths and weaknesses:
Strengths:
 availability of health care provider (HCPs) to perform general screening examinations
 health care organizations that are culturally-sensitive for AIAN population
 IHS, CAH,VA and health center availability
 established referral networks within and outside communities
 assistance with financial and transportation for health care purposes
 mobile mammography services via out-of-community resource
 qualified and established support personnel in key health care sites
Weaknesses:
 lengthy travel distances to screening, diagnostic, and treatment centers
 increased levels of poverty which limit healthy lifestyle choices and access to
transportation services to screening, diagnostic, and treatment centers
 limited diagnostic services in-county
 no certified cancer treatment facilities in-county
 no specific breast health navigation for diagnostic or treatment in-county
 limited AIAN tribal-specific health care educational material
 increased educational needs, for both patients and HCPs, concerning breast health and
breast cancer screening practices
All five target communities lack facilities accredited by or as an American College of Radiology
Breast Imaging Center of Excellence, an American College of Surgeons National Accreditation
Program for Breast Centers, an accredited National Cancer Institute designated cancer center
or a facility with American College of Surgeons Commission on Cancer accreditation. Regional
health care general screening needs are facilitated by community-based health care
organizations including rural health care centers, Critical Access Hospitals (CAH), Indian Health
Service ((HIS) clinics, Veterans Administration (VA) clinics, county health departments and
private health care providers. While these providers contribute significantly to general health
care needs, cancer screening and treatment is not readily available in all of these communities.
The largest financial providers of breast cancer screening services in these communities are
federal organizations whose funds are controlled by legislative action. The Affordable Care Act,
through the establishment of health centers and rural clinics, the NBCCEDP, and the VA and
®
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IHS health services provide vital, in some cases the only, health care services within target
communities. Komen Montana will work with Montana legislative representatives, both state
and federal, to ensure that the funding for these services is maintained and adjusted as need is
verified. Sharing of the Community Profile document will increase awareness of community
needs and the Affiliate’s efforts to address those needs.
Qualitative Data: Ensuring Community Input
The qualitative data collection component of the Community Profile focused on five key
questions or variables regarding breast health: overall community health or general health,
availability and awareness of services, education and outreach, the role of social support, and
utilization of breast health services. Basic demographic data including gender, age, and
race/ethnicity were also collected.
Surveys and focus groups were used to collect qualitative data for the Community Profile. The
survey instrument and list of focus group questions were developed by MORH staff with
guidance from Komen Montana. Staff members from MORH conducted the data collection and
implemented protocols for the surveys and focus groups after receiving approval from Tribal
review boards to conduct the surveys on reservations. Surveys were an effective method to
collect data because surveys could reach more people for a larger sample size and people feel
more comfortable sharing information through an anonymous survey. Focus groups were also
held in several of the target communities to capture additional detailed responses and in-depth
explanations about breast health-related issues in the community. Combining the two methods
provides balanced view points and a more complete account of the key variables that were
identified.
The counties and Indian Reservations encounter unique challenges in accessing breast health
education, outreach, and utilizing breast health screening, diagnostics, and treatments. Many
similarities exist among rural Montana counties and Montana Indian Reservations; however,
each community and tribe requires different resources and services to meet the needs of their
communities with a high dependence on services from larger communities in close proximity. It
is important to plan strategies that are tailored to each county’s individual culture, customs, and
to the resources available in their community.
Further resources and outreach for breast cancer are needed to meet the needs of the
community and increase early detection of breast cancer to improve rates of breast cancer
survival in these Montana counties.
Mission Action Plan
The Target Communities recommended by Komen Montana involve geographic sites that
include one of the seven AIAN reservations in Montana. Based on results of the QDR, Health
Systems and Public Policy Analysis (HSPPA), and the Qualitative Data Collection analysis, the
Community Profile Team determined that the problems and needs associated with the key
elements under consideration vary little between target communities. Therefore, the
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problem/need statements, priorities, and objectives will represent the action plan for all target
communities.
Problem Statement: AIAN population in Roosevelt County (Fort Peck Indian Reservation), Big
Horn County/Rosebud County (Crow Indian Reservation/Northern Cheyenne Indian
Reservation), Glacier County (Blackfeet Indian Reservation, Lake County/Sanders County
(Flathead Indian Reservation) and Hill County – (Rocky’s Boy Indian Reservation) have greater
disparities in, and barriers to, access and utilization of breast cancer screening services. These
include limited availability of breast cancer education, screening, diagnostic and treatment
services; transportation and financial barriers, particularly low income levels and lack of
affordable insurance coverage; and limited availability to cultural sensitivity for AIAN women
seeking breast cancer screening services.
Priority: Increase support for evidence-based breast cancer/breast health education and
advocate for increased funding for culturally competent breast cancer screening, diagnosis and
treatment among AIAN in Roosevelt County, Big Horn County/Rosebud County, Glacier County,
Lake County/Sanders County, and Hill County.












Objective 1: By 2020, promote and/or participate in annual education forums in each
target community utilizing AIAN community representatives, health care providers and
breast health advocates to increase evidence-based education concerning breast cancer
mammography screening and clinical breast exam guidelines.
Objective 2: In FY 2017, establish meaningful collaborations with the Montana Cancer
Coalition (MTCC) and its regional representatives and sponsors of AIAN community
health fairs to increase availability and distribution of Komen-sponsored, culturally
competent educational material for health fair attendees in each of the target
communities.
Objective 3: In FY 2016 and FY 2017, provide continued support of the b.r.a.v.e
(building resilience, awareness and vision through education) Coalition education efforts
by promoting avenues to increase funding resources for production of culturally sensitive
breast cancer screening material in each of the target communities.
Objective 4: Continue representation and collaboration with the Montana American
Indian Women's Health Coalition (MAIWHC) of MTCC and the b.r.a.v.e. Council to
provide culturally competent outreach efforts in the target communities.
Objective 5: By 2018, Komen Montana’s grant RFA will list a key funding priority for
evidence-based education and screening programs to encourage applications from
organizations that serve the five target communities.
Objective 6: By FY 2016, become a partner in the Montana Healthcare Alliance to
promote Medicaid Expansion implementation and increase awareness of available
health care programs for low-income citizens in each of the target communities.
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Problem Statement: AIAN populations in Roosevelt County, Big Horn County/Rosebud
County, Glacier County, Lake County/Sanders County, and Hill County lack sufficient support
for care navigation and are required to travel lengthy distances to seek tertiary care for
diagnostic examinations and treatment.
Priority: Increase availability and collaboration with culturally competent patient navigators to
decrease barriers for AIAN women in each of the target communities who require referral to
tertiary centers for breast cancer diagnosis and treatment.
 Objective 1: By January 2017, hold two state-wide grant writing workshops, held in
central locations, to include representatives of the b.r.a.v.e. group and other AIAN
community leaders.
 Objective 2: By FY 2017, assist in development of new grant mechanisms to
supplement existing navigation services to provide services for AIANs in target
communities.
 Objective 3: From FY16-FY19, annually co-sponsor state-wide provision of evidencebased, culturally competent education for nurse and patient navigators who serve target
communities.
 Objective 4: By January 2017, identify and train at least three breast cancer advocate
volunteers to develop and serve on a Public Policy committee to educate legislators
concerning target community breast cancer data, health care access, and need for
coordination of care and health care related funding in target communities.

Disclaimer: Comprehensive data for the Executive Summary can be found in the 2015 Susan
G. Komen® Montana Community Profile Report.
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Introduction
Affiliate History
In 1995, with proceeds from its first Montana Susan G. Komen Race for the Cure®, Komen
Montana began a mission of providing breast cancer education and screening throughout the
state. Komen Montana was officially formed in 1999 to carry out the promise of Susan G.
Komen®. An existing group of dedicated breast cancer survivors, breast health advocates and
others worked tirelessly as volunteers and in 2005 opened an office in the capital city of Helena,
home of the annual Race for the Cure®. In 2007, the first Executive Director was hired.
Since 1995 Komen Montana has raised funds from across the state of Montana to provide vital
community grants to achieve the Affiliates’ stated goals. All funds raised by Komen Montana
are used to advance its mission — up to 75 percent is awarded to grantees in Montana and the
remaining 25 percent funds breast cancer research; research that benefits all state residents.
Priority funding for free mammograms and/or clinical breast exams for women in impoverished,
rural areas has been a consistent theme for Komen Montana. The 2011 Community Profile
showed that residents of Montana are no more likely to be diagnosed or to die of breast cancer
than residents of the US in general. There are, however, specific groups within the state who
are at risk of dying because of a late diagnosis of breast cancer. These include women living in
poverty, uninsured women, and American Indian (AIAN) women. One of the greatest
disadvantages for people living in Montana can be lack of access to mammography screening.
Therefore, rural areas of the state that encompass the above stated characteristics are priority
areas for grants.
Komen Montana awards grants so that lack of access or lack of insurance is not a barrier to
getting screened. In the past 20 years the Affiliate has distributed 70 community-based grants
totaling more than $1.5 million (Appendix A). In addition, beginning in 2007, the Affiliate began
funding a small grants program. During the most recent four-year funding period (2011-2014) a
total of $40,500 was awarded for small grant projects that funded a variety of population-specific
and geographic-specific service endeavors (Appendix B).
The impact of projects funded by Komen Montana has been substantial both on an individual
and a community basis. Grant funding has been used to provide free or low-cost screening
mammograms, advanced diagnostic exams, survivor support services and distribution of
education materials to tens of thousands of Montanans. A testimonial of the positive impact of
grants is the May 2013 Women 4 Wellness health fair in Pablo, Montana. Women who attend
often wait for this event, where free breast exams and mammograms are offered, to seek breast
cancer screening. At the 2013 Women 4 Wellness event, following breast exams and
mammograms, seven women were diagnosed with breast cancer - seven women diagnosed in
one day.
Komen Montana is recognized as a valuable provider of breast health and breast cancer
education and as an active participant and leader in the area of breast cancer advocacy. The
Affiliate sponsored two state-wide breast cancer/ survivorship conferences that featured national
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experts presenting updates in breast cancer and survivorship research. In March 2011 and
March 2012 these presentations addressed state-of-the-art breast cancer survivorship issues
and programmatic interventions. In an effort to provide information to multiple stakeholders
across the state, a trio of events were offered at each of the conferences: a presentation
targeted to medical providers across Montana using med-net innovation; a workshop/continuing
education offering specifically designed for Breast Cancer Navigators; and a presentation open
to the public that also networked attendees with multiple breast cancer-related organizations. In
November 2014, the third Nurse Navigator conference was held, co-sponsored by Komen
Montana, and enjoyed a record attendance from key health care sites across the state.
Komen Montana and its volunteers are active representatives and participants in local, state,
and national organizations. The Affiliate Executive Director was elected to serve on the
Montana Cancer Coalition (MTCCC) Steering Committee position of Vice-Chair and also serves
as a member of the MTCCC Early Detection Committee. This leadership role recognizes the
valuable input of the Affiliate and assures that breast cancer advocacy is fully represented.
Komen Montana volunteers also participate on hospital-based breast center advisory boards,
national and international breast cancer research panels as advocate reviewers, and as
advocates for population-specific entities including women living with disabilities and AIAN
women. This includes the creation of and representation on the Komen Tribal Advisory Council.
Affiliate Organizational Structure
The Komen Montana Board of Directors (Board) consists of no less than five and no more than
fifteen members. Mandatory positions on the Board include: President, Secretary, Treasurer,
and current Race for the Cure® Chairperson. Current board members include a breast cancer
survivor, a health care provider, a patient navigator, a technical supervisor in a genetics
laboratory, a financial expert, a marketing expert, and an attorney.
BOD committee roles and responsibilities include:
 Executive Committee: Identify and recruit appropriate candidates for the Board, prepare
a slate of officers. Plan and implement an annual board retreat. Conduct orientation for
new board members. Propose goals and outcomes for the Board. Regularly evaluate
the accomplishment of those goals and objectives. Annually review the Executive
Director.
 Mission Committee: Propose policy, goals, and outcomes for mission programs and
activities. Regularly evaluate the accomplishment of those goals and objectives.
Annually propose the grant’s RFP Statement of Need, annually provide assurance with
regard to compliance of the Grant Review Panel, and regularly evaluate the
accomplishment of grantee goals and objectives.
 Race Chair: Current race chairperson serves on the Board. Regularly updates Board on
race accomplishments related to fundraising goals.
Komen Montana employs one full-time employee, the Executive Director, under the direction of
the Board. An event coordinator may be hired to assist with the Race for the Cure® event and is
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under the supervision of the Affiliate Executive Director. See Figure 1.1 for an Affiliate
organizational chart.

Figure 1.1.Komen Montana Organization Chart
Affiliate Service Area
The Komen Montana service area encompasses the entire state (see Figure 1.2). Montana is
the 4th largest state in total square miles (147,046) and is a rural and frontier state. The
National Center for Frontier Communities ranks Montana as the 3rd most frontier state in the
nation. Of the 56 counties in the state, 45 are considered frontier based on population density.
Montana has one urban county (Yellowstone) and 10 rural counties, the remainder are frontier
counties. The rural nature of Montana is clearly demonstrated by the fact that 440,939 citizens
(44.6 percent) live outside of incorporated cities and towns, with 735,993 (76 percent) of the
population living in areas classified as rural and frontier. According to America’s Health
Rankings, high geographic disparity within the state remains a significant challenge to the
overall health of Montanans.
Montana’s largest minority population is the AIAN population. There are seven Indian
Reservations in the state. Montana AIAN population continues to have the poorest 5-year
cancer survival rates among all racial and ethnic groups, for all cancers combined. In Montana,
cancer remains the second-leading cause of death, with survival rates among AIAN falling even
lower due largely to diagnosis at later stages. Education and screening awareness, lack of
services and funding, underutilization of available services, transportation issues, and general
social conditions associated with extreme poverty remain critical gaps in prevention, screening,
diagnosis and treatment. On average, AIANs residing on Indian Reservations remain one of the
poorest groups in America.
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Komen Montana
P.O. Box 5568
Helena, MT 59604

Figure 1.2. Susan G. Komen Montana Service Area
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Purpose of the Community Profile Report
The Community Profile Report provides contemporary review of key quantitative data pertinent
to the evaluation of how breast cancer affects Montana citizens, what services are available to
citizens for the education, screening, diagnosis, treatment and survivorship needs of the
population as a whole, and establishes populations in greatest need of services. Examination of
qualitative input provides necessary insight for the evaluation of needs as determined by the
citizens and providers themselves.
Together, these key pieces of the Community Profile will provide the Komen Montana Board of
Directors with the best available data to design the Affiliate’s operational plan, particularly in
establishing focused granting and educational priorities. Affiliate staff and volunteers will be
able to use the report to address the following additional priorities:
 Align strategic and operational plans
 Drive inclusion efforts within the state
 Drive public policy efforts
 Establish direction for marketing and outreach
 Strengthen sponsorship efforts
Komen Montana will disseminate the 2015 Community Profile by establishing a link on the
Affiliate website making access convenient for interested persons. The Community Profile
Report will also be made available to community health care and advocacy partners and
networks, government and public policy representatives. Publication of the Community Profile
Report will be announced at all partnership meetings. Additionally and importantly, the results
of the Community Profile will also be provided to the Tribal Council and Tribal Research Boards.
Opportunities to distribute the Community Profile report via social media outlets and Affiliaterelated campaigns will be pursued.
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Quantitative Data: Measuring Breast Cancer Impact in
Local Communities
Quantitative Data Report
Introduction
The purpose of the quantitative data report for Susan G. Komen® Montana is to combine
evidence from many credible sources and use the data to identify the highest priority areas for
evidence-based breast cancer programs.
The data provided in the report are used to identify priorities within the Affiliate’s service area
based on estimates of how long it would take an area to achieve Healthy People 2020
objectives for breast cancer late-stage diagnosis and death rates
(http://www.healthypeople.gov/2020/default.aspx).
The following is a summary of Komen Montana’s Quantitative Data Report. For a full report
please contact the Affiliate.
Breast Cancer Statistics
Incidence rates
The breast cancer incidence rate shows the frequency of new cases of breast cancer among
women living in an area during a certain time period (Table 2.1). Incidence rates may be
calculated for all women or for specific groups of women (e.g. for Asian/Pacific Islander women
living in the area).
The female breast cancer incidence rate is calculated as the number of females in an area who
were diagnosed with breast cancer divided by the total number of females living in that area.
Incidence rates are usually expressed in terms of 100,000 people. For example, suppose there
are 50,000 females living in an area and 60 of them are diagnosed with breast cancer during a
certain time period. Sixty out of 50,000 is the same as 120 out of 100,000. So the female
breast cancer incidence rate would be reported as 120 per 100,000 for that time period.
When comparing breast cancer rates for an area where many older people live to rates for an
area where younger people live, it’s hard to know whether the differences are due to age or
whether other factors might also be involved. To account for age, breast cancer rates are
usually adjusted to a common standard age distribution. Using age-adjusted rates makes it
possible to spot differences in breast cancer rates caused by factors other than differences in
age between groups of women.
To show trends (changes over time) in cancer incidence, data for the annual percent change in
the incidence rate over a five-year period were included in the report. The annual percent
change is the average year-to-year change of the incidence rate. It may be either a positive or
negative number.
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A negative value means that the rates are getting lower.
A positive value means that the rates are getting higher.
A positive value (rates getting higher) may seem undesirable—and it generally is.
However, it’s important to remember that an increase in breast cancer incidence could
also mean that more breast cancers are being found because more women are getting
mammograms. So higher rates don’t necessarily mean that there has been an increase
in the occurrence of breast cancer.

Death rates
The breast cancer death rate shows the frequency of death from breast cancer among women
living in a given area during a certain time period (Table 2.1). Like incidence rates, death rates
may be calculated for all women or for specific groups of women (e.g. Black/African-American
women).
The death rate is calculated as the number of women from a particular geographic area who
died from breast cancer divided by the total number of women living in that area. Death rates
are shown in terms of 100,000 women and adjusted for age.
Data are included for the annual percent change in the death rate over a five-year period.
The meanings of these data are the same as for incidence rates, with one exception. Changes
in screening don’t affect death rates in the way that they affect incidence rates. So a negative
value, which means that death rates are getting lower, is always desirable. A positive value,
which means that death rates are getting higher, is always undesirable.
Late-stage incidence rates
For this report, late-stage breast cancer is defined as regional or distant stage using the
Surveillance, Epidemiology and End Results (SEER) Summary Stage definitions
(http://seer.cancer.gov/tools/ssm/). State and national reporting usually uses the SEER
Summary Stage. It provides a consistent set of definitions of stages for historical comparisons.
The late-stage breast cancer incidence rate is calculated as the number of women with regional
or distant breast cancer in a particular geographic area divided by the number of women living
in that area (Table 2.1). Late-stage incidence rates are shown in terms of 100,000 women and
adjusted for age.
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Table 2.1. Female breast cancer incidence rates and trends,
death rates and trends, and late-stage rates and trends
Incidence Rates and Trends
Female
Population
(Annual
Average)

# of
New
Cases
(Annual
Average)

Ageadjusted
Rate/
100,000

154,540,194

182,234

122.1

.

-

485,248

Death Rates and Trends

Late-stage Rates and Trends
# of
New
Cases
(Annual
Average)

Ageadjusted
Rate/
100,000

-1.9%

64,590

43.8

-1.2%

20.6*

-

-

41.0*

-

123

19.8

-2.5%

255

43.7

1.8%

1.1%

119

20.1

-2.4%

240

43.4

2.2%

SN

SN

SN

SN

SN

SN

SN

SN

32

135.8

8.6%

3

15.2

SN

13

51.1

-4.3%

4,431

SN

SN

SN

SN

SN

SN

SN

SN

SN

471,844

723

124.4

1.2%

121

19.8

NA

251

43.6

1.4%

13,404

9

113.5

19.2%

SN

SN

SN

4

51.2

17.0%

Beaverhead County - MT

4,460

7

122.6

-4.7%

SN

SN

SN

SN

SN

SN

Big Horn County - MT

6,403

6

97.7

-23.7%

SN

SN

SN

SN

SN

SN

Blaine County - MT

3,254

5

139.3

-3.1%

SN

SN

SN

SN

SN

SN

Broadwater County - MT

2,584

4

110.9

-14.6%

SN

SN

SN

SN

SN

SN

Carbon County - MT

4,919

8

107.5

-13.6%

SN

SN

SN

SN

SN

SN

598

SN

SN

SN

SN

SN

SN

SN

SN

SN

Cascade County - MT

40,412

68

134.1

11.5%

6

11.2

-3.4%

23

46.6

12.9%

Chouteau County - MT

2,919

6

145.9

-10.0%

SN

SN

SN

SN

SN

SN

Custer County - MT

5,813

8

93.4

-0.9%

SN

SN

SN

SN

SN

SN

Daniels County - MT

854

SN

SN

SN

SN

SN

SN

SN

SN

SN

Dawson County - MT

4,430

10

171.8

-2.8%

SN

SN

SN

4

76.6

-14.8%

Deer Lodge County - MT

4,395

5

82.0

-12.9%

SN

SN

SN

SN

SN

SN

Fallon County - MT

1,390

SN

SN

SN

SN

SN

SN

SN

SN

SN

Fergus County - MT

5,758

9

95.8

-16.6%

SN

SN

SN

SN

SN

SN

Flathead County - MT

44,700

68

125.3

0.4%

10

17.7

-4.2%

21

39.5

0.6%

Gallatin County - MT

42,086

55

141.9

6.2%

9

22.4

0.4%

21

54.4

7.6%

Garfield County - MT

603

SN

SN

SN

SN

SN

SN

SN

SN

SN

6,736

9

130.9

-17.3%

SN

SN

SN

4

57.5

NA

429

SN

SN

SN

SN

SN

SN

SN

SN

SN

Granite County - MT

1,499

SN

SN

SN

SN

SN

SN

SN

SN

SN

Hill County - MT

7,948

9

105.3

4.2%

3

32.0

NA

3

40.7

2.8%

# of
Deaths
(Annual
Average)

Ageadjusted
Rate/
100,000

-0.2%

40,736

22.6

-

-

-

732

124.1

1.3%

444,208

691

123.5

Black/African-American

2,715

SN

American Indian/Alaska
Native (AIAN)

33,893

Asian Pacific Islander
(API)
Non-Hispanic/ Latina

Population Group
US
HP2020
Komen Montana Service
Area (State of Montana)
White

Hispanic/ Latina

Carter County - MT

Glacier County - MT
Golden Valley County - MT
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Incidence Rates and Trends
Female
Population
(Annual
Average)

# of
New
Cases
(Annual
Average)

Ageadjusted
Rate/
100,000

Jefferson County - MT

5,485

8

107.4

Judith Basin County - MT

1,006

SN

Lake County - MT

14,414

Lewis and Clark County MT

Death Rates and Trends

Late-stage Rates and Trends
# of
New
Cases
(Annual
Average)

Ageadjusted
Rate/
100,000

SN

SN

SN

SN

SN

SN

SN

SN

SN

4

19.7

-5.6%

9

48.8

-5.5%

-2.2%

9

22.0

-0.8%

13

34.7

-4.7%

SN

SN

SN

SN

SN

SN

SN

SN

16

106.4

-20.7%

SN

SN

SN

7

49.5

-20.8%

849

SN

SN

SN

SN

SN

SN

SN

SN

SN

Madison County - MT

3,653

5

95.7

-3.0%

SN

SN

SN

SN

SN

SN

Meagher County - MT

942

SN

SN

SN

SN

SN

SN

SN

SN

SN

2,033

4

121.5

7.8%

SN

SN

SN

SN

SN

SN

53,356

68

124.0

0.1%

14

24.1

-0.1%

24

41.8

3.6%

Musselshell County - MT

2,249

4

115.9

26.8%

SN

SN

SN

SN

SN

SN

Park County - MT

7,915

14

132.2

3.4%

3

26.9

NA

7

61.4

17.2%

222

SN

SN

SN

SN

SN

SN

SN

SN

SN

Phillips County - MT

2,125

3

109.9

7.5%

SN

SN

SN

SN

SN

SN

Pondera County - MT

3,163

6

143.8

21.8%

SN

SN

SN

SN

SN

SN

878

SN

SN

SN

SN

SN

SN

SN

SN

SN

Powell County - MT

2,752

4

105.0

45.5%

SN

SN

SN

SN

SN

SN

Prairie County - MT

552

SN

SN

SN

SN

SN

SN

SN

SN

SN

Ravalli County - MT

20,113

33

115.6

0.2%

6

21.0

NA

12

38.1

-8.0%

Richland County - MT

4,621

8

139.8

23.7%

SN

SN

SN

SN

SN

SN

Roosevelt County - MT

5,200

7

129.1

1.9%

SN

SN

SN

SN

SN

SN

Rosebud County - MT

4,551

7

155.7

8.7%

SN

SN

SN

3

71.8

10.6%

Sanders County - MT

5,541

10

120.8

0.0%

SN

SN

SN

4

48.3

0.2%

Sheridan County - MT

1,722

3

103.5

-15.0%

SN

SN

SN

SN

SN

SN

16,791

27

117.5

-11.7%

6

23.5

-0.6%

7

27.4

-17.7%

Stillwater County - MT

4,351

10

163.8

20.0%

SN

SN

SN

4

69.1

17.2%

Sweet Grass County - MT

1,847

SN

SN

SN

SN

SN

SN

SN

SN

SN

Teton County - MT

3,094

7

155.6

15.1%

SN

SN

SN

SN

SN

SN

Toole County - MT

2,329

4

137.8

15.8%

SN

SN

SN

SN

SN

SN

360

SN

SN

SN

SN

SN

SN

SN

SN

SN

Valley County - MT

3,687

6

119.4

2.1%

SN

SN

SN

SN

SN

SN

Wheatland County - MT

1,069

SN

SN

SN

SN

SN

SN

SN

SN

SN

# of
Deaths
(Annual
Average)

Ageadjusted
Rate/
100,000

2.8%

SN

SN

SN

SN

SN

24

136.4

-1.3%

31,225

47

126.1

Liberty County - MT

1,174

SN

Lincoln County - MT

9,572

McCone County - MT

Population Group

Mineral County - MT
Missoula County - MT

Petroleum County - MT

Powder River County - MT

Silver Bow County - MT

Treasure County - MT
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Trend
(Annual
Percent
Change)

Incidence Rates and Trends

Population Group

Female
Population
(Annual
Average)

# of
New
Cases
(Annual
Average)

Ageadjusted
Rate/
100,000

500

SN

SN

73,717

106

121.8

Wibaux County - MT
Yellowstone County - MT

Trend
(Annual
Percent
Change)

Death Rates and Trends
# of
Deaths
(Annual
Average)

Ageadjusted
Rate/
100,000

SN

SN

SN

3.3%

17

18.9

Late-stage Rates and Trends
# of
New
Cases
(Annual
Average)

Ageadjusted
Rate/
100,000

SN

SN

SN

SN

-0.2%

37

43.0

-6.4%

Trend
(Annual
Percent
Change)

*Target as of the writing of this report.
NA – data not available.
SN – data suppressed due to small numbers (15 cases or fewer for the 5-year data period).
Data are for years 2006-2010.
Rates are in cases or deaths per 100,000.
Age-adjusted rates are adjusted to the 2000 US standard population.
Source of incidence and late-stage data: North American Association of Central Cancer Registries (NAACCR) – Cancer in North
America (CINA) Deluxe Analytic File.
Source of death rate data: Centers for Disease Control and Prevention (CDC) – National Center for Health Statistics (NCHS) death
data in SEER*Stat.
Source of death trend data: National Cancer Institute (NCI)/CDC State Cancer Profiles.

Incidence rates and trends summary
Overall, the breast cancer incidence rate in the Komen Montana service area was slightly higher
than that observed in the US as a whole and the incidence trend was higher than the US as a
whole.
For the United States, breast cancer incidence in Blacks/African-Americans is lower than in
Whites overall. The most recent estimated breast cancer incidence rates for APIs and AIANs
were lower than for Non-Hispanic Whites and Blacks/African-Americans. The most recent
estimated incidence rates for Hispanics/Latinas were lower than for Non-Hispanic Whites and
Blacks/African-Americans. For the Affiliate service area as a whole, the incidence rate was
higher among AIANs than Whites. There were not enough data available within the Affiliate
service area to report on Blacks/African-Americans and APIs so comparisons cannot be made
for these racial groups. The incidence rate among Hispanics/Latinas was lower than among
Non-Hispanics/Latinas.
Significantly less favorable trends in breast cancer incidence rates were observed in the
following county:
• Richland County
Significantly more favorable trends in breast cancer incidence rates were observed in the
following counties:
• Big Horn County
• Sheridan County
• Silver Bow County
The rest of the counties had incidence rates and trends that were not significantly different than
the Affiliate service area as a whole or did not have enough data available.
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Trend
(Annual
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It’s important to remember that an increase in breast cancer incidence could also mean that
more breast cancers are being found because more women are getting mammograms.
Death rates and trends summary
Overall, the breast cancer death rate in the Komen Montana service area was slightly lower
than that observed in the US as a whole and the death rate trend was lower than the US as a
whole.
For the United States, breast cancer death rates in Blacks/African-Americans are substantially
higher than in Whites overall. The most recent estimated breast cancer death rates for APIs
and AIANs were lower than for Non-Hispanic Whites and Blacks/African-Americans. The most
recent estimated death rates for Hispanics/Latinas were lower than for Non-Hispanic Whites
and Blacks/African-Americans. For the Affiliate service area as a whole, the death rate was
lower among AIANs than Whites. There were not enough data available within the Affiliate
service area to report on Blacks/African-Americans and APIs so comparisons cannot be made
for these racial groups. Also, there were not enough data available within the Affiliate service
area to report on Hispanics/Latinas so comparisons cannot be made for this group.
The death rate was significantly lower in the following county:
• Cascade County
The rest of the counties had death rates and trends that were not significantly different than the
Affiliate service area as a whole or did not have enough data available.
Late-stage incidence rates and trends summary
Overall, the breast cancer late-stage incidence rate in the Komen Montana service area was
similar to that observed in the US as a whole and the late-stage incidence trend was higher than
the US as a whole.
For the United States, late-stage incidence rates in Blacks/African-Americans are higher than
among Whites. Hispanics/Latinas tend to be diagnosed with late-stage breast cancers more
often than Whites. For the Affiliate service area as a whole, the late-stage incidence rate was
higher among AIANs than Whites. There were not enough data available within the Affiliate
service area to report on Blacks/African-Americans and APIs so comparisons cannot be made
for these racial groups. The late-stage incidence rate among Hispanics/Latinas was higher than
among Non-Hispanics/Latinas.
The following county had a late-stage incidence rate significantly higher than the Affiliate
service area as a whole:
• Dawson County
The late-stage incidence rate was significantly lower in the following county:
• Silver Bow County
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The rest of the counties had late-stage incidence rates and trends that were not significantly
different than the Affiliate service area as a whole or did not have enough data available.
Mammography Screening
Getting regular screening mammograms (and treatment if diagnosed) lowers the risk of dying
from breast cancer. Screening mammography can find breast cancer early, when the chances
of survival are highest. Table 2.2 shows some screening recommendations among major
organizations for women at average risk.
Table 2.2. Breast cancer screening recommendations
for women at average risk*
American Cancer Society

National Comprehensive
Cancer Network

Informed decision-making
with a health care provider
at age 40
Mammography every year
starting
at age 45

Mammography every year
starting
at age 40

US Preventive Services
Task Force

Informed decision-making
with a health care provider
ages 40-49
Mammography every 2 years
ages 50-74

Mammography every other
year beginning at age 55
*As of October 2015

Because having regular mammograms lowers the chances of dying from breast cancer, it’s
important to know whether women are having mammograms when they should. This
information can be used to identify groups of women who should be screened who need help in
meeting the current recommendations for screening mammography. The Centers for Disease
Control and Prevention’s (CDC) Behavioral Risk Factors Surveillance System (BRFSS)
collected the data on mammograms that are used in this report. The data come from interviews
with women age 50 to 74 from across the United States. During the interviews, each woman
was asked how long it has been since she has had a mammogram. The proportions in Table
2.3 are based on the number of women age 50 to 74 who reported in 2012 having had a
mammogram in the last two years.
The data have been weighted to account for differences between the women who were
interviewed and all the women in the area. For example, if 20.0 percent of the women
interviewed are Hispanic/Latina, but only 10.0 percent of the total women in the area are
Hispanic/Latina, weighting is used to account for this difference.
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The report uses the mammography screening proportion to show whether the women in an area
are getting screening mammograms when they should. Mammography screening proportion is
calculated from two pieces of information:
 The number of women living in an area whom the BRFSS determines should have
mammograms (i.e. women age 50 to 74).
 The number of these women who actually had a mammogram during the past two years.
The number of women who had a mammogram is divided by the number who should have had
one. For example, if there are 500 women in an area who should have had mammogram and
250 of those women actually had a mammogram in the past two years, the mammography
screening proportion is 50.0 percent.
Because the screening proportions come from samples of women in an area and are not exact,
Table 2.3 includes confidence intervals. A confidence interval is a range of values that gives an
idea of how uncertain a value may be. It is shown as two numbers—a lower value and a higher
one. It is very unlikely that the true rate is less than the lower value or more than the higher
value.
For example, if screening proportion was reported as 50.0 percent, with a confidence interval of
35.0 to 65.0 percent, the real rate might not be exactly 50.0 percent, but it’s very unlikely that it’s
less than 35.0 or more than 65.0 percent.
In general, screening proportions at the county level have fairly wide confidence intervals. The
confidence interval should always be considered before concluding that the screening
proportion in one county is higher or lower than that in another county.
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Table 2.3. Proportion of women ages 50-74 with screening mammography
in the last two years, self-report

Population Group
US

# of Women
Interviewed
(Sample Size)

Proportion
Screened
(Weighted
Average)

# w/ SelfReported
Mammogram

Confidence
Interval of
Proportion
Screened

174,796

133,399

77.5%

77.2%-77.7%

3,213

2,188

68.9%

66.9%-70.8%

2,934

2,011

69.1%

67.1%-71.1%

Black/African-American

SN

SN

SN

SN

AIAN

222

144

64.2%

54.9%-72.5%

API

15

9

54.2%

23.9%-81.7%

Hispanic/ Latina

37

25

73.5%

51.6%-87.9%

3,163

2,154

68.8%

66.8%-70.7%

Beaverhead County - MT

SN

SN

SN

SN

Big Horn County - MT

SN

SN

SN

SN

Blaine County - MT

SN

SN

SN

SN

Broadwater County - MT

SN

SN

SN

SN

Carbon County - MT

SN

SN

SN

SN

Carter County - MT

SN

SN

SN

SN

Cascade County - MT

271

204

73.5%

66.6%-79.4%

Chouteau County - MT

SN

SN

SN

SN

Custer County - MT

SN

SN

SN

SN

Daniels County - MT

SN

SN

SN

SN

Dawson County - MT

SN

SN

SN

SN

Deer Lodge County - MT

SN

SN

SN

SN

Fallon County - MT

SN

SN

SN

SN

Fergus County - MT

SN

SN

SN

SN

Flathead County - MT

197

140

71.7%

63.8%-78.4%

Gallatin County - MT

128

85

66.6%

56.6%-75.3%

Garfield County - MT

SN

SN

SN

SN

Glacier County - MT

SN

SN

SN

SN

Golden Valley County - MT

SN

SN

SN

SN

Granite County - MT

SN

SN

SN

SN

Hill County - MT

231

174

72.2%

63.9%-79.3%

Jefferson County - MT

SN

SN

SN

SN

Judith Basin County - MT

SN

SN

SN

SN

Lake County - MT

378

261

67.3%

61.3%-72.7%

Lewis and Clark County - MT

134

101

74.1%

64.8%-81.6%

Komen Montana Service Area (State of
Montana)
White

Non-Hispanic/ Latina
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Population Group

# of Women
Interviewed
(Sample Size)

# w/ SelfReported
Mammogram

Proportion
Screened
(Weighted
Average)

Confidence
Interval of
Proportion
Screened

Liberty County - MT

SN

SN

SN

SN

Lincoln County - MT

68

44

58.6%

45.3%-70.7%

Madison County - MT

SN

SN

SN

SN

McCone County - MT

SN

SN

SN

SN

Meagher County - MT

SN

SN

SN

SN

Mineral County - MT

SN

SN

SN

SN

Missoula County - MT

263

186

71.2%

63.6%-77.7%

Musselshell County - MT

SN

SN

SN

SN

Park County - MT

44

34

74.9%

57.8%-86.7%

Petroleum County - MT

SN

SN

SN

SN

Phillips County - MT

SN

SN

SN

SN

Pondera County - MT

SN

SN

SN

SN

Powder River County - MT

SN

SN

SN

SN

Powell County - MT

SN

SN

SN

SN

Prairie County - MT

SN

SN

SN

SN

Ravalli County - MT

87

54

61.6%

49.5%-72.3%

Richland County - MT

SN

SN

SN

SN

Roosevelt County - MT

SN

SN

SN

SN

Rosebud County - MT

SN

SN

SN

SN

Sanders County - MT

SN

SN

SN

SN

Sheridan County - MT

SN

SN

SN

SN

Silver Bow County - MT

59

39

66.8%

52.0%-79.0%

Stillwater County - MT

SN

SN

SN

SN

Sweet Grass County - MT

SN

SN

SN

SN

Teton County - MT

SN

SN

SN

SN

Toole County - MT

SN

SN

SN

SN

Treasure County - MT

SN

SN

SN

SN

Valley County - MT

SN

SN

SN

SN

Wheatland County - MT

SN

SN

SN

SN

Wibaux County - MT

SN

SN

SN

SN

Yellowstone County - MT

248

183

75.4%

68.4%-81.2%

SN – data suppressed due to small numbers (fewer than 10 samples).
Data are for 2012.
Source: CDC – Behavioral Risk Factor Surveillance System (BRFSS).
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Breast cancer screening proportions summary
The breast cancer screening proportion in the Komen Montana service area was significantly
lower than that observed in the US as a whole.
For the United States, breast cancer screening proportions among Blacks/African-Americans
are similar to those among Whites overall. APIs have somewhat lower screening proportions
than Whites and Blacks/African-Americans. Although data are limited, screening proportions
among AIANs are similar to those among Whites. Screening proportions among
Hispanics/Latinas are similar to those among Non-Hispanic Whites and Blacks/AfricanAmericans. For the Affiliate service area as a whole, the screening proportion was not
significantly different among APIs than Whites, and not significantly different among AIANs than
Whites. There were not enough data available within the Affiliate service area to report on
Blacks/African-Americans so comparisons cannot be made for this racial group. The screening
proportion among Hispanics/Latinas was not significantly different than among NonHispanics/Latinas.
None of the counties in the Affiliate service area had substantially different screening
proportions than the Affiliate service area as a whole, though several did not have enough data
available.
Population Characteristics
The report includes basic information about the women in each area (demographic measures)
and about factors like education, income, and unemployment (socioeconomic measures) in the
areas where they live (Tables 2.4 and 2.5). Demographic and socioeconomic data can be used
to identify which groups of women are most in need of help and to figure out the best ways to
help them.
It is important to note that the report uses the race and ethnicity categories used by the US
Census Bureau, and that race and ethnicity are separate and independent categories. This
means that everyone is classified as both a member of one of the four race groups as well as
either Hispanic/Latina or Non-Hispanic/Latina.
The demographic and socioeconomic data in this report are the most recent data available for
US counties. All the data are shown as percentages. However, the percentages weren’t all
calculated in the same way.




The race, ethnicity, and age data are based on the total female population in the area
(e.g. the percent of females over the age of 40).
The socioeconomic data are based on all the people in the area, not just women.
Income, education and unemployment data don’t include children. They’re based on
people age 15 and older for income and unemployment and age 25 and older for
education.
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The data on the use of English, called “linguistic isolation,” are based on the total
number of households in the area. The Census Bureau defines a linguistically isolated
household as one in which all the adults have difficulty with English.
Table 2.4. Population characteristics – demographics

Population Group

White

Black
/AfricanAmerican

AIAN

API

NonHispanic
/Latina

Hispanic
/Latina

Female
Age
40 Plus

Female
Age
50 Plus

Female
Age
65 Plus

US

78.8 %

14.1 %

1.4 %

5.8 %

83.8 %

16.2 %

48.3 %

34.5 %

14.8 %

Komen Montana Service Area
(State of Montana)

91.2 %

0.7 %

7.1 %

1.0 %

97.0 %

3.0 %

51.3 %

38.8 %

16.3 %

Beaverhead County - MT

96.6 %

0.5 %

1.9 %

1.0 %

96.6 %

3.4 %

52.9 %

41.4 %

17.6 %

Big Horn County - MT

33.6 %

0.6 % 65.1 %

0.7 %

95.8 %

4.2 %

41.7 %

28.5 %

10.8 %

Blaine County - MT

49.0 %

0.5 % 50.3 %

0.2 %

97.9 %

2.1 %

45.4 %

34.4 %

14.8 %

Broadwater County - MT

97.6 %

0.4 %

1.5 %

0.5 %

97.4 %

2.6 %

57.5 %

42.9 %

18.3 %

Carbon County - MT

98.2 %

0.7 %

0.7 %

0.5 %

97.9 %

2.1 %

61.6 %

48.0 %

19.6 %

Carter County - MT

98.6 %

0.4 %

0.9 %

0.2 %

99.1 %

0.9 %

68.9 %

54.1 %

27.0 %

Cascade County - MT

91.7 %

1.7 %

5.2 %

1.4 %

96.5 %

3.5 %

50.6 %

38.3 %

17.2 %

Chouteau County - MT

76.1 %

0.5 % 22.8 %

0.5 %

98.3 %

1.7 %

53.5 %

41.5 %

19.2 %

Custer County - MT

97.0 %

0.5 %

2.0 %

0.5 %

97.7 %

2.3 %

53.1 %

40.7 %

18.5 %

Daniels County - MT

96.5 %

0.6 %

2.4 %

0.5 %

97.9 %

2.1 %

63.0 %

52.8 %

27.5 %

Dawson County - MT

97.2 %

0.4 %

1.9 %

0.5 %

97.6 %

2.4 %

54.9 %

42.3 %

19.2 %

Deer Lodge County - MT

96.0 %

0.8 %

2.9 %

0.4 %

97.6 %

2.4 %

60.5 %

47.9 %

22.1 %

Fallon County - MT

98.3 %

0.3 %

0.8 %

0.6 %

98.6 %

1.4 %

53.0 %

43.4 %

19.8 %

Fergus County - MT

97.8 %

0.6 %

1.3 %

0.3 %

98.1 %

1.9 %

60.5 %

48.3 %

23.4 %

Flathead County - MT

97.0 %

0.4 %

1.6 %

0.9 %

97.6 %

2.4 %

53.4 %

40.2 %

15.8 %

Gallatin County - MT

96.5 %

0.6 %

1.3 %

1.6 %

97.1 %

2.9 %

41.3 %

29.4 %

10.7 %

Garfield County - MT

98.7 %

0.2 %

0.7 %

0.5 %

99.0 %

1.0 %

54.7 %

42.5 %

21.0 %

Glacier County - MT

34.0 %

0.4 % 65.1 %

0.4 %

97.9 %

2.1 %

42.8 %

30.4 %

11.4 %

Golden Valley County - MT

96.1 %

1.9 %

1.2 %

0.7 %

97.6 %

2.4 %

61.8 %

47.6 %

22.5 %

Granite County - MT

98.5 %

0.5 %

0.6 %

0.3 %

98.3 %

1.7 %

67.0 %

54.5 %

23.4 %

Hill County - MT

74.6 %

0.8 % 24.0 %

0.7 %

97.2 %

2.8 %

45.8 %

35.0 %

14.6 %

Jefferson County - MT

96.9 %

0.4 %

2.1 %

0.6 %

97.8 %

2.2 %

59.9 %

44.2 %

15.0 %

Judith Basin County - MT

98.5 %

0.4 %

0.8 %

0.2 %

98.5 %

1.5 %

62.4 %

48.4 %

23.5 %

Lake County - MT

72.7 %

0.6 % 26.1 %

0.7 %

96.3 %

3.7 %

52.4 %

40.8 %

17.3 %

Lewis and Clark County - MT

95.9 %

0.6 %

2.6 %

0.8 %

97.4 %

2.6 %

52.5 %

39.2 %

15.2 %

Liberty County - MT

98.9 %

0.6 %

Ą.4 %

0.2 %

99.7 %

0.3 %

56.2 %

42.9 %

21.4 %

Lincoln County - MT

97.3 %

0.4 %

1.6 %

0.7 %

97.6 %

2.4 %

61.7 %

49.3 %

21.5 %

McCone County - MT

98.5 %

0.7 %

0.5 %

0.4 %

99.1 %

0.9 %

61.3 %

49.2 %

22.4 %

Madison County - MT

98.0 %

0.8 %

0.7 %

0.5 %

97.5 %

2.5 %

63.9 %

51.8 %

21.5 %
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Population Group

White

Black
/AfricanAmerican

AIAN

API

NonHispanic
/Latina

Hispanic
/Latina

Female
Age
40 Plus

Female
Age
50 Plus

Female
Age
65 Plus

Meagher County - MT

98.3 %

0.2 %

0.7 %

0.7 %

98.1 %

1.9 %

61.9 %

51.0 %

24.5 %

Mineral County - MT

96.3 %

1.0 %

1.7 %

1.0 %

98.3 %

1.7 %

64.4 %

51.7 %

23.1 %

Missoula County - MT

94.2 %

0.6 %

3.4 %

1.8 %

97.2 %

2.8 %

44.8 %

32.9 %

12.8 %

Musselshell County - MT

97.2 %

0.6 %

1.7 %

0.5 %

97.5 %

2.5 %

60.0 %

47.4 %

17.7 %

Park County - MT

97.6 %

0.5 %

1.2 %

0.7 %

97.7 %

2.3 %

58.7 %

44.6 %

18.5 %

Petroleum County - MT

99.6 %

0.0 %

0.4 %

0.0 %

98.3 %

1.7 %

62.0 %

45.9 %

20.5 %

Phillips County - MT

89.0 %

0.6 % 10.0 %

0.5 %

98.1 %

1.9 %

60.8 %

47.6 %

22.9 %

Pondera County - MT

83.4 %

0.7 % 15.4 %

0.5 %

98.3 %

1.7 %

53.9 %

41.4 %

20.6 %

Powder River County - MT

97.3 %

0.5 %

2.0 %

0.2 %

98.0 %

2.0 %

65.8 %

51.4 %

24.2 %

Powell County - MT

96.4 %

1.0 %

1.8 %

0.8 %

98.5 %

1.5 %

59.8 %

46.7 %

21.6 %

Prairie County - MT

97.0 %

1.6 %

0.5 %

0.9 %

98.6 %

1.4 %

68.2 %

58.3 %

27.6 %

Ravalli County - MT

97.5 %

0.5 %

1.3 %

0.8 %

96.7 %

3.3 %

59.8 %

46.7 %

20.3 %

Richland County - MT

96.7 %

0.5 %

2.4 %

0.4 %

96.7 %

3.3 %

51.6 %

39.1 %

16.1 %

Roosevelt County - MT

37.6 %

0.5 % 61.5 %

0.5 %

98.2 %

1.8 %

42.3 %

31.3 %

12.3 %

Rosebud County - MT

62.2 %

0.7 % 36.3 %

0.8 %

96.3 %

3.7 %

46.4 %

34.1 %

11.8 %

Sanders County - MT

94.1 %

0.4 %

4.9 %

0.6 %

97.6 %

2.4 %

62.2 %

50.9 %

22.1 %

Sheridan County - MT

95.9 %

0.5 %

2.9 %

0.6 %

98.1 %

1.9 %

63.0 %

50.4 %

25.7 %

Silver Bow County - MT

96.2 %

0.5 %

2.5 %

0.7 %

96.3 %

3.7 %

54.0 %

41.4 %

18.6 %

Stillwater County - MT

98.2 %

0.4 %

1.0 %

0.5 %

97.3 %

2.7 %

58.5 %

44.6 %

17.4 %

Sweet Grass County - MT

97.7 %

0.4 %

1.0 %

0.8 %

97.8 %

2.2 %

60.2 %

47.5 %

22.9 %

Teton County - MT

97.8 %

0.3 %

1.7 %

0.2 %

98.6 %

1.4 %

57.4 %

44.7 %

22.0 %

Toole County - MT

94.7 %

0.6 %

3.9 %

0.7 %

97.8 %

2.2 %

55.2 %

42.7 %

18.7 %

Treasure County - MT

95.8 %

0.3 %

2.8 %

1.1 %

96.9 %

3.1 %

62.8 %

52.2 %

25.8 %

Valley County - MT

87.9 %

0.5 % 10.9 %

0.7 %

98.3 %

1.7 %

57.6 %

45.4 %

21.9 %

Wheatland County - MT

98.3 %

0.3 %

0.7 %

0.6 %

98.2 %

1.8 %

55.3 %

46.0 %

23.0 %

Wibaux County - MT

98.8 %

0.2 %

0.4 %

0.6 %

98.1 %

1.9 %

63.8 %

50.7 %

26.5 %

Yellowstone County - MT

93.1 %

1.0 %

4.8 %

1.1 %

95.4 %

4.6 %

49.5 %

36.7 %

15.9 %

Data are for 2011.
Data are in the percentage of women in the population.
Source: US Census Bureau – Population Estimates
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Table 2.5. Population characteristics – socioeconomics

Population Group
US

Less than
HS
Education

Income
Below
100%
Poverty

Income
Below
250%
Poverty
(Age:
40-64)

Unemployed

Foreign
Born

Linguistically
Isolated

In Rural
Areas

In
Medically
Underserved
Areas

No Health
Insurance
(Age:
40-64)

14.6 %

14.3 %

33.3 %

8.7 %

12.8 %

4.7 %

19.3 %

23.3 %

16.6 %

Komen Montana Service
Area (State of Montana)

8.6 %

14.6 %

35.0 %

6.4 %

2.0 %

0.4 %

44.1 %

31.8 %

20.7 %

Beaverhead County - MT

7.2 %

13.8 %

38.5 %

3.8 %

2.4 %

0.6 %

50.2 %

10.4 %

24.0 %

Big Horn County - MT

16.6 %

26.7 %

50.1 %

18.9 %

0.7 %

0.0 %

71.9 %

100.0 %

31.9 %

Blaine County - MT

13.1 %

27.8 %

51.8 %

6.8 %

0.5 %

0.0 %

100.0 %

100.0 %

31.8 %

Broadwater County - MT

9.5 %

11.3 %

37.5 %

4.9 %

0.5 %

0.0 %

100.0 %

100.0 %

21.9 %

Carbon County - MT

8.5 %

11.4 %

33.6 %

4.4 %

2.4 %

0.0 %

100.0 %

59.9 %

21.0 %

Carter County - MT

8.7 %

13.4 %

43.8 %

0.6 %

0.1 %

0.0 %

100.0 %

100.0 %

29.8 %

Cascade County - MT

9.8 %

13.8 %

35.1 %

6.0 %

2.2 %

0.2 %

19.8 %

26.6 %

18.5 %

Chouteau County - MT

10.4 %

20.2 %

39.7 %

4.3 %

1.9 %

0.0 %

100.0 %

100.0 %

26.1 %

Custer County - MT

8.0 %

14.3 %

34.8 %

4.5 %

1.5 %

0.5 %

17.9 %

100.0 %

18.3 %

Daniels County - MT

4.2 %

14.8 %

30.7 %

4.3 %

2.3 %

0.0 %

100.0 %

100.0 %

21.0 %

Dawson County - MT

10.1 %

9.8 %

28.3 %

3.1 %

0.5 %

0.0 %

27.6 %

0.0 %

17.1 %

Deer Lodge County - MT

14.2 %

20.9 %

37.0 %

10.1 %

1.4 %

0.7 %

33.6 %

0.0 %

18.7 %

Fallon County - MT

12.1 %

8.7 %

24.8 %

3.9 %

1.6 %

0.0 %

100.0 %

100.0 %

16.6 %

Fergus County - MT

10.7 %

16.1 %

37.8 %

4.7 %

1.2 %

0.0 %

47.4 %

0.0 %

23.0 %

Flathead County - MT

8.0 %

12.7 %

36.7 %

7.1 %

2.3 %

0.4 %

51.5 %

26.1 %

24.1 %

Gallatin County - MT

4.0 %

13.2 %

27.6 %

5.8 %

3.0 %

0.6 %

33.5 %

0.0 %

18.2 %

Garfield County - MT

11.5 %

8.2 %

45.5 %

2.3 %

0.2 %

0.6 %

100.0 %

100.0 %

32.9 %

Glacier County - MT

19.2 %

27.7 %

53.1 %

15.4 %

2.0 %

0.4 %

44.0 %

100.0 %

31.7 %

Golden Valley County MT

15.4 %

21.8 %

54.4 %

5.5 %

0.0 %

0.0 %

100.0 %

100.0 %

30.8 %

Granite County - MT

10.8 %

11.6 %

39.6 %

4.6 %

0.8 %

0.0 %

100.0 %

100.0 %

24.9 %

Hill County - MT

8.7 %

18.2 %

35.3 %

5.3 %

1.7 %

0.3 %

40.0 %

0.0 %

22.1 %

Jefferson County - MT

6.4 %

7.9 %

25.2 %

5.0 %

1.7 %

0.4 %

100.0 %

0.0 %

15.5 %

Judith Basin County - MT

7.4 %

11.4 %

45.0 %

3.7 %

1.0 %

0.0 %

100.0 %

100.0 %

29.6 %

10.1 %

23.2 %

46.0 %

11.7 %

1.7 %

0.3 %

83.4 %

100.0 %

27.7 %

5.1 %

9.7 %

27.6 %

5.9 %

1.7 %

0.3 %

28.9 %

14.7 %

15.1 %

Liberty County - MT

26.5 %

21.8 %

45.2 %

0.2 %

3.5 %

1.6 %

100.0 %

100.0 %

22.3 %

Lincoln County - MT

13.2 %

20.4 %

46.7 %

11.5 %

2.2 %

0.6 %

79.8 %

0.0 %

25.4 %

McCone County - MT

6.3 %

6.6 %

40.3 %

2.8 %

0.2 %

0.4 %

100.0 %

100.0 %

24.1 %

Madison County - MT

6.7 %

10.8 %

35.8 %

7.1 %

3.6 %

0.5 %

100.0 %

8.3 %

24.9 %

Lake County - MT
Lewis and Clark County MT
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Population Group

Less than
HS
Education

Income
Below
100%
Poverty

Income
Below
250%
Poverty
(Age:
40-64)

Unemployed

Foreign
Born

Linguistically
Isolated

In Rural
Areas

In
Medically
Underserved
Areas

No Health
Insurance
(Age:
40-64)

Meagher County - MT

14.1 %

20.2 %

49.9 %

4.9 %

4.2 %

1.2 %

100.0 %

100.0 %

28.7 %

Mineral County - MT

15.9 %

17.0 %

46.0 %

8.4 %

1.6 %

0.0 %

100.0 %

100.0 %

25.6 %

6.3 %

17.6 %

33.6 %

7.5 %

2.5 %

0.4 %

22.3 %

0.0 %

18.1 %

13.1 %

16.9 %

41.3 %

4.3 %

1.9 %

0.1 %

100.0 %

100.0 %

24.3 %

Park County - MT

9.2 %

11.3 %

37.6 %

6.3 %

2.3 %

0.7 %

47.7 %

100.0 %

21.3 %

Petroleum County - MT

7.8 %

16.8 %

45.7 %

2.7 %

0.0 %

0.0 %

100.0 %

100.0 %

28.6 %

Phillips County - MT

9.8 %

11.2 %

42.6 %

4.8 %

1.7 %

0.0 %

100.0 %

100.0 %

28.8 %

11.9 %

18.4 %

42.3 %

4.6 %

3.6 %

0.6 %

58.1 %

89.0 %

26.6 %

Powder River County - MT

8.8 %

12.6 %

36.9 %

3.7 %

0.2 %

0.0 %

100.0 %

100.0 %

27.8 %

Powell County - MT

9.4 %

13.9 %

40.4 %

4.4 %

1.0 %

0.2 %

54.2 %

32.5 %

22.3 %

Prairie County - MT

14.6 %

14.3 %

37.6 %

1.8 %

0.7 %

0.6 %

100.0 %

100.0 %

23.0 %

Ravalli County - MT

7.9 %

14.0 %

41.2 %

7.3 %

2.0 %

0.3 %

84.6 %

59.8 %

24.5 %

Richland County - MT

12.8 %

12.6 %

23.9 %

4.9 %

2.0 %

0.5 %

44.2 %

0.0 %

16.4 %

Roosevelt County - MT

13.8 %

24.4 %

46.0 %

7.2 %

0.5 %

0.1 %

39.7 %

100.0 %

27.8 %

Rosebud County - MT

10.7 %

18.0 %

36.7 %

10.1 %

0.8 %

0.1 %

100.0 %

100.0 %

22.7 %

Sanders County - MT

12.9 %

21.2 %

50.5 %

10.5 %

1.4 %

0.1 %

100.0 %

100.0 %

31.0 %

Sheridan County - MT

8.6 %

11.9 %

28.2 %

2.9 %

1.2 %

0.0 %

100.0 %

100.0 %

18.9 %

Silver Bow County - MT

9.8 %

16.4 %

36.8 %

5.2 %

2.0 %

0.6 %

11.4 %

100.0 %

17.0 %

Stillwater County - MT

7.7 %

9.6 %

25.6 %

4.1 %

0.7 %

0.5 %

100.0 %

0.0 %

15.4 %

Sweet Grass County - MT

8.1 %

10.8 %

36.0 %

6.4 %

2.7 %

0.5 %

100.0 %

41.6 %

21.2 %

Teton County - MT

12.3 %

14.4 %

39.5 %

2.4 %

2.3 %

0.1 %

100.0 %

100.0 %

24.1 %

Toole County - MT

11.7 %

14.8 %

36.5 %

2.5 %

2.6 %

0.0 %

43.0 %

0.0 %

21.3 %

Treasure County - MT

11.9 %

14.1 %

32.3 %

3.1 %

1.2 %

0.6 %

100.0 %

100.0 %

22.9 %

Valley County - MT

11.3 %

11.5 %

33.3 %

2.6 %

1.1 %

0.2 %

55.2 %

100.0 %

23.3 %

Wheatland County - MT

17.3 %

15.3 %

47.2 %

4.7 %

0.0 %

0.0 %

100.0 %

0.0 %

26.2 %

Wibaux County - MT

17.6 %

9.1 %

34.3 %

5.4 %

1.3 %

0.0 %

100.0 %

100.0 %

23.2 %

8.2 %

11.4 %

29.8 %

4.7 %

1.7 %

0.5 %

16.7 %

0.0 %

18.1 %

Missoula County - MT
Musselshell County - MT

Pondera County - MT

Yellowstone County - MT

Data are in the percentage of people (men and women) in the population.
Source of health insurance data: US Census Bureau – Small Area Health Insurance Estimates (SAHIE) for 2011.
Source of rural population data: US Census Bureau – Census 2010.
Source of medically underserved data: Health Resources and Services Administration (HRSA) for 2013.
Source of other data: US Census Bureau – American Community Survey (ACS) for 2007-2011.
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Population characteristics summary
Proportionately, the Komen Montana service area has a substantially larger White female
population than the US as a whole, a substantially smaller Black/African-American female
population, a substantially smaller Asian and Pacific Islander (API) female population, a
substantially larger American Indian and Alaska Native (AIAN) female population, and a
substantially smaller Hispanic/Latina female population. The Affiliate’s female population is
slightly older than that of the US as a whole. The Affiliate’s education level is substantially
higher than and income level is slightly lower than those of the US as a whole. There is a
slightly smaller percentage of people who are unemployed in the Affiliate service area. The
Affiliate service area has a substantially smaller percentage of people who are foreign born and
a substantially smaller percentage of people who are linguistically isolated. There is a
substantially larger percentage of people living in rural areas, a slightly larger percentage of
people without health insurance, and a substantially larger percentage of people living in
medically underserved areas.
The following counties have substantially larger AIAN female population percentages than that
of the Affiliate service area as a whole:
• Big Horn County
• Blaine County
• Chouteau County
• Glacier County
• Hill County
• Lake County
• Pondera County
• Roosevelt County
• Rosebud County
• Valley County
The following counties have substantially older female population percentages than that of the
Affiliate service area as a whole:
• Carter County
• Daniels County
• Deer Lodge County
• Fergus County
• Golden Valley County
• Granite County
• Judith Basin County
• Lincoln County
• McCone County
• Madison County
• Meagher County
• Mineral County
• Phillips County
• Powder River County
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•
•
•
•
•
•
•
•
•

Powell County
Prairie County
Sanders County
Sheridan County
Sweet Grass County
Teton County
Treasure County
Valley County
Wibaux County

The following counties have substantially lower education levels than that of the Affiliate service
area as a whole:
• Big Horn County
• Deer Lodge County
• Glacier County
• Golden Valley County
• Liberty County
• Meagher County
• Mineral County
• Prairie County
• Roosevelt County
• Wheatland County
• Wibaux County
The following counties have substantially lower income levels than that of the Affiliate service
area as a whole:
• Big Horn County
• Blaine County
• Glacier County
• Golden Valley County
• Lake County
• Liberty County
• Lincoln County
• Meagher County
• Roosevelt County
• Sanders County
The following counties have substantially lower employment levels than that of the Affiliate
service area as a whole:
• Big Horn County
• Deer Lodge County
• Glacier County
• Lake County
• Lincoln County
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•
•

Rosebud County
Sanders County

The following counties have substantially larger percentage of adults without health insurance
than does the Affiliate service area as a whole:
• Big Horn County
• Blaine County
• Carter County
• Chouteau County
• Garfield County
• Glacier County
• Golden Valley County
• Judith Basin County
• Lake County
• Meagher County
• Petroleum County
• Phillips County
• Pondera County
• Powder River County
• Roosevelt County
• Sanders County
• Wheatland County
Priority Areas
Healthy People 2020 forecasts
Healthy People 2020 (HP2020) is a major federal government initiative that provides specific
health objectives for communities and for the country as a whole. Many national health
organizations use HP2020 targets to monitor progress in reducing the burden of disease and
improve the health of the nation. Likewise, Komen believes it is important to refer to HP2020 to
see how areas across the country are progressing towards reducing the burden of breast
cancer.
HP2020 has several cancer-related objectives, including:
 Reducing women’s death rate from breast cancer (Target as of the writing of this report:
41.0 cases per 100,000 women).
 Reducing the number of breast cancers that are found at a late-stage (Target as of the
writing of this report: 41.0 cases per 100,000 women).
To see how well counties in the Komen Montana service area are progressing toward these
targets, the report uses the following information:
 County breast cancer death rate and late-stage diagnosis data for years 2006 to 2010.
 Estimates for the trend (annual percent change) in county breast cancer death rates and
late-stage diagnoses for years 2006 to 2010.
 Both the data and the HP2020 target are age-adjusted.
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These data are used to estimate how many years it will take for each county to meet the
HP2020 objectives. Because the target date for meeting the objective is 2020, and 2008 (the
middle of the 2006-2010 period) was used as a starting point, a county has 12 years to meet the
target.
Death rate and late-stage diagnosis data and trends are used to calculate whether an area will
meet the HP2020 target, assuming that the trend seen in years 2006 to 2010 continues for 2011
and beyond.
Identification of priority areas
The purpose of this report is to combine evidence from many credible sources and use the data
to identify the highest priority areas for breast cancer programs (i.e. the areas of greatest need).
Classification of priority areas are based on the time needed to achieve HP2020 targets in each
area. These time projections depend on both the starting point and the trends in death rates
and late-stage incidence.
Late-stage incidence reflects both the overall breast cancer incidence rate in the population and
the mammography screening coverage. The breast cancer death rate reflects the access to
care and the quality of care in the health care delivery area, as well as cancer stage at
diagnosis.
There has not been any indication that either one of the two HP2020 targets is more important
than the other. Therefore, the report considers them equally important.
Counties are classified as follows (Table 2.6):
 Counties that are not likely to achieve either of the HP2020 targets are considered to
have the highest needs.
 Counties that have already achieved both targets are considered to have the lowest
needs.
 Other counties are classified based on the number of years needed to achieve the two
targets.
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Table 2.6. Needs/priority classification based on the projected time to achieve
HP2020 breast cancer targets

13 years or
longer
7-12 yrs.

Time to Achieve
Death Rate
Reduction Target

0 – 6 yrs.
Currently
meets target
Unknown

Time to Achieve Late-stage Incidence Reduction Target
13 years or 7-12 yrs.
0 – 6 yrs.
Currently
Unknown
longer
meets target
Medium
Highest
Highest
High
Medium
High
Medium
Medium
Medium
High
Medium
High
Low
High
Medium
Medium
Medium
Medium
Low
High
Low
Low
Medium
Lowest
Lowest
Medium
Low
Low
Medium
Medium
Highest
Lowest
Unknown
High
Low

If the time to achieve a target cannot be calculated for one of the HP2020 indicators, then the
county is classified based on the other indicator. If both indicators are missing, then the county
is not classified. This doesn’t mean that the county may not have high needs; it only means that
sufficient data are not available to classify the county.
Affiliate Service Area Healthy People 2020 Forecasts and Priority Areas
The results presented in Table 2.7 help identify which counties have the greatest needs when it
comes to meeting the HP2020 breast cancer targets.
 For counties in the “13 years or longer” category, current trends would need to change to
achieve the target.
 Some counties may currently meet the target but their rates are increasing and they
could fail to meet the target if the trend is not reversed.
Trends can change for a number of reasons, including:
 Improved screening programs could lead to breast cancers being diagnosed earlier,
resulting in a decrease in both late-stage incidence rates and death rates.
 Improved socioeconomic conditions, such as reductions in poverty and linguistic
isolation could lead to more timely treatment of breast cancer, causing a decrease in
death rates.
The data in this table should be considered together with other information on factors that affect
breast cancer death rates such as screening percentages and key breast cancer death
determinants such as poverty and linguistic isolation.
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Table 2.7. Intervention priorities for Komen Montana service area with predicted time to
achieve the HP2020 breast cancer targets and key population characteristics

County

Priority

Predicted Time to
Predicted Time to
Achieve Death Rate Achieve Late-stage
Target
Incidence Target

Key Population
Characteristics

Gallatin County - MT

Highest

13 years or longer

13 years or longer

Hill County - MT

Highest

NA

13 years or longer

Missoula County - MT

Highest

13 years or longer

13 years or longer

Park County - MT

Highest

NA

13 years or longer

Medically underserved

Rosebud County - MT

Highest

SN

13 years or longer

%AIAN, employment, rural,
medically underserved

Sanders County - MT

Highest

SN

13 years or longer

Older, poverty, employment,
rural, insurance, medically
underserved

Stillwater County - MT

Highest

SN

13 years or longer

Rural

Cascade County - MT

Medium

Currently meets
target

13 years or longer

Flathead County - MT

Medium

Currently meets
target

13 years or longer

Rural

Silver Bow County - MT

Medium

13 years or longer

Currently meets
target

Medically underserved

Dawson County - MT

Medium Low

SN

4 years

Lewis and Clark County MT

Medium Low

9 years

Currently meets
target

Lincoln County - MT

Medium Low

SN

1 year

Older, poverty, employment,
rural

Lake County - MT

Low

Currently meets
target

4 years

%AIAN, poverty, employment,
rural, insurance, medically
underserved

Yellowstone County - MT

Low

Currently meets
target

1 year

Lowest

NA

Currently meets
target

Rural, medically underserved

Beaverhead County - MT

Undetermined

SN

SN

Rural

Big Horn County - MT

Undetermined

SN

SN

%AIAN, education, poverty,
employment, rural, insurance,
medically underserved

Ravalli County - MT
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County

Priority

Predicted Time to
Predicted Time to
Achieve Death Rate Achieve Late-stage
Target
Incidence Target

Key Population
Characteristics

Blaine County - MT

Undetermined

SN

SN

%AIAN, poverty, rural,
insurance, medically
underserved

Broadwater County - MT

Undetermined

SN

SN

Rural, medically underserved

Carbon County - MT

Undetermined

SN

SN

Rural, medically underserved

Carter County - MT

Undetermined

SN

SN

Older, rural, insurance,
medically underserved

Chouteau County - MT

Undetermined

SN

SN

%AIAN, rural, insurance,
medically underserved

Custer County - MT

Undetermined

SN

SN

Medically underserved

Daniels County - MT

Undetermined

SN

SN

Older, rural, medically
underserved

Deer Lodge County - MT

Undetermined

SN

SN

Older, education, employment

Fallon County - MT

Undetermined

SN

SN

Rural, medically underserved

Fergus County - MT

Undetermined

SN

SN

Older

Garfield County - MT

Undetermined

SN

SN

Rural, insurance, medically
underserved

Glacier County - MT

Undetermined

SN

NA

%AIAN, education, poverty,
employment, insurance,
medically underserved

Golden Valley County - MT

Undetermined

SN

SN

Older, education, poverty,
rural, insurance, medically
underserved

Granite County - MT

Undetermined

SN

SN

Older, rural, medically
underserved

Jefferson County - MT

Undetermined

SN

SN

Rural

Judith Basin County - MT

Undetermined

SN

SN

Older, rural, insurance,
medically underserved

Liberty County - MT

Undetermined

SN

SN

Education, poverty, rural,
medically underserved

McCone County - MT

Undetermined

SN

SN

Older, rural, medically
underserved

Madison County - MT

Undetermined

SN

SN

Older, rural

Meagher County - MT

Undetermined

SN

SN

Older, education, poverty,
rural, insurance, medically
underserved
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County

Priority

Predicted Time to
Predicted Time to
Achieve Death Rate Achieve Late-stage
Target
Incidence Target

Key Population
Characteristics

Mineral County - MT

Undetermined

SN

SN

Older, education, rural,
medically underserved

Musselshell County - MT

Undetermined

SN

SN

Rural, medically underserved

Petroleum County - MT

Undetermined

SN

SN

Rural, insurance, medically
underserved

Phillips County - MT

Undetermined

SN

SN

Older, rural, insurance,
medically underserved

Pondera County - MT

Undetermined

SN

SN

%AIAN, rural, insurance,
medically underserved

Powder River County - MT

Undetermined

SN

SN

Older, rural, insurance,
medically underserved

Powell County - MT

Undetermined

SN

SN

Older, rural

Prairie County - MT

Undetermined

SN

SN

Older, education, rural,
medically underserved

Richland County - MT

Undetermined

SN

SN

Roosevelt County - MT

Undetermined

SN

SN

%AIAN, education, poverty,
insurance, medically
underserved

Sheridan County - MT

Undetermined

SN

SN

Older, rural, medically
underserved

Sweet Grass County - MT

Undetermined

SN

SN

Older, rural, medically
underserved

Teton County - MT

Undetermined

SN

SN

Older, rural, medically
underserved

Toole County - MT

Undetermined

SN

SN

Treasure County - MT

Undetermined

SN

SN

Older, rural, medically
underserved

Valley County - MT

Undetermined

SN

SN

%AIAN, older, rural, medically
underserved

Wheatland County - MT

Undetermined

SN

SN

Education, rural, insurance

Wibaux County - MT

Undetermined

SN

SN

Older, education, rural,
medically underserved

NA – data not available.
SN – data suppressed due to small numbers (15 cases or fewer for the 5-year data period).
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Map of Intervention Priority Areas
Figure 2.1 shows a map of the intervention priorities for the counties in the Affiliate service area.
When both of the indicators used to establish a priority for a county are not available, the priority
is shown as “undetermined” on the map.

Figure 2.1. Intervention priorities
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Data Limitations
The following data limitations need to be considered when utilizing the data of the Quantitative
Data Report:
 The most recent data available were used but, for cancer incidence and deaths, these
data are still several years behind.
 For some areas, data might not be available or might be of varying quality.
 Areas with small populations might not have enough breast cancer cases or breast
cancer deaths each year to support the generation of reliable statistics.
 There are often several sources of cancer statistics for a given population and
geographic area; therefore, other sources of cancer data may result in minor differences
in the values even in the same time period.
 Data on cancer rates for specific racial and ethnic subgroups such as Somali, Hmong, or
Ethiopian are not generally available.
 The various types of breast cancer data in this report are inter-dependent.
 There are many factors that impact breast cancer risk and survival for which quantitative
data are not available. Some examples include family history, genetic markers like
HER2 and BRCA, other medical conditions that can complicate treatment, and the level
of family and community support available to the patient.
 The calculation of the years needed to meet the HP2020 objectives assume that the
current trends will continue until 2020. However, the trends can change for a number of
reasons.
 Not all breast cancer cases have a stage indication.
Quantitative Data Report Conclusions
Highest priority areas
Seven counties in the Komen Montana service area are in the highest priority category. Two of
the seven, Gallatin County and Missoula County, are not likely to meet either the death rate or
late-stage incidence rate HP2020 targets. Five of the seven, Hill County, Park County,
Rosebud County, Sanders County and Stillwater County, are not likely to meet the late-stage
incidence rate HP2020 target.
Hill County has a relatively large AIAN population. Rosebud County has a relatively large AIAN
population and high unemployment. Sanders County has an older population, a high poverty
level and high unemployment.
Medium priority areas
Three counties in the Komen Montana service area are in the medium priority category. One of
the three, Silver Bow County is not likely to meet the death rate HP2020 target. Two of the
three, Cascade County and Flathead County, are not likely to meet the late-stage incidence rate
HP2020 target.
The death rates in Silver Bow (23.5 per 100,000) appear to be higher than the Affiliate service
area as a whole (19.8 per 100,000) although not significantly. The late-stage incidence rates in
Cascade County (46.6 per 100,000) appear to be higher than the Affiliate service area as a
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whole (43.7 per 100,000) although not significantly. The late-stage incidence trends in both
Cascade County (12.9 percent per year) and Flathead County (0.6 percent per year) indicate
that late-stage incidence rates may be increasing.
Undetermined areas
Several counties in the Komen Montana service area have undetermined priorities but may still
have significant needs. Many of the counties with undetermined priorities have substantial
AIAN populations and/or have multiple socioeconomic challenges among the key population
characteristics.
Additional Quantitative Data Exploration
The Komen Montana Community Profile Team received the Komen Montana QDR and noted
the lack of measurable or available data for some rural Montana counties that have high rates of
poverty and increased AIAN populations. Key data in the categories of incidence rates, death,
poverty and screening mammography are required to adequately assess the impact of breast
cancer in Montana communities. The Community Profile Team recognized that some data vary
considerably across AIAN geographic locations and that racial misclassification can make
determination of population-specific data difficult (White et al., 2014; Roubidoux, 2012).
The importance of analyzing other key data in addition to that provided by the Komen Montana
QDR, led the Community Profile Team to determine that additional sources of data should be
reviewed to best guide the selection of target communities. Komen Montana requested
proposals for additional data analysis and selected the Montana Office of Rural Health (MORH)
to review available data sources for establishing priority and target community selection.
Background
Geographic location, potential access, availability of cancer screening services and utilization of
cancer screening are related (Towne, Smith, Ory et al., 2014). According to America’s Health
Rankings, high geographic disparity within the state remains a significant challenge to the
overall health of Montanans. Montana is the 4th largest state in total square miles (147,046)
and is a rural and frontier state. The National Center for Frontier Communities ranks Montana
as the 3rd most frontier state in the nation, behind Alaska and Texas. Of the 56 counties in the
state, 45 are considered frontier based on population density. Montana has one urban county
(Yellowstone) and 10 rural counties. The rural nature of Montana is clearly demonstrated by the
fact that 440,939 citizens live outside of incorporated cities and towns and 735,993 citizens live
in areas classified as rural and frontier.
There are no health indices that typify access to care in rural and frontier Montana communities.
There are many standard health indices used to rank and monitor health in an urban setting that
do not translate as accurately in rural and frontier areas. In the absence of sufficient health
indices for rural and frontier communities in Montana, utilizing available data is done with an
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understanding of access to care in rural and frontier Montana communities and barriers of
disease surveillance in this setting.
Montana AIAN Population
The Komen QDR identified AIAN as the 2nd largest race in the state. Individuals in areas with
higher concentrations of AIANs have large gaps in the availability, utilization, and distance to
providers when compared to other areas.
Breast cancer is the most frequently diagnosed cancer and a leading cause of cancer death
among AIAN women (White et al., 2014; Roubidoux, 2012). Despite having a lower incidence
of breast cancer than White women, AIAN women are more likely to be diagnosed with breast
cancer at younger ages and later stages (White et al., 2014). AIANs also have higher odds of
presenting with stage IV breast cancer compared to Non-Hispanic White women (Ooi, Martinez,
& Li, 2011). About 30.0 percent of AIAN women with breast cancer are diagnosed at age <50
years (Strickland & Hillaire, 2008), substantially higher that Non-Hispanic/Latina women of
whom fewer (19 percent) are diagnosed at age <50 yrs. (Roubidoux, 2012). White’s (White et
al., 2014) data also notes that from 2001-2009 breast cancer death among AIANs was
unchanged in contrast to White women who experienced a statistically significant decrease in
death. The American Cancer Society’s Surveillance and Health Services Research (2013)
showed AIANs as having the second lowest survival rate by race and ethnicity.
Screening percentages vary with tribal affiliation and geographic location (Roubidoux, 2012)
however; counties where AIANs live are frontier counties that present geographical barriers to
access. For this reason, the Community Profile Team focused on these counties to more
closely assess breast cancer statistics in rural communities that have AIAN reservations within
their counties. In order to assess the burden of breast cancer statewide, to clarify conflicting
data, and to supplement missing data, additional selection criteria were used to identify priority
communities.
In addressing the concerns about the lack of health indices, additional data looked specifically
for quantitative data measuring and/or providing:
 Availability of and access to mammography screening facilities in Montana communities
 Trends in breast cancer screening of Montana populations including AIANs
 Input/supplementation for limited or missing data measures in the Healthy People 2020
Forecasts
 Poverty levels for selected races by State
Data concerning key priority population characteristics considered in the selection of the target
communities are: substantially larger AIAN female population, lower income levels, lower
employment levels, and larger percentage of adults without health insurance than that of the
Affiliate service area as a whole. Additional key indicators of priority are: geographic barriers to
care, low population participation in screening mammography, and increased late-stage breast
cancer diagnosis.
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Selection of Target Communities
Using national surveillance measures, the Komen Montana QDR identified the following
counties as the highest priority:
 Gallatin County (population: 89,824)
 Hill County (population: 16,454)
 Missoula County (population: 107,320)
 Park County (population: 16,189)
 Rosebud County (population: 9,190)
 Sanders County (population: 11,034)
 Stillwater County (population: 8,687)
Based on the analysis performed by MORH and the Community Profile Team, Komen Montana
recommends that the following eight counties and respective tribes are recognized as the
highest priority areas. In three instances, neighboring counties with similar health service
systems and populations were combined into one priority community.
 Roosevelt County (Fort Peck Indian Reservation) – Poplar, MT
 Big Horn County/Rosebud County (Crow Indian Reservation/Northern Cheyenne
Indian Reservation) – Crow Agency, MT/Lame Deer, MT
 Glacier County (Blackfeet Indian Reservation) – Browning, MT
 Lake County/Sanders County (Flathead Indian Reservation) – Pablo, MT
 Hill County/Blaine County – (Rocky’s Boy Indian Reservation/Fort Belnap Indian
Reservation) – Box Elder, MT/Harlem, MT
The MORH staff established valid selection criteria to identify five communities representing
AIAN statewide. Criteria used includes (A) geographic region, (B) target population of Indian
Reservations and AIAN populations, (C) high incidence rates of breast cancer per 100,000
women, (D) county level population of AIAN populations (E) discrepancies in data comparison,
and (F) poverty level.
Montana health data are typically
reported by geographic region. The
areas of the five regions used by
DPHHS are illustrated in Figure 2.2.
Selecting communities from these
regions provides a statewide
representation.
Eastern, Region 1
North Central, Region 2
South Central, Region 3
Southwest, Region 4
Northwest, Region 5
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There are seven Indian Reservations in the State of Montana (Figure 2.3). Of the five
geographic regions mentioned above, four of them contain counties that include a federally
recognized Indian Reservation. There are no Indian Reservations located in Region 4.
Eastern, Region 1
 Daniels County
 Phillips County
 Roosevelt County
 Rosebud County
 Sheridan County
 Valley County
North Central, Region 2
 Blaine County
 Chouteau County
 Glacier County
 Pondera County
 Hill County
South Central, Region 3
 Big Horn County
 Yellowstone County
Southwest, Region 4
 None
Northwest, Region 5
 Lake County
 Missoula County
 Sanders County

Figure 2.3. State of Montana Indian Reservations
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Of counties that include Indian Reservations, counties with the highest incidence rate of breast
cancer at all stages per 100,000, according to Komen Montana QDR, include:
a. Rosebud County (155.7)
b. Chouteau County (145.9)
c. Pondera County (143.8)
d. Blaine County (139.3)
e. Lake County (136.4)
According to Komen Montana QDR, counties with the largest AIAN populations include:
a. Glacier County (65.1 percent)
b. Big Horn County (65.1 percent)
c. Roosevelt County (61.5 percent)
d. Blaine County (50.3 percent)
e. Rosebud County (36.3 percent)
f. Lake County (26.1 percent)
Data discrepancies, resulting from data being gathered from differing periods of time, between
Komen Montana QDR data (2006-2010) and Montana DPHHS data (2008-2012) prompted
further investigation and prioritization of identified counties with large AIAN populations,
specifically:
 Glacier County (Komen QDR: 130.9 per 100,000, Montana DPHHS: 92.3 per
100,000)
 Roosevelt County (Komen QDR: 129.1 per 100,000, Montana DPHHS: 111.8 per
100,000)
Two counties recommended as priority counties in the Komen Montana QDR, Gallatin and
Missoula, are two of the most populous in Montana and experience increased availability of
services such as breast cancer screenings and accredited cancer treatment centers. In addition,
according to the U.S. Census Bureau (2011) four of the Komen QDR recommended priority
counties fare better than the Montana average poverty percent of 16.4 percent: Missoula (15.0
percent), Gallatin (12.9 percent), Stillwater (10.2 percent), and Park (13.9 percent).
The review noted in Table 2.8 highlights data utilized by the Community Profile Team to
recommend an alternate priority community rating combining Komen Montana QDR
recommendations with Komen Montana recommendations.

Table 2.8. Selection of Target Communities - Key Data

Source

Priority County
Recommendation

Total **
Population

Montana

AIAN**
Population

Incidence
Rate(All
Stage)**

Incidence
LateStage**

7.0%

123.5

43.7

Komen
Montana

County±
Poverty
Rates

Screening **
Mammography

16.4%

15.2

36.3%

22.4
32.0
24.1
26.9
SN
SN
SN

14.8%
18.5%
15.0%
13.9%
18.8%
19.4%
10.2%

66.6%
72.2%
71.2%
74.9%
n/a
n/a
n/a

*#Big Horn
32,443
65.1%
97.7
SN
37.0%
SN
*#Rosebud
9,190
36.3%
155.7
71.8
36.0%
SN
#Glacier
34,139
65.1%
130.9
57.5
47.0%
SN
*# Hill
16,454
24.0%
105.3
40.7
31.0%
32.0
*# Blaine
3,254
50.8%
139.3
SN
39.0%
SN
#Lake
72,825
26.1%
136.4
48.8
35.0%
19.7
*# Sanders
11,034
4.9%
120.8
48.3
37.0%
SN
#Roosevelt
26,579
61.5%
129.1
SN
42.0%
SN
* Komen Montana QDR recommendations
** Komen Montana QDR data
# Komen Montana Community Profile Team recommendations
† Cancer in Montana Preliminary Report for 2008-2012 Montana DPHHS
± Poverty in Montana: 2010 U.S. Census Bureau
‡ Montana Central Tumor Registry, 2008-2012
 U.S. Census Bureau, 2007-2011 American Community Survey
n/a = data not available
SN = data suppressed due to small numbers (15 cases or fewer for the 5-year data period)

25.9%
18.8%
28.8%
18.5%
28.3%
21.5%
19.4%
27.3%

n/a
n/a
n/a
72.2%
n/a
67.3%
n/a
n/a

138.4†
(ageadjusted)

33,893
*Gallatin
*Hill
*Missoula
*Park
*Rosebud
*Sanders
*Stillwater

89,824
16,454
107,320
16,189
9,190
11,034
8,687

1.3%
24.0%
3.4%
1.2%
36.3%
4.9%
0.8%

141.9
105.3
124.0
132.2
155.7
120.8
163.8

35%

Death**
Rate
19.8

485,248

MT AIAN Alone

Komen
QDR

% of
LateStage
Cases‡

51.1‡

54.4
40.7
41.8
61.4
71.8
48.3
69.1

35.0%
31.0%
33.0%
38.0%
36.0%
37.0%
35.0%

According to the Montana DPHHS (2011) breast cancer is the second leading cause of cancer
death among Montana women yet the proportion of women up-to-date with recommended
mammography screening is below the national average (2012). Counties with higher
concentrations of AIANs have greater disparities in access and utilization of cancer screening
services (Towne et al., 2014). Therefore, in addition to more in-depth research conducted
through the acquisition of qualitative data, further exploration via performance of Health
Systems Analysis will include assessment of source of care and barriers to care particularly:
availability of accredited breast cancer screening facilities/equipment, distance to receive breast
cancer screening, diagnostic and treatment services, support services including availability of
and access to culturally-sensitive health education.
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68.9%

Health Systems and Public Policy Analysis
Health Systems Analysis Data Sources
Komen Montana utilized multiple sources to obtain contemporary data for this section (Table
3.1). Relative sources for each category were accessed via internet search and review of
government databases and internet sites for each Montana health care resource. Phone
interviews with key informants were performed when data was not available online or in
published material. Each resource was reviewed and catalogued. Resources were analyzed
for currency and appropriateness for inclusion as a resource. The selected target communities
are characterized by large land mass, rural or frontier population, and physical and populationspecific resources. Analysis was performed to ensure that the data and resources presented
were within county boundaries or specific to county inhabitants. Additional analysis focused on
clarification of system-wide programs such as Indian Health Services (IHS), Veterans
Administration (VA), Critical Access Hospitals (CAH), and the National Breast and Cervical
Cancer Education Program (NBCCEDP) to establish whether barriers to access were evident in
each county. In addition to specific county-based resources, the following data sources were
assessed:
Table 3.1. Health Systems Analysis Data Sources
Program/Service

Resource

Montana Cancer Control
Program (MCCP)

Montana Department of
Public Health and Human
Services (DPHHS)

Cancer Centers
Health Centers

Commission on Cancer
US DPHHS
Health Resources and
Service Administration

Retrieved From
www.dphhs.mt.gov/publichealth/cancer/documents.

www.facs.org/cancer
www.findahealthcenter.hrsa.gov

Montana Health Centers,
Montana Migrant Program,
Montana Health care for the
Homeless Program

Montana Primary Care
Association

www.mtpca.org

MQSA Certified
Mammography Facilities

US Food and Drug
Administration

www.accessdata.fda.gov

Montana DPHHS

http://www.dphhs.mt.gov/qad/health carefacilitieslist/index.shtml

Montana Health care
Facilities
Montana Indian Health
Service
Montana Accredited
Radiology Facility
NBCCEDP Screening
Program Summaries
Travel for Breast Cancer
Treatment
Medically Underserved
Areas
Health Insurance
Marketplace:
Summary Enrollment

US DPHHS Indian Health Services
American College of
Radiology
CDC
MCCP
Montana DPHHS
Office of the Federal
Register
US DPHHS

http://www.ihs.gov/billings/
http://www.acr.org/Quality-Safety/Accreditation/Accredited-Facility-Search
http://www.cdc.gov/cancer/nbccedp/data/summaries/montana.htm
http://www.dphhs.mt.gov/publichealth/cancer/documents
https://www.federalregister.gov/articles
http://aspe.hhs.gov

Montana Cancer Coalition

MTCC

http://mtcancercoalition.org/

Montana Cancer Screening

MCCP
Montana DPHHS

http://www.dphhs.mt.gov/publichealth/cancer/manual/documents/Chapter
2.pdf

Affordable Care Act

Kaiser Family Foundation

http://kff.org/health-reform/
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Health Systems Overview
The Breast Cancer Continuum of Care (CoC) is a model that shows how a woman typically
moves through the health care system for breast care (see Figure 3.1). A woman would ideally
move through the CoC quickly and seamlessly, receiving timely, quality care in order to have
the best outcomes. Education can play an important role throughout the entire CoC.

Figure 3.1. Breast Cancer Continuum of Care
While a woman may enter the continuum at any point, ideally, a woman would enter the CoC by
getting screened for breast cancer – with a clinical breast exam or a screening mammogram. If
the screening test results are normal, she would loop back into follow-up care, where she would
get another screening exam at the recommended interval. Education plays a role in both
providing education to encourage women to get screened and reinforcing the need to continue
to get screened routinely thereafter.
If a screening exam resulted in abnormal results, diagnostic tests would be needed, possibly
several, to determine if the abnormal finding is in fact breast cancer. These tests might include
a diagnostic mammogram, breast ultrasound or biopsy. If the tests were negative (or benign)
and breast cancer was not found, she would go into the follow-up loop, and return for screening
at the recommended interval. The recommended intervals may range from three to six months
for some women to 12 months for most women. Education plays a role in communicating the
importance of proactively getting test results, keeping follow-up appointments and
understanding what it all means. Education can empower a woman and help manage anxiety
and fear.
If breast cancer is diagnosed, she would proceed to treatment. Education can cover such topics
as treatment options, how a pathology reports determines the best options for treatment,
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understanding side effects and how to manage them, and helping to formulate questions a
woman may have for her providers.
For some breast cancer patients, treatment may last a few months and for others, it may last
years. While the CoC model shows that follow-up and survivorship come after treatment ends,
they actually may occur at the same time. Follow up and survivorship may include things like
navigating insurance issues, locating financial assistance, symptom management, such as pain,
fatigue, sexual issues, bone health, etc. Education may address topics such as making healthy
lifestyle choices, long term effects of treatment, managing side effects, the importance of followup appointments and communication with their providers. Most women will return to screening
at a recommended interval after treatment ends, or for some, during treatment (such as those
taking long-term hormone therapies).
There are often delays in moving from one point of the continuum to another – at the point of
follow-up of abnormal screening exam results, starting treatment, and completing treatment –
that can all contribute to poorer outcomes. There are also many reasons why a woman does
not enter or continue in the breast cancer CoC. These barriers can include things such as lack
of transportation, system issues including long waits for appointments and inconvenient clinic
hours, language barriers, fear, and lack of information - or the wrong information (myths and
misconceptions). Education can address some of these barriers and help a woman progress
through the CoC more quickly.
In order to assist Montana women with entry into and thorough involvement in the CoC, Komen
Montana analyzed strengths that facilitate participation in the CoC model of care, weaknesses
that may impede successful access to and application of the CoC, and key mission-related
partnerships in selected target communities across the state. Priority community selection
included counties with high poverty levels, geographic barriers to accessing care as outlined in
the CoC, decreased rates of mammography screening, and increased representation of
American Indian/Alaska Native (AIAN) communities. Strengths and weaknesses noted in these
priority communities are strikingly similar with some variation in distances traveled for breast
cancer care along the continuum. The priority county communities of Bighorn and Rosebud,
Glacier, Hill and Blaine, Lake and Sanders, and Roosevelt share the following strengths and
weaknesses (Figures 3.2, 3.3, 3.4, 3.5 and 3.6):


Strengths:
 availability of health care provider (HCPs) to perform general screening examinations
 health care organizations that are culturally-sensitive for AIAN population
 IHS, CAH,VA and health center availability
 established referral networks within and outside communities
 assistance with financial and transportation for health care purposes
 mobile mammography services via out-of-community resource
 qualified and established support personnel in key health care sites
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Weaknesses:
 lengthy travel distances to screening, diagnostic, and treatment centers
 increased levels of poverty which limit healthy lifestyle choices and access to
transportation services to screening, diagnostic, and treatment centers
 limited diagnostic services in-county
 no certified cancer treatment facilities in-county
 no specific breast health navigation for diagnostic or treatment in-county
 limited AIAN tribal-specific health care educational material
 increased educational needs, for both patients and HCPs, concerning breast health
and breast cancer screening practices

Importantly, the unique and specific cultural values of each individual AIAN community need to
be sensitively addressed in order to provide culturally-appropriate breast health and breast
cancer-related education for Montana’s AIAN tribes. Since 2002, Komen Montana has funded
Community Grants that target outreach, education and screening of AIAN on reservations and
in tribal communities. Program goals were reached but barriers remain. In 2012, a state-wide
collaborative effort of women from many tribes began to work together on a cancer screening
and awareness project funded by Komen Montana. The first project entitled, “Going Pink on the
Red Road,” employed a culturally-based community engagement model to take a deeper look at
barriers to breast cancer screening across Montana’s tribal communities, and to identify
improved breast health promotion approaches in Indian country. Several common approaches
were identified as effective in many tribal communities, though each community may differ in
preferences:
 Weekend Ladies or Family Days for cancer screening (versus weekday-only scheduling)
 Tribal health fairs very effective venues for all health screening
 Bingo Nights for cancer education and screening
 Reservation support groups and honoring ceremonies
 Mammogram vans at tribal clinics and health fairs are sometimes preferred for screening
venues
 Local transportation networks to assist with travel to appointments
 Assistance with child care arrangements
 Identification of alternate contacts for patient reminders and follow-up
 Use of Native health navigators/ community health representatives
 Local clinicians and familiar faces best to build trust and continuity of care
 Culturally sensitive medical care and respectful treatment of each person
 Inclusion of family members at appointments and procedures
 Culturally-sensitive and appropriate educational materials and programs
 Education of non-Native providers in the customs and ways of local tribes
Work continued with a Community Organizing Grant for the Tribal Advisory Council b.r.a.v.e.
project. The focus of this project is to continue to increase awareness and further build statewide networking through cross-communication and the creation of culturally appropriate
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educational materials: parfleches/tool kits, digital stories, provider guides, and curriculum
materials for cancer education in tribal communities.
The varying levels of service availability and access require coordination and collaboration
between multiple health care and social service agencies in order to provide necessary access
and support services. While each priority county is unique in its geography, population and
services, the service agencies and Komen Montana collaborate to close the gaps. Key
partnerships in target communities include NBCCEDP and their contractors, critical access
facilities, the VA health care system, the IHS health care system, county health departments,
rural and community health care centers and community-based health care providers.
Larger health care systems across the state act as collaborators in some of the target
communities by providing mammography screening and diagnostic exams via mobile
mammography units, and by assisting with access to their accredited cancer treatment
networks. Table 10 illustrates the required travel distance from Montana Indian Reservations to
Montana’s seven cancer treatment centers accredited by the American College of Surgeons
Commission on Cancer. For the citizens of rural and frontier Montana, these collaborations,
while requiring distance travel, offer opportunities to access the CoC model, particularly in the
areas of advanced diagnostic, treatment, breast cancer navigation, and follow-up services that
may not otherwise be available to women in the priority communities.
Table 3.2. Travel Distance Mileage between AIAN Priority Communities and Montana
Accredited Cancer Treatment Centers

Benefis
Hospital
Great Falls
Billings Clinic
Billings
Bozeman
Deaconess
Bozeman
Kalispell
Regional
Kalispell
Providence
St Patrick
Missoula
St Peter’s
Hospital
Helena
St Vincent’s
Health care
Billings

Fort Peck
Roosevelt
County
343

Crow
Big Horn
County
276

Northern
Cheyenne
Rosebud
County
319

Blackfeet
Glacier
County
127

Flathead
Lake &
Sanders
County
229

Rocky’s Boy
Hill County
115

Fort Belknap
Blaine
County
159

306

59

102

346

406

250

202

424

203

246

267

263

292

294

487

491

535

99

56

259

307

512

404

448

204

61

284

325

432

298

341

172

174

204

250

306

59

102

346

406

250

202

Komen Montana, in collaboration with Montana Cancer Control Program (MCCP) members,
Komen Montana grantees, IHS, the Tribal Advisory Council and health care provider systems,
will continue to nurture their existing partnerships while assisting in the development of
opportunities that seek to provide education, screening, diagnosis, treatment, navigation and
follow-up services. For the following maps screening that is identified includes Clinical Breast
Exams as well as mammography services.
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Figure 3.2. Breast Cancer Services Available in Big Horn and Rosebud Counties
53 | P a g e
Susan G. Komen® Montana

Figure 3.3. Breast Cancer Services Available in Glacier County
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Figure 3.4. Breast Cancer Services Available in Blaine and Hill Counties
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Figure 3.5. Breast Cancer Services Available in Lake and Sanders Counties
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Figure 3.6. Breast Cancer Services Available in Roosevelt Counties
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Public Policy Overview
National Breast and Cervical Cancer Early Detection Program (NBCCEDP)
The NBCCEDP program has been active in Montana since 1993 via Centers for Disease
Control (CDC) funding. Since that time, changes have been made to program administration
including role and geographic location of contractors, available funds, screening guidelines, and
access to diagnostic and breast cancer treatment funds. Montana elected the option to offer
Montana women who are diagnosed with cancer in the NBCCEDP, including AIANs who are
eligible for health services provided by the IHS or by a tribal organization, access to treatment
through Medicaid.
NBCCEDP and Montana Medicaid are under the auspices and direction of the MCCP. The
MCCP is a part of the Chronic Disease Prevention and Health Promotion Bureau in the
Montana DPHHS. MCCP includes the Comprehensive Cancer Control Component, the Cancer
Screening Component and the Cancer Surveillance and Epidemiology Program. MCCP
receives grant funding from the CDC and State Special Revenue funds to implement cancer
control activities. Access to both programs is facilitated by cancer control specialists, who are
located in key geographic areas across Montana. In July 2014 there were 13 screening
specialists and 10 outreach specialists. Each specialist provides services for between three and
seven Montana counties or AIAN Reservations. Clients may be self-referred or referred from
community resources. Cancer Control Specialists determine whether a person is eligible for
services, either by telephone or an in-person interview, and which screening service she needs.
The MCCP will provide screening services to women who meet all of the following criteria:
 family gross income at or below 200.0 percent of the current Federal Poverty Level
(FPL) scale
 50 through 64 years of age for breast cancer screening, limited funding for 40-49
years of age
 uninsured or underinsured
If a woman is ineligible for MCCP services, she is referred to other community agencies that
may be able to assist her. There are some age-related exceptions:
http://www.dphhs.mt.gov/publichealth/cancer/manual/documents/Chapter4.pdf.
As an Option One state, only women diagnosed through the MCCP for breast cancer or a precancerous condition may apply for the Montana Breast and Cervical Cancer Treatment Program
(MBCCTP) that provides basic Medicaid benefits to women in need of treatment for breast
cancer, including pre-cancerous conditions. Cancer control screening specialists work with the
State Public Assistance Bureau/Medicaid program to obtain accurate information so
determination of client eligibility can be achieved.
The NBCCEDP is proactive in its attempts to provide access and services to Montana women.
Due to significant geographical barriers, cancer control screening specialists maintain frequent
contact with providers of mammography screening services and utilize health fair opportunities
and other networking opportunities. One mobile mammography service noted that a cancer
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control screening specialist normally accompanies the mobile van to service areas in order to
distribute NBCCEDP information and to be readily accessible for program referrals.
Currently, the Affiliate Executive Director (ED) interacts with the NBCCEDP contractors at
various venues including Montana Cancer Control Coalition (MTCCC) meetings, as a participant
in the Lewis & Clark County Healthy Communities task force and in the establishment of special
events utilizing mobile mammography units. Komen Montana coordinates with the NBCCEDP
by requiring all grantees to evaluate whether their clients are eligible for NBCCEDP funds
before funding with Komen dollars. In addition, Komen Montana accepts requests from
contractors for educational materials and distributes these via Affiliate networks and volunteers,
distributes Request for Application (RFA) documents, and provides articles and information for
NBCCEDP and MTCCC newsletters.
During the next four-year period, Komen Montana intends to regularly update NBCCEDP
contractors concerning the results of the Community Profile, provide contact information
concerning Komen Montana grantees that offer free or reduced-price screening in their regions,
share information concerning the Komen helpline, and maintain updated information about how
to request educational materials or speakers. Komen Montana hopes to achieve a leadership
role on the MTCCC thus increasing access to the ten regional NBCCEDP contractors. Finally,
the Affiliate will work with NBCCEDP program leadership and collaborators to support continued
funding of the program by maintaining contact with governmental and legislative
representatives.
State Comprehensive Cancer Control Coalition
The MTCCC, formed in 2003, is a statewide collaborative effort of individuals and organizations
working together to reduce the overall burden of cancer for Montanans, through the
development and implementation of Montana’s Comprehensive Cancer Control Plan (MCCCP).
Using established best practices, comprehensive data, culturally sensitive materials and
evidence-based strategies, MTCCC is implementing the second MCCCP
(http://www.mtcancercoalition/documents.org) to guide cancer control activities over a five-year
period (2011-2016). Priority objectives include breast cancer-related objectives:
Goal: Promote compliance with cancer screening guidelines.
Objective 1.1: By 2016, increase compliance with nationally recognized guidelines for
cancer screenings.
 Promote nationally recognized guidelines to the health care provider community
and to the public.
Target: Breast: 75.0 percent of women over age 40 will report having had a
mammogram within the
past two years.
Objective 1.2: By 2016, reduce the number of people over age 50 who reports they are
unaware they need a breast or colorectal cancer screening service.
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Implement small media tools such as videos and printed materials
(postcards, letters, brochures, flyers and newsletters) to inform and
motivate people to get screened.
 Implement group and one-on-one education to increase awareness and
availability of breast and colorectal cancer screening services and how to
access these services.
 Work with specific groups, including but not limited to American Indians
and people with disabilities, to educate through culturally competent
means on the need for screening.
Target: Breast: 30.0 percent
Objective 1.3: By 2016, reduce the number of people who report their physician did not
recommend a breast or colorectal cancer screening.
Target: Breast: 5.0 percent
Goal: Broaden the use of low- and no-cost cancer screening services in Montana.
Objective 2.1: Annually, maximize the number of uninsured and underinsured
Montanans screened for breast, cervical, and colorectal cancers through the Montana
Cancer Screening Program (MCSP).
Target: 100.0 percent utilization
Objective 2.2: Annually, maximize the utilization of grants awarded for uninsured and
underinsured Montanans screened for breast cancer through the Montana Affiliate of the
Komen Foundation (Komen Montana).
Target: 100.0 percent utilization
Treatment and Research Related
Goal: Ensure high-quality cancer research in Montana.
Objective 1.1: By 2016, increase the percentage of patients on Commission on Cancer
(CoC)-accredited cancer programs that are annually accrued to clinical trials.
 Work with the Montana Cancer Consortium (MCC) to promote available NCI
clinical trials at the CoC-accredited cancer programs.
 Create a toolbox of clinical trials information and promote its use to providers
eligible to accrue to the included clinical trials.
Objective 2.2: By 2016, increase the percentage of adherence to standard-of-care
therapies for breast and colorectal cancers by the Montana CoC-accredited cancer
programs.
o Radiation is delivered to candidates under age 70 within one year following
breast conserving therapy.
Target: 95.0 percent
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Combination chemotherapy is considered or administered within four months of
diagnosis for women under age 70 with AJCC T1cN0M0, or Stage II or III
hormone receptor negative breast cancer.
Target: 92.0 percent
o Tamoxifen or third-generation aromatase inhibitor is considered or administered
within one year of diagnosis for women with AJCC T1cN0M0, or stage II or III
hormone receptor positive cancer.
Target: 95.0 percent
o

Goal: Provide professionals and the public with access to cancer treatment and research
information.
Objective 3.1: Increase state-of-the-art cancer-related treatment and research
information provided by the Montana Cancer Control Coalition.
a) Maintain and update the "Science and Evidence-Based Cancer Information"
website document.
b) Market use of the above document to professionals and the public using small
small media.
c) Present at professional meetings to appropriate audiences on state-of-the-art
cancer-related treatment and research information, including costs of cancer care
and overcoming financial barriers, and cancer chemoprevention measures for
breast, prostate, and cervical cancers.
Komen Montana is an active member of MTCC. The Affiliate ED serves as a member of the
Early Detection and Implementation Team (EDIT). EDIT priorities for 2012-2013 focus on
promoting and incorporating early detection cancer screening guidelines into workplace
wellness programs and other community-based, health-related education programs. The EDIT
team was the recipient of the 2014 Bette Bohlinger Leadership Award for their work.
Over the next four years, Komen Montana will retain membership and provide leadership in the
work of the MTCC. As a member of EDIT, Komen Montana will utilize collaborative
partnerships within the Affiliate network to assist in accomplishing established goals. The
Affiliate will share the results of the Community Profile to inform MTCC of current gaps and
barriers to breast cancer screening. The Affiliate will network with national, state and local
partners to provide breast cancer-related expertise and opportunities for collaborative offerings.
Together with AIAN partners, the Affiliate plans to develop and distribute culturally appropriate
educational material, support mammography screening practices, and assist in the development
and maintenance of patient navigation services.
Affordable Care Act
The goals of the Affordable Care Act (ACA), also known as Obamacare, are to expand access
to care through health insurance coverage; enhance the quality of health care; improve
coverage for those with health insurance; and make health care more affordable.
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ACA addresses several Susan G. Komen priorities: mammography as a required benefit; breast
cancer education for young women; access to clinical trials and patient navigation; elimination of
pre-existing condition exclusions, lifetime, and annual caps; and limitations on out-of-pocket
spending requirements.
ACA gave states the option to establish state-run health insurance marketplaces or to use a
federally facilitated marketplace. Montana’s Marketplace is federally facilitated through Health
care.gov. Three organizations received federal grants to train and serve as navigators for the
ACA enrollment process: Montana Primary Care Association, Montana Health Network, and
Planned Parenthood. According to the Kaiser Family Fund, prior to the start of the health
exchange enrollments, half (54.0 percent) of Montana’s uninsured non-elderly people were
eligible for financial assistance for insurance coverage. About 38.0 percent of these Montanans
would qualify for premium tax credits to help them purchase coverage in the Exchange.
At the end of open enrollment March 31, 2014, 36,584 Montanans had purchased health
insurance through Health care.gov. Another 4,638 people had qualified for the existing
Montana Medicaid program. Additionally, nearly 35,000 people enrolled in ACA-compliant plans
outside the Exchange. According to preliminary statistics from the office of Montana Insurance
Commissioner Monica J. Lindeen, there has been a net increase of 30,000 people with health
insurance coverage in 2014. Previously, Montana had an estimated uninsured population of
about 195,000 people, or about 20.0 percent of the state population. Due to the net growth of
covered individuals, that rate is now about 16.9 percent.

Governor Steve Bullock signed the HELP (Health and Economic Livelihood Partnership) Act into
law on Wednesday April 29, 2015. The new law will expand Medicaid to tens of thousands of
Montanans once federal approval is in place. It extends health care coverage through Medicaid
to adults between the ages of 19-64 who earn incomes less than about $16,000/year for an
individual or $28,000/year for a family of three.
Importantly, the ACA provides AIAN new choices for health coverage: to use the IHS if they are
eligible, to purchase affordable health care coverage, and/or to access coverage through other
sources such as Medicare, Medicaid, and the Children’s Health Insurance Program (CHIP) if
they are eligible. For AIAN, purchasing insurance on the exchange is a better proposition than it
is for non-AIAN populations. Tribal members can sign up at any time – there are no open
enrollment deadlines. If their incomes are below 300.0 percent of the federal poverty level
($34,470 for an individual), they are exempt from paying deductibles and co-pays, so they can
purchase the least expensive plans without worrying about out-of-pocket costs. All tribal
members, no matter their income level, are exempt from out-of-pocket payments if they receive
services from IHS facilities. Unlike employers, tribes can pay exchange premiums for their
members without paying taxes.
The May 2014 Issue Brief published by the US DPHHS Office of the Assistant Secretary for
Planning and Evaluation notes 521 Montana American Indians/Alaskan Natives had enrolled in
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marketplace plans. The number of enrollees is less than hoped for. People working with native
populations say the idea of purchasing health insurance, even if deeply discounted, is a foreign
concept for most tribal members. Facilitating this significant health coverage change within
AIAN communities is a goal shared by Montana Insurance Commissioner Monica J. Lindeen,
health care providers, and supporting agencies. Continued efforts to respectfully provide
program information and work within the cultural guidelines of AIAN communities will be
ongoing and will hopefully result in increased plan participation.
Implications of ACA in Montana have both positive and negative considerations. Because
screening mammography is considered a preventive service, many Exchange plans and
Medicare and Medicaid programs will cover the associated costs in full. While this may
decrease the number of women in the NBCCEDP, the Center for Disease Control (CDC) notes
this is an opportunity to “build on the existing capacity and the extensive clinical network of
NBCCEDP by focusing on population-based approaches to ensure women overcome barriers to
getting screened for breast and cervical cancer.” Together with their clinical and non-clinical
partners across the state, Montana NBCCEDP provides opportunities for increased awareness
and participation in breast cancer screening through teaching presentations and networking at
breast cancer screening events. Of concern, since the change in eligibility may decrease the
number of referrals/applicants to the NBCCEDP screening programs, that could impact the
number of women who are able to access further diagnostic and treatment funds through the
NBCCEDP. This possibility will require careful patient navigation services to assist in obtaining
vital health care services for Montana women.
The ACA has increased the number of Montanans with health insurance. Availability of health
coverage is likely to increase the use of health care services and impact primary care providers.
Primarily a rural and frontier state, Montana has consistently had a shortage of physician and
non-physician health care providers (HCPs). While primary care HCP numbers are average or
above average in urban or high population areas, the majority of Montana suffers from severe
shortages of specialist and primary HCPs. Expected increases in primary care visits, increases
in screening exams, and changes in payment structure (including a decrease in
Medicare/Medicaid payment structure) will impact an already overburdened system.
In order to address the needs of rural and low-income citizens, the ACA has increased funding
and availability of Community Health Centers (CHCs), Migrant Health Centers, Health Care for
the Homeless Programs, and Public Housing Primary Care Programs. In Montana, Advanced
Practice Registered Nurses provide additional primary and acute care support to address HCP
shortages. In addition the new Family Medicine Residency of Western Montana, a 3-year family
medicine program sponsored by The University of Montana and affiliated with the University of
Washington Family Medicine Residency Network, has been formed. This program seeks to
increase exposure of family medicine residents to rural health care needs and to address HCP
shortages across Montana.
Komen Montana recognizes the need to evaluate both the positive and conflicting impact of the
ACA. The need for funding of mammography screening is likely to decrease while the need for
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education on breast cancer screening continues. Grant priorities will be adjusted to provide the
greatest positive impact possible.
Affiliate’s Public Policy Activities
2014 Susan G. Komen Advocacy Priorities
Federal Level -- Protecting federal and state funding for the National Breast and Cervical
Cancer Early Detection Program (NBCCEDP), to ensure all women have access to potentially
lifesaving breast cancer screening:
 The majority of counties in Montana are frontier and Montana ranks 38th in median
income. These factors highlight the importance of the NBCCEDP program in serving
low-income individuals.
 The Division of Cancer Prevention and Control, National Center for Chronic Disease
Prevention and Health Promotion reported Montana’s NBCCEDP- funded breast cancer
screening numbers and outcomes for 2008-2012:
1. Mammograms provided
21,037
2. Mammograms with abnormal results
3,022
3. Breast cancers detected
248
Federal Level -- Ensuring continued federal investment in cancer research through the National
Institutes of Health (NIH), National Cancer Institute (NCI) and Department of Defense (DOD), to
discover and deliver the cures:
 To assure Montana’s congressional representative and two senators are informed of
Komen Advocacy priorities, Komen Montana’s Executive Director, Board members and
volunteers write letters, make phone calls, personally visit, provide written material, and
meet with staff.
 Komen Volunteers participate as Advocate Reviewers for the DOD.
Federal Level -- Requiring insurance companies to provide coverage for oral anti-cancer drugs
on a basis that is no less favorable than what is currently provided for intravenouslyadministered chemotherapy:
 Assuring insurance coverage for oral anti-cancer drugs is imperative in a state where
breast cancer chemotherapy treatment requires significant travel and high out-of-pocket
costs for individuals.
 Between 2004 and 2008, 90.0 percent of women who received chemotherapy for breast
cancer were treated at one of the six COC-accredited cancer treatment centers in
Billings (2), Bozeman, Great Falls, Helena and Missoula.
 Cancer patients choose treatment locations for many reasons, including closeness to
their homes and ease of access. Patients residing in rural areas of Montana are faced
with the need to travel to receive cancer treatment. Inclusion of oral anti-cancer drugs in
insurance coverage will help alleviate hardships on patients and families.
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State Level -- Expanding Medicaid coverage to ensure the availability of the full-range of breast
health services to low-income women, including cancer screening, diagnostics and treatment:
 Medicaid access matters. In an issue brief (Kaiser Commission on Medicaid and the
Uninsured, 2013) findings from The Oregon Experiment described a significant
increase in the number of mammograms received by women with Medicaid coverage
compared to their peers who applied, but were not able to enroll in Medicaid. Komen
Montana will combine efforts with members of the MTCC to inform the Montana
Legislature of the importance of Medicaid expansion.
Health Systems and Public Policy Analysis Findings
The health systems and public policy analysis performed by the Komen Montana Community
Profile Team further supports the selection of five priority counties. These counties, inclusive of
AIAN reservations, face remarkably similar needs in addressing breast health and breast cancer
in their regions. The counties share significant needs in access to breast education, screening,
diagnostic modalities, accredited treatment facilities, and navigation and follow-up care. All five
communities lack facilities accredited by or as an American College of Radiology Breast
Imaging Ctr. of Excellence, an American College of Surgeons NAPBC, an accredited NCI
designated cancer center or a facility with American College of Surgeons CoC accreditation.
Montana is the 4th largest state with a population of less than one million persons. The counties
selected as priority communities are located in geographical areas noted as frontier or rural.
These areas have significant barriers to health care access due to distance, transportation,
health care provider ability, poverty, and a lack of full-service health care facilities. In addition,
specific AIAN community mores and traditions require that education and health care be
provided in a culturally sensitive and specific manner.
Despite these hardships, regional health care general screening needs are facilitated by
community-based health care organizations including rural health care centers, CAH, IHS
clinics, VA clinics, county health departments and private health care providers. While these
providers contribute significantly to general health care needs, cancer screening and treatment
is not readily available in all of these communities.
In collaboration with the NBCCEDP, out-of-county tertiary medical centers, MTCCC, the Tribal
Advisory Council, and local providers of health care services, Komen Montana works to address
the specific needs of education, screening, diagnosis, treatment, navigation, and follow-up for
target communities. Networking with agencies to provide culturally-sensitive education to these
regions is a key goal of Komen Montana. Together with Komen Montana grantees,
partnerships that promote increased access to education and screening services have proved
beneficial to communities. Through the NBCCEDP, an Affiliate partner, breast cancer screening
utilization has increased from 6.0 percent in 1996 (five of 262 women), to approximately 19.0
percent in 2012 (1,074 of 5,681).
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Komen Montana continues to nurture collaborative relationships with supporters and providers
of health care resources as they apply to the Breast Cancer Continuum of Care. By maintaining
participation in state and local organizations the Affiliate is poised to extend collaborative
partnership with new or expanded health care organizations.
Work within Montana alone is not sufficient. The largest financial providers of breast cancer
screening services in these communities are federal organizations whose funds are controlled
by legislative action. The Affordable Care Act, through the establishment of health centers and
rural clinics, the NBCCEDP, and the VA and IHS health services provide vital, in some cases
the only, health care services within target communities. Komen Montana will work with
Montana legislative representatives, both state and federal, to ensure that the funding for these
services is maintained and adjusted as need is verified. Sharing of the Community Profile
document will increase awareness of community needs and the Affiliate’s efforts to address
those needs.
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Qualitative Data: Ensuring Community Input
Qualitative Data Sources and Methodology Overview
Methodology
The qualitative data collection for the priority communities of Big Horn County/Rosebud County,
Glacier County, Lake County/Sanders County, and Hill County/Blaine County was performed by
staff at the Montana Office of Rural Health (MORH) who specializes in collecting community
health data in rural areas. With the exception of the priority community of Roosevelt County,
data collection was conducted via surveys and focus groups in order to gather information about
the impacts of breast cancer, mammography screenings, awareness of existing
services/resources, and demographics.
The priority community of Roosevelt County data was provided in the Northeast Montana Health
Service Community Survey Summary Report (2013) that was conducted by MORH and is
reported separately.
Key Assessment Questions and Variables
The qualitative data collection component of the Community Profile was ultimately focused on
five key questions or variables regarding breast health. These five variables included overall
community health or general health, availability and awareness of services, education and
outreach, the role of social support, and utilization of breast health services. Basic demographic
data including gender, age, and race/ethnicity were also collected.
Data Collection Methods Used
Surveys and focus groups were used to collect qualitative data for the Community Profile. The
survey instrument and list of focus group questions were both developed by MORH staff with
guidance from Komen Montana. Staff members from MORH conducted the data collection and
implemented protocols for the surveys and focus groups.
Surveys were an effective method to collect data because surveys can reach more people and
have a larger sample size. In addition, surveys can be completed in a short amount of time.
The surveys used were designed to be completed in less than ten minutes to be convenient for
participants while gathering detailed qualitative information. Typically, people feel more
comfortable sharing information through an anonymous survey than in group settings, which
generates results that are more honest. MORH staff distributed surveys during local existing
events in the target communities. Survey responses were tallied and recorded in an Excel
spreadsheet. The data was not coded by participant number and no identifying information was
collected.
Focus groups were also held in several of the target communities to capture additional detailed
responses and in-depth explanations about breast health-related issues in the community. The
focus group discussions were led by MORH staff skilled in facilitation. Each group meeting was
recorded using a handheld voice recorder and lasted up to 90 minutes in length. MORH staff
reviewed the focus group recordings to make note of key findings and to identify major themes
or similarities between the focus group interviews and the survey responses. Recorded
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responses were kept anonymous and the identities of the participants were not associated with
any responses.
Using both surveys and focus groups allows for triangulation of the data findings. MORH staff
reviewed survey results and the recorded responses from the focus groups to cross-check and
analyze the presence of overlap and differences in the findings. Combining the two methods
provides balanced view points and a more complete account of the key variables that were
identified. Focus groups findings were used to supplement survey findings by providing further
explanation and detail that is difficult to obtain through written survey responses. Results from
both data collection methods are included in the qualitative data analysis for four of the priority
communities.
Sampling
Target Communities
The prioritized target communities were selected based on findings from the Montana
Department of Public Health and Human Services (MT DPHHS) and the Komen Montana
Quantitative Data Report. According to the Quantitative Data Narrative submitted to
Headquarters by Komen Montana, priority target communities for Affiliate activities include: Big
Horn/Rosebud, Glacier, Hill/Blaine, Lake/Sanders, and Roosevelt Counties.
Population of Interest
These counties were prioritized because they met a variety of criterion including: (A) geographic
region, (B) target population of Indian Reservations and American Indian/Alaska Native (AIAN)
populations, (C) high incidence rates of breast cancer per 100,000 women, (D) county level
population of AIAN populations, (E) discrepancies in data comparison and (F) poverty level.
The key variables of the study were chosen to be included in the surveys and focus groups to
investigate the impact they have on the target population. Of particular interest were
geographic region, availability and awareness of services, and the role of social support.
Because Montana is a rural state, residents face unique challenges in accessing health care
resources or services. Oftentimes, services are not available locally and residents are required
to travel long distances to utilize health care services and access resources. Distance greatly
reduces accessibility to timely care and can impact a person’s availability to receive breast
screenings, diagnostics, treatment or support.
Social support is another important factor to consider when examining people’s decision-making
and behavior. In particular, social support is a very influential part of American Indian culture.
Family members and other close relationships play an important role in an individual’s health
care choices, behaviors, and decision to receive screenings. Information for each of these
variables was collected on federally recognized Indian Reservations in Montana in order to
reach the American Indian population and residents of the identified target communities.
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Sampling Method
A convenience sampling method was used to distribute surveys to individuals who satisfied the
characteristics of the population of interest and who resided in the counties identified as target
communities. The convenience sampling method made it easier to reach individuals living in
the targeted county and helped reach larger sample sizes to provide an accurate representation
of the population of interest. The convenience sample also improved access to potential study
participants during existing community events.
Surveys were distributed during the fall 2014 in six Montana counties at local community events
including: high school football games, Pink “Boo-Bee” Bingo events, community health fairs, and
at Tribal Health Services facilities.
A total of 449 surveys were returned from four of the five target communities including: Big Horn
(n=140) and Rosebud (n=101), Glacier (n=29), Hill (n=95) and Blaine (n=47) and Lake and
Sanders (n=37) Counties. Some of the surveys returned were from women outside of the target
communities. No data were collected in Roosevelt County because there were no existing
events to partner with and distribute surveys to reach the target population. In addition, time
was limited to plan and complete the data collection phase since Roosevelt County is located in
the far Northeastern corner of Montana away from more-populated areas of the state.
Roosevelt County’s remoteness greatly contributes to the limited accessibility of health
education resources and health care services compared to less isolated regions of the state.
Therefore, review of the Community Health Services Development Survey Report and key
informant interviews provided qualitative material for needs assessment of Roosevelt County.
The challenges of gathering data in a large, yet rural, state were very evident throughout the
data collection phase of the Community Profile project.
Focus groups were completed in four of the five target communities – Big Horn County (no
focus group in Rosebud County), Glacier County, Hill County/Blaine County, and Lake County
(no focus group in Sanders County) – involving a total of 31 participants. The focus group
participants were volunteers and were recruited by b.r.a.v.e. coalition members who serve an
advisory role to the Affiliate on behalf of American Indian women in Montana. Please refer to
Addendum A for a list of b.r.a.v.e. coalition members. Selected focus group participants were
identified as residents of the target counties and all participants were female. The focus groups
were conducted locally for each of the four noted target communities, the women’s participation
was voluntary, and no identifying information was collected. No focus group was conducted in
Roosevelt County.
Ethics
Consent Procedures, Anonymity and Confidentiality
Because all research or grant sponsored activities that involve two or more member Tribes must
be reviewed by the Rocky Mountain Tribal Institutional Review Board (IRB), an application
detailing the survey and focus group procedures was submitted to the Rocky Mountain Tribal
IRB and received approval.
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Community members that participated in the convenience sample survey were informed by
MORH staff that participation in the survey was completely voluntary. A statement of informed
consent was also printed in each of the distributed surveys with contact information listed should
the participant have any questions about the survey. Participants were informed that all
information collected would be kept confidential and that no identifying information would be
collected. By completing the survey, participants agreed to the terms of the survey and
provided their consent for their responses to be used in Komen Montana’s Community Profile
data analysis.
During each focus group, MORH staff notified participants of the purpose of the information
collection. MORH staff established verbal informed consent with each participant and informed
them they did not have to respond to any questions they did not wish to answer, responses
would remain anonymous and confidential, and that participants could terminate the interview at
any time without penalty. MORH staff explained they would keep all identifying information
confidential but it was noted that MORH cannot guarantee confidentiality among the other
participants during the focus group. Participants provided verbal consent and understood that
their responses could be used in Komen Montana’s Community Profile data analysis.
Qualitative Data Overview
The original data consisted of written surveys and voice recordings of the focus group
interviews. MORH staff counted and tallied survey responses to each question to create an
overall count for each question option. Those initial counts were converted to percentages of
total participants in each target community to illustrate key findings and easily compare data
findings between counties. MORH staff also recorded written survey comments and labeled key
ideas to combine the analysis of similar comments into common themes.
Voice recordings of the focus groups were reviewed by MORH staff and responses that aligned
or differed from survey responses were noted. MORH analyzed the focus group responses to
notate common themes used to identify key findings. Focus group findings from each target
community were analyzed with the survey responses and written comments to triangulate the
qualitative findings.
Big Horn County/Rosebud County
Two hundred forty-one (N=241) people completed the survey and five women participated in a
focus group at the tribal college in Big Horn County in October 2014. No focus group was
conducted in Rosebud County. Focus group participants and 53.1 percent (n=128) of survey
respondents indicated that breast cancer is a common problem in their community. In addition
to breast cancer, respondents identified diabetes (59.3 percent, n=193), alcohol abuse (51.8
percent, n=125), and obesity (30.7 percent, n=74) as important health problems in their
community.
Sixty-six percent (n=158) of survey respondents indicated they are aware of the breast health
services and resources available in their County. Focus group participants think that the
awareness of the importance of breast health has improved drastically in the last ten years and
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41.0 percent (n=99) of survey respondents feel that breast health messages are effective in
their communities. In particular, survey respondents indicated that the annual Pink “Boo-Bee”
Bingo events were effective in educating Crow women and they were also grateful for the
partnership with St. Vincent’s Hospital in Billings, MT, that provides mobile mammography every
other week at Indian Health Services (IHS) for the Crow Indian Tribe. Other successful breast
health awareness activities mentioned most often were events in Billings including the “Pack the
Place in Pink” volleyball event, and mobile mammography services. Many survey respondents
(34.8 percent, n=84) indicated they receive their breast health services through the mobile
mammography program. One focus group participant also mentioned that a majority of Crow
women are eligible for the Montana Cancer Control Program that covers the costs of pap tests,
mammograms, and even cancer treatment.
Both survey respondents and focus group participants indicated that women in Big Horn
County, Rosebud County and on the Crow reservation typically receive health information from
their health care provider or through friends/family, especially passing information down from
one generation to the next.
Thirty-seven percent of survey respondents (n=90) indicated that barriers exist that prevent
women from receiving breast cancer screening Survey respondents and focus group attendees
noted that common barriers include: pain, fear, lack of confidentiality, and limited education
about health resources. Additional distinctive barriers such as shyness/modesty,
embarrassment of being exposed, and being in denial about having breast cancer were
mentioned numerous times as well. Some of these emotional and intangible barriers were
identified as cultural barriers to receiving breast screenings. Twenty-nine percent of survey
respondents (n=69) indicated that some barriers are cultural. Therefore, it is important to
consider cultural impacts and differences when addressing some of these barriers to screening.
Respondents recommended providing home visits and including family members for support in
order to increase people’s access to mammography screening. One focus group participant
noted, “Many women [on the Crow Indian Reservation] are battered and they don’t have high
self-esteem. Women need that self-esteem so they feel comfortable getting tested and feeling
they are important enough to get screened.” Focus group participants mentioned that culturally
appropriate brochures exist for cervical cancer that incorporate some of the Crow language, but
no culturally educational materials exist for breast cancer, yet.
Participants also offered suggestions that would make it easier for people to access
mammography screenings in Big Horn County. Survey respondents suggested providing
transportation, increasing the amount of education available, and improving the availability of
appointments at IHS and through the mobile mammography program. Focus group attendees
recommended better retention of providers at IHS so women could establish a strong
relationship with their provider and having “one really good Crow nurse that could get women to
do their mammograms every year.”
Blaine County/Hill County
One hundred forty-two (N=142) surveys were returned and 11 women participated in a focus
group in Hill County at a local breast cancer bingo event. No focus group was conducted in
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Blaine County. Survey respondents indicated the most important community health issues in
Blaine County/Hill County are diabetes (49.2 percent, n=70), substance abuse (44.3 percent,
n=63), alcohol abuse (35.9 percent, n=51, and cancer (31.6 percent, n=45).
Breast cancer was considered to be a common problem by 57.0 percent of respondents (n=81).
In addition, survey respondents expressed the most concern with employment (57.0 percent,
n=81), housing (45.0 percent, n=64), and health care (41.5 percent, n=59) in their communities.
Approximately one-half of the survey respondents (46.4 percent, n=66) reported they are aware
of local services that are available for breast health and/or breast cancer. The most successful
methods for spreading breast health messages were women’s wellness programs, tribal
outreach through IHS, and information from health care providers. Thirty percent of
respondents (n=43) reported that their health care provider is their primary source for health
information.
Lack of transportation was reported as the biggest barrier for women to access breast cancer
screening and 14.7 percent of respondents (n=21) reported having to travel 26-50 miles for
health care services. Currently, mammography services are not available at the IHS clinic in
Rocky Boy, MT, which is the most evident barrier for tribal women to receive breast health
services in Hill County. Women who attended the focus group reported they must travel to the
Fort Belknap Indian Reservation to receive their breast health screenings through IHS, located
70 miles away in Harlem, MT. Women also utilize the mobile mammography service provided
by Kalispell Regional Medical Center at the Rocky Boy Clinic. Otherwise, women typically
receive health care services in Havre or Great Falls, MT.
Other barriers preventing women from accessing breast services include lack of childcare, no
mode of transportation or no gas money, and no time to go to an appointment. One focus group
participant noted she has been waiting for nearly three months for a referral from her doctor to
receive a mammogram.
In addition, 35.2 percent of survey respondents (n=50) indicated cultural barriers exist that
prevent women from seeking care. In the focus group, women stated, “[Members of the Rocky
Boy Tribe] do not talk about cancer and believe that if you look for cancer, you will find it.”
However, almost one-half of survey respondents (48.5 percent, n=69) did indicate they receive
annual breast exams or mammograms. For those respondents who do not receive regular
screenings, they would require time off work, help scheduling appointments, and personal
motivation to be tested in order to begin receiving regular screenings. Women at the focus
group offered suggestions to make it easier for women to access breast screenings including
notifications/reminders of appointments and more outreach and education through health fairs
or conferences. Survey respondents recommended providing transportation to appointments
that are out of town and making mammography services available locally at the Rocky Boy
Clinic.
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Glacier County
Twenty-nine (N=29) surveys were returned from a local high school football game and four
women participated in a focus group held at the tribal college in Glacier County in October 2014.
A majority of respondents (55.2 percent, n=16) indicated that alcohol abuse is the most
important issue in Glacier County followed by diabetes (37.9 percent, n=11) then substance
abuse (34.5 percent, n=10). Sixty-nine percent (n=20) of survey respondents reported they
think breast cancer is a common problem in the community and focus group participants agreed
stating, “breast cancer is very important and there aren’t that many services available,
especially on the [Blackfeet Indian] Reservation.”
When asked whether community members were aware of breast health services, 55.2 percent
of survey respondents (n=16) reported they were not aware of any local services. Focus group
participants recalled that the annual health fair has not been held in the last couple of years,
which used to be a major event for community members to learn about their own health and
about the services available to them. Focus group participants were also aware of mobile
mammography programs on other Reservations in Montana, but mobile mammography is not
currently available on the Blackfeet Indian Reservation and could cost up to $3,000 to make it
available to the community.
High costs and complications paying bills through IHS Contract Care was one barrier to
accessing mammograms in Glacier County. Other barriers preventing community members
from accessing breast screenings included fear, lack of transportation, and limited availability of
appointments. Focus group participants noted that only same-day appointments are available
at IHS and that community members typically stand in line early in the mornings in order to
reserve an appointment. These scheduling barriers as well as the limited number of doctors
make it difficult for community members to access health care in a timely manner.
To overcome these barriers, survey respondents recommended improving scheduling of
appointments at IHS, providing mobile mammography, and combining screenings with women’s
annual check-ups to make it easier for women to access mammography screenings. Focus
group participants suggested providing support groups, focusing on educating youth,
reintroducing the community health fair, and partnering with organizations such as Susan G.
Komen® and the American Cancer Society to provide more educational materials about cancer.
Lake County/Sanders County
Thirty-seven (N=37) completed surveys were returned and 11 women participated in the focus
group at Tribal Health Services in Lake County in November 2014.
Equal percentages of survey respondents indicated they were aware and not aware of local
breast health services (45.9 percent, n=17 each). Survey respondents feel that breast cancer
awareness has increased in recent years because of Breast Cancer Awareness month and
encouraging people to wear pink in October. Focus group participants expressed that the
“Women 4 Wellness” health fair held in Pablo, MT, each spring is the most valuable outreach
activity available in Lake County. The “Women 4 Wellness” health fair reaches over 3,000

73 | P a g e
Susan G. Komen® Montana

women and conducts approximately 30 mammograms and 80 clinical breast exams for women
each year.
Fifty-four percent of survey respondents (n=20) think there are barriers that keep women from
seeking or getting breast cancer screenings and another 27.0 percent (n=10) think those
barriers are cultural. Barriers such as cost, fear, lack of transportation, and modesty were
mentioned most by survey respondents while far distances to travel, time, and costs were major
concerns of focus group participants.
Survey respondents indicated that having health insurance that covers screenings or reducing
the costs would encourage them to receive regular breast exams. Focus group participants
recommended additional education and outreach throughout the year to increase breast cancer
screening percentages in Lake County.
Roosevelt County
Roosevelt County is located in the far Northeastern corner of Montana and is remotely located
from more-populated areas of the state. Roosevelt County’s remoteness greatly contributes to
the limited accessibility of health education resources and health care services that are more
accessible to other regions. Due to an event being canceled because of severe weather, the
planned survey was not administered in Roosevelt County. To assure inclusion of county
specific qualitative data, the Northeast Montana Health Services (NEMHS) Development Survey
Report February 2013 for the Trinity Hospital in Wolf Point, Montana, and Poplar Community
Hospital in Poplar, Montana, was reviewed.
The MORH survey results offer a look at how local residents rated access to and delivery of
health services. Of the 280 surveys returned, 63.9 percent or 179 of respondents were female
so this data provides insight to women’s health issues, including breast cancer.
Respondents were asked and responded to the following questions: How they would rate the
general health of their community – 52.0 percent of respondents rated their community as
somewhat healthy and of the three most serious health concerns in their community, cancer
was indicated by 28.2 percent. Respondents were asked to identify the three most important
things for a healthy community: respondents rated access to health care and other services and
healthy behaviors and lifestyles as key. Reponses to an important question that relates to the
decision to have a mammogram, 35.7 percent of respondents reported that they or a member of
their household thought they needed health care services but did not get it or delayed getting it
because of ‘too long of a wait for an appointment”, “costs too much," and “could not get an
appointment.” When asked if they had utilized any of the services listed on the survey in the
past year, 71 or 25.4 percent checked mammography.
Availability and awareness of services helps identify gaps. The following comments were noted:
 Stop cancer in people. We have lots of cancer in the community
 I have gone to Williston for the past 3 years for mammograms, I work for a living and
it’s hard to get to see a doctor because no more appointments

74 | P a g e
Susan G. Komen® Montana



Would like IHS to let Hospital do mammograms now that they’re 3D. Williston is so
far to go for an appointment that takes about 15 minutes

The NEMHS Report indicates some findings similar to those in counties where MORH
conducted the Komen Community Profile surveys. Needs in these reservation communities are
similar statewide.
Qualitative Data Findings
Limitations of the Qualitative Data
It is noted there are limitations that exist when using a convenience sampling method. There is
potential for bias for either over-representing or under-representing certain groups and it is
difficult to ensure representation of the entire population. However, the convenience sample
helped ensure sufficient participants for the study, and was a useful way to gather information
from those that participated. In addition, conducting community focus groups allowed for a
more robust sample and helped increase community representation in the data findings.
Convenience sampling also does not guarantee that all survey respondents resided in the target
county. Survey respondents were asked to list in which Montana County they resided in order
to track the number of respondents who were outside of the target community. The percentage
of respondents outside of the target community was minimal:
 2.1 percent outside of Big Horn County
 2.1 percent outside of Blaine County
 6.9 percent outside of Glacier County
 10.5 percent outside of Hill County
 13.5 percent outside of Lake County
In addition, some members of the target community may not have had an equal chance of
participating in the surveys since they were only distributed during community events. If a
community member did not attend the event, they did not receive an opportunity to complete a
survey. In addition, focus group participants were recruited by b.r.a.v.e. council members and
the group capacity ranged from 4-11 participants. These small group sizes limited the number
of people that could participate, so all community members were not necessarily given an equal
chance of participating in a focus group. In addition, only one focus group was conducted in
four of the target communities. More focus groups would be needed in order to get a large
enough sample size to be representative of the population.
A major limitation is that no surveys or focus groups could be conducted in Roosevelt County
due to scheduling and transportation barriers that occurred during the Community Profile data
collection period. Alternative methods for data collection were utilized in lieu of current focus
group and survey mechanisms. While use of key informant surveys and document review
provided in-depth information for purposes of collecting qualitative data, the majority of data is
two years older than the other four priority communities in the Community Profile.

75 | P a g e
Susan G. Komen® Montana

Key Data Findings for Montana Target Communities
Demographics
Demographic data results from survey respondents are represented in Table 4.1, along with
demographic data from the Komen Montana Quantitative Data Report (Susan G. Komen, 2014).
Percentages in the gray rows represent values from the Quantitative Data Report while the
percentages in the white rows represent responses collected from the qualitative surveys. Three
of the eight counties were combined with one other county to form three of the five priority
communities as previously described.
Table 4.1. Comparison of Target Community Actual Demographics vs. Survey Participant
Demographics
Population Group
Big Horn County1
Blaine County2
Glacier County
Hill County2
Lake County3
Roosevelt County
Rosebud County1
Sanders County3

White

Black

AIAN

API

NonHispanic

Hispanic

Age 40
Plus

Age 50
Plus

Age 65
Plus

0.7%

0%

97.9%

0%

0%

0.7%

70.7%

55.7%

17.1%

33.6%

0.6%

65.1%

0.7%

95.8%

4.2%

41.7%

28.5%

10.8%

2.1%

0%

97.9%

0%

2.1%

0%

59.6%

42.6%

2.1%

49.0%

0.5%

50.3%

0.2%

97.9%

2.1%

45.4%

34.4%

14.8%

3.4%

0%

96.6%

0%

0%

0%

65.5%

41.4%

3.4%

34.0%

0.4%

65.1%

0.4%

97.9%

2.1%

42.8%

30.4%

11.4%

3.2%

0%

96.8%

0%

0%

3.2%

57.9%

37.9%

16.8%

74.6%

0.8%

24.0%

0.7%

97.2%

2.8%

45.8%

35.0%

14.6%

29.7%

0%

91.9%

0%

0%

5.4%

59.5%

43.2%

5.4%

72.7%

0.6%

26.1%

0.7%

96.3%

3.7%

52.4%

40.8%

17.3%

--

--

--

--

--

--

--

--

--

37.6%

0.5%

61.5%

0.5%

98.2%

1.8%

42.3%

31.3%

12.3%

5.9%

1.0%

94.1%

0%

0%

1.0%

62.4%

43.6%

9.9%

62.2%

0.7%

36.3%

0.8%

96.3%

3.7%

46.4%

34.1%

11.8%

--

--

--

--

--

--

--

--

--

94.1%

0.4%

4.9%

0.6%

97.6%

2.4%

62.2%

50.9%

22.1%

1, 2, 3: Counties combined to form one priority community

Percentages for qualitative survey demographics (white rows) may not add up to 100 percent.
The most notable difference in the demographics that were collected from the qualitative
surveys is that a larger percentage of American Indian/Alaskan Native (AIAN) individuals
responded to the survey compared to the rate of AIANs reported in each target community
according to the Affiliate’s Quantitative Data Report. Since AIAN populations were the
population of interest for the qualitative research, surveys were distributed solely on Indian
Reservations within the targeted counties.
The demographic information illustrated in Figure 4.1 shows the total gender distribution of the
449 survey respondents in the four priority communities and Figure 4.2 shows the total number
of survey respondents who voluntarily identified themselves as breast cancer survivors.
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Series1, Choose
not to respond,
0.5%, 1%
Series1, Male,
2.2%, 2%

Series1, No
Answer, 1.3%,
1%

Female
Series1, Female,
96.0%, 96%

Gender of Survey Respondents

Male
Choose not to respond
No Answer

Figure 4.1. Gender of Survey Respondents
Ninety-six percent (n=431) of all survey respondents were female and 5.1 percent (n=23) of
respondents identified themselves as breast cancer survivors.
Series1,
Choose not to
respond, 3.3%,
3%

Series1, No
Answer, 3.8%,
4%

Series1, Yes,
5.1%, 5%

Yes
No
Series1, No,
87.8%, 88%

Choose not to respond
No Answer

Figure 4.2. Survey Respondents who are Breast Cancer Survivors

77 | P a g e
Susan G. Komen® Montana

Community Health
Questions about the general health of the community were included to determine which health
issues created the most concern for community members. Top health problems identified in all
four priority communities were alcohol abuse and diabetes. Blaine/Hill, Glacier, and
Lake/Sanders Counties also prioritized substance abuse while Rosebud/Big Horn Counties
prioritized obesity.
The top community concerns across all four priority communities were employment, housing,
money/income, and health care. However, 48.3 percent of respondents (n=14) in Glacier
County also indicated a concern for community safety.

Figure 4.3. Respondents Identifying Breast Cancer as a Common Problem in the Community
A majority of respondents in each priority community indicated that breast cancer is a common
problem in the community. The values in Figure 4.3 represent the responses in each of the six
counties. Most respondents ranked overall health to be the most important topic in the
community, followed by breast cancer, social concerns such as income or education, then
mental health.
When asked where women receive health information in the community, survey respondents in
all target counties indicated that most women receive health information from their health care
provider, friends/family, or the public health department.
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Availability and Awareness of Services
The availability of services and people’s awareness of those services are a good indication of
the effectiveness of existing programs and helps identify possible gaps in services. Survey
respondents were asked to indicate whether they were aware of local services available for
breast health and/or breast cancer. Results are illustrated in Figure 4.4. In Big Horn/Rosebud
Counties and Blaine/Hill Counties, more survey respondents indicated they were aware of local
breast health services than those who did not feel aware. Conversely, a greater number of
respondents in Glacier County expressed they were not as aware of local services and
Lake/Sanders Counties’ results indicated equally aware and unaware respondents.

Figure 4.4. Awareness of Local Breast Health Services
In addition, Figure 4.5 shows that most survey respondents indicated that messages about
breast health were effective in reaching women in their community. Some of the most
successful community activities that were mentioned include: Pink “Boo-Bee” Bingo events,
availability of mobile mammography, local health fairs, and health education/outreach.
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Figure 4.5. Effectiveness of Breast Health Messages
Social Support
Social support plays a large role in American Indian culture so it was important to gather
information about how a person’s relationships might impact their feelings towards cancer or
influence a woman’s choice to seek breast health screenings.
The majority of respondents indicated they would tell their family or spouse if they had cancer.
On the other hand, respondents were not likely to tell coworkers or teachers if they had cancer.

A Close Relative Would Tell
If They Have Cancer
Yes, Big
Horn/Rosebud
Counties, 57.2%

Yes, Blaine/Hill
Counties, 62.6%

Yes, Glacier County,
62.1%

Yes, Lake/Sanders
Counties, 64.9%
Yes
No

No, Big
Horn/Rosebud
Counties, 8.7%

No, Blaine/Hill
Counties, 7.7%

No, Glacier County,
10.3%

No, Lake/Sanders
Counties, 10.8%

Figure 4.6. Disclosure of Cancer Diagnosis
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Figure 4.6 shows the percentages of respondents who believed that their close relative would
feel comfortable telling them they had cancer. In all four target communities, the vast majority of
respondents believed their relatives would tell them if they had cancer.
Figure 4.7 shows the levels of influence a woman’s support system such as spouse, family,
friends, or co-workers might have on her choice to seek breast health screening. Most
respondents indicated that a woman’s support system has either a very high or moderate
impact on a woman’s decision to seek breast health screening.

Figure 4.7. Support System’s Influence on Screening Behavior
Utilization of Services
Seventy-seven percent (n=343) of total survey respondents indicated receiving breast health
services either locally, at tribal health, or through a mobile mammography program. Many
respondents indicated having to travel to seek health care. Most respondents travelled between
1-25 miles for health care but 60 total respondents (13.4 percent) reported travelling more than
50 miles to receive health care.
Survey respondents indicated the top reasons that women seek breast examinations or
screening services is for early detection.
Results regarding barriers that might prevent women from seeking or getting breast cancer
screenings were mixed. In general, more respondents believed there are barriers to seeking or
accessing breast health services and Figure 4.8 shows the percentage of respondents in each
priority community who believe cultural barriers, such as language or modesty, might prevent
women from seeking care.
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Figure 4.8. Barriers to Breast Cancer Screening
Other common barriers mentioned in the surveys included lack of transportation, fear,
embarrassment/privacy, lack of knowledge or awareness, too far to travel, cost/money, and
limited availability of local services or appointments.
In addition, respondents were asked to indicate whether there were any barriers that prevented
them from receiving follow-up care.

Figure 4.9. Barriers to Follow-up Care
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Figure 4.9 shows that most women did not experience any barriers to follow-up care or had
never received an abnormal mammogram. For those who had received an abnormal
mammogram, barriers that prevented follow-up care included lack of transportation or gas
money, no time, no health insurance, fear of treatment, waiting for a referral, and limited
availability of appointments.
Survey respondents were then asked to make recommendations or suggestions that would
make it easier for people to access mammography screening and overcome barriers. Some of
the most common suggestions were to increase the number of appointments available through
mobile mammography, having an option to see a female doctor, offering incentives, providing
free or reduced cost screenings, providing transportation, and sending annual screening
reminders.
Respondents were asked to indicate whether they received annual breast exams or
mammograms. Figure4.10 illustrates the percentages of respondents who received regular
screenings by priority community.

Figure 4.10. Annual Breast Exams/Mammograms
Respondents that indicated they do not receive annual breast exams were asked what would
need to happen in order to receive regular screenings. Providing transportation, making
appointments available after regular working hours, and receiving help scheduling appointments
were common recommendations. Additionally, affordable health coverage and accessing
services on the reservation would help improve women’s utilization of screening services while
several other respondents indicated they would make an appointment only if they found a lump
or experienced pain or unusual discharge.
Lastly, respondents were asked whether health care providers were respected and valued in
their community. The majority of respondents (53.9 percent, n=242) indicated that health care
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providers are respected and valued in their community and another 26.7 percent (n=120) were
unsure.
Conclusions
The counties and Indian Reservations encounter unique challenges in accessing breast health
education, outreach, and utilizing breast health screening, diagnostics, and treatments. Many
similarities exist among rural Montana counties and Montana Indian Reservations; however,
each community and tribe requires different resources and services to meet the needs of their
communities with a high dependence on services from larger communities in close proximity. It
will be important to plan strategies that are tailored to each county’s individual culture, customs,
and to the resources available in their community.
Further resources and outreach for breast cancer will be needed to meet the needs of the
community and increase early detection of breast cancer to improve rates of breast cancer
survival in these Montana counties.
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Mission Action Plan
Breast Health and Breast Cancer Findings of the Target Communities
The Quantitative Data Report (QDR) notes that Montana is the fourth largest state in total
square miles and is a rural and frontier state. Of the 56 counties in Montana, 45 are considered
frontier based on population density. Significantly, Montana has only one urban county and 10
rural counties and the total population of the state is less than one million people. The
combination of small population and frontier community status presents significant barriers in
availability and access to quality health care facilities and services including those specific to
breast cancer screening.
American Indian Alaskan Native (AIAN) is identified as the second largest race category in
Montana. Accumulated data revealed that individuals residing in areas with higher
concentrations of AIANs have large gaps in the availability, utilization, and distance to health
care providers when compared to other areas. Importantly, breast cancer is the most frequently
diagnosed cancer and is a leading cause of cancer death among AIAN women. While the
incidence of breast cancer is lower than that of White women in Montana, AIAN women are
more likely to be diagnosed at younger ages and present in more advanced stages of breast
cancer. Additional key element findings outlining gaps and needs in AIAN reservations include
increased poverty levels, smaller percentage of adults with health insurance, low population
participation in screening mammography, and lack of availability or access to facilities offering
mammography screening, advanced diagnostic tools and breast cancer treatment.
Based on the above-noted findings of the QDR and additional quantitative data exploration the
Community Profile Team recommended that five geographical regions, containing seven AIAN
reservations, be selected as target communities. While each of the seven AIAN reservations is
unique in culture, they share unfortunate gaps in breast health education and access to breast
cancer screening, diagnosis and treatment.
The Health Systems Analysis (HSA) and Public Policy Review contributed vital information
concerning availability and access to the Breast Cancer Continuum of Care (COC) for target
communities. In addition to review of target community-specific availability, the Community
Profile Team reviewed state and national health systems that provided COC services including
those from outside the geographic boundaries of the target communities.
Findings from the review noted distressing needs in target communities concerning access to
breast health/cancer education; screening, advanced diagnostic modalities, and accredited
treatment facilities; and, additionally, in health care navigation and follow-up care. Access
barriers included a lack of health care providers and health care facilities within target
communities as well as barriers preventing or limiting transportation to tertiary or referral health
care centers. The Mission Action Plan is designed to consider these findings and to best
address education and improved access to breast cancer screening, diagnosis and treatment
within the Affiliate’s fiscal resources and partnership opportunities.
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Qualitative Data Collection (QDC) provided additional input by assessing the responses of
cohorts of AIAN women, via surveys and/or focus group participation, in four of the five target
communities. Five key questions or variables regarding breast health were queried including:
overall community health, availability and awareness if services, education and outreach, the
role of social support, and utilization of breast health services. In the target community of
Roosevelt County, review of the Northeast Montana Health Services Development Survey
Report, which utilized survey and focus group assessment, was performed.
Conclusions from the QDC provided additional findings of the unique and cumbersome
challenges faced by AIAN women residing and/or seeking care in target communities in
accessing breast health education outreach, and utilizing breast health screening, diagnostics
and breast cancer treatments. While these findings were similar in all target communities,
important differences between each AIAN community exist. Specifically, awareness of and
respect for individual tribal mores and methods of learning require integration of resources and
coordination of services with each tribal nation.
The Komen Montana Mission Action Plan proposes strategies that are able to be tailored to
each target community’s individual culture, customs and available resources in their community.
Mission Action Plan
The Target Communities recommended by Komen Montana involve geographic sites that
include one of the seven AIAN reservations in Montana. Based on results of the Quantitative
Data Report, Health Systems and Public Policy Analysis and the Qualitative Data Collection
analysis, the Community Profile Committee determined that the problems and needs associated
with the key elements under consideration vary little between target communities. Therefore, the
problem/need statements, priorities, and objectives will represent the action plan for all target
communities.
Problem Statement: AIAN in Roosevelt County (Fort Peck Indian Reservation), Big Horn
County/Rosebud County (Crow Indian Reservation/Northern Cheyenne Indian Reservation),
Glacier County (Blackfeet Indian Reservation, Lake County/Sanders County (Flathead Indian
Reservation) and Hill County – (Rocky’s Boy Indian Reservation) have greater disparities in and
barriers to access and utilization of breast cancer screening services. These include limited
availability of breast cancer education, screening, diagnostic and treatment services;
transportation and financial barriers, particularly low income levels and lack of affordable
insurance coverage; and limited availability to cultural sensitivity for AIAN women seeking
breast cancer screening services.
Priority: Increase support for evidence-based breast cancer/breast health education
and advocate for increased funding for culturally competent breast cancer screening,
diagnosis and treatment among AIAN in Roosevelt County, Big Horn County/Rosebud
County, Glacier County, Lake County/Sanders County, and Hill County.
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Objective 1: By 2020 promote and/or participate in annual education forums in
each target community utilizing AIAN community representatives, health care
providers and breast health advocates to increase evidence-based education
concerning breast cancer mammography screening and clinical breast exam
guidelines.
Objective 2: In FY 2017 establish meaningful collaborations with the Montana
Cancer Coalition (MTCC) and its regional representatives and sponsors of AIAN
community health fairs to increase availability and distribution of Komensponsored, culturally competent educational material for health fair attendees in
each of the target communities.
Objective 3: In FY 2016 and FY 2017 provide continued support of the b.r.a.v.e
(building resilience, awareness and vision through education). Coalition
education efforts by promoting avenues to increase funding resources for
production of culturally sensitive breast cancer screening material in each of the
target communities.
Objective 4: Continue representation and collaboration with the Montana
American Indian Women's Health Coalition (MAIWHC) of the Montana Cancer
Coalition (MTCC) and the b.r.a.v.e. Council to provide culturally competent
outreach efforts in the target communities.
Objective 5: By 2018 Komen Montana’s grant RFA will list a key funding priority
for evidence-based education and screening programs to encourage applications
from organizations that serve the five target communities.
Objective 6: By FY 2016 become a partner in the Montana Health Care Alliance
to promote Medicaid Expansion implementation and increase awareness of
available health care programs for low-income citizens in each of the target
communities.

Problem Statement: AIAN in Roosevelt County, Big Horn County/Rosebud County, Glacier
County, Lake County/Sanders County, and Hill County lack sufficient support for care navigation
and are required to travel lengthy distances to seek tertiary care for diagnostic examinations
and treatment.
Priority: Increase availability and collaboration with culturally competent patient navigators
to decrease barriers for AIAN women in each of the target communities who require referral
to tertiary centers for breast cancer diagnosis and treatment.




Objective 1: By January 2017 hold two state-wide grant writing workshops, held
in central locations, to include representatives of the b.r.a.v.e. group and other
AIAN community leaders.
Objective 2: By FY 2017 assist in development of new grant mechanisms to
supplement existing navigation services to provide services for AIANs in target
communities.
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Objective 3: From FY16-FY19, annually co-sponsor state-wide provision of
evidence-based, culturally competent education for nurse and patient navigators
who serve target communities.
Objective 4: By January 2017, identify and train at least three (3) breast cancer
advocate volunteers to develop and serve on a Public Policy Committee to
educate legislators concerning target community breast cancer data, health care
access, and need for coordination of care and health care related funding in
target communities.
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Appendices
Appendix A. SUSAN G. KOMEN MONTANA
COMMUNITY GRANT SUMMARY 1995 TO PRESENT
Year

Program Name

1995-99

Voucher Program
State Mammography Voucher
Program

1995-99
2000

Clinical Trial Enrollment

2000

Mammogram Screening

2002

Women's Wellness 2002

2002

CIRCLE Project

2002
2002

Clinical Trials
Genetic Testing for Breast Cancer
– Town Meetings

2003

Breast Cancer Awareness Initiative

2003

2004

Women's Days for Health
Southwestern Montana
Mammography Program
Blackfeet Breast Cancer
Awareness Renewal, Education
Project

2004
2004

Women's Wellness Screenings
Community Needs Van Service

2004

Mammo-Van Powwow Project

2005

Women's Wellness Screenings

2005

Caring for Women

2005

Mammo-Van Powwow Project
Early Mammogram Access
Program
Southwestern Montana
Mammography Program
Women's Wellness Screenings

2004

2005
2006
2006

Grantee
Montana Affiliate Susan
G. Komen
State of Montana
Montana Cancer
Consortium
Sanders County Council
on Aging, Inc.
Deaconess Billings Clinic
Foundation
Fort Peck Service Unit,
Indian Health Services
Montana Cancer
Consortium
Shodair Hospital, Helena,
MT
Community Hospital of
Anaconda
Deaconess Billings Clinic
Foundation
Barrett Hospital and
Health Care

Blackfeet CHR Program
Deaconess Billings Clinic
Foundation
Missoula Ravalli TMA
Partnership Health
Center
Deaconess Billings Clinic
Foundation
Marcus Daly Memorial
Hospital
Partnership Health
Center
St. John's Lutheran
Hospital, Inc.
Barrett Hospital & Health
Care
Billings Clinic Foundation

Amount
$30,000
$5,107
$75,000
$4,907
$22,158
$65,907
$57,590
$4,345
$25,000
$25,000
$25,000

$15,000
$30,000
$4,200
$5,337
$30,000
$26,673
$5,870
$41,929
$15,000
$26,350
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2006

Caring for Women

2006

Partnership Health Center
Early Mammogram Access
Program (EMAP)
Southwestern Montana
Mammography Program
Women's Wellness Screenings

2006
2007
2007
2007
2007
2007
2008
2008
2008
2008
2009
2009
2009

Caring for Women
Women's Breast Cancer Risk
Assessment/Screening
Women Against Breast Cancer
Southwestern Montana
Mammography Program
Women's Wellness Screenings in
Central and Eastern Montana
American Indian Screening
Initiative
Breast Cancer Risk Assessment
Southwestern Montana
Mammography Program
Women's Wellness Screenings in
Central and Eastern Montana

2010
2010

Paint Park County Pink
American Indian Screening
Initiative
The Southwestern Montana
Mammography Program
Women's Wellness Program

2010

Paint Park County Pink

2009

2010
2010
2011
2011
2011
2011

American Indian Screening
Initiative
Mobile Digital Mammography in
Eastern Montana
Walk-in Breast Screening Clinic
Komen North Central Montana
Screening Project
Women's Wellness Screenings in
Central and Eastern Montana
Casting for Recovery

Marcus Daly Memorial
Hospital
Partnership Health
Center
St. John's Lutheran
Hospital, Inc.
Barrett Hospital & Health
Care
Billings Clinic Foundation
Marcus Daly Memorial
Hospital

$28,849
$2,974
$25,918
$14,000
$26,500
$44,947

St. Peter's Hospital
Women Against Breast
Cancer
Barrett Hospital and
Health Care

$5,000
$10,000

Billings Clinic Foundation

$48,370

Montana DPHHS
St. Peter's Hospital
Barrett Hospital
Foundation

$41,000
$5,000

$30,000

$15,037

Billings Clinic Foundation
Livingston Health care
Foundation

$24,216

Montana DPHHS
Barrett Hospital
Foundation
Billings Clinic Foundation
Livingston Health care
Foundation
Montana Cancer
Screening
Program/MBCHP
St. Vincent Health care
Foundation
Barrett Hospital
Foundation, Inc.
Benefis Health care
Foundation

$25,000

Billings Clinic Foundation
Casting for Recovery

$20,000

$24,906
$24,910
$10,000

$25,000
$24,971
$18,059
$29,654
$25,206
$14,000
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2011

Paint Park County Pink

2011

Walk-in Breast Screening Clinic
Montana Wyoming Tribal Cancer
Outreach
Mobile Digital Mammography in
Eastern Montana
Southwest Montana
Mammography Program

2011
2011
2012
2012

2012

Caring Hands for Women’s Health
Women’s Wellness Screenings in
Central & Eastern Montana
Traditional Relationships to Teach
Contemporary Health

2012

Going Pink on the Red Road

2012

Komen Mammography Project
Lake County Team Up to Defeat
Breast Cancer
Mobile Digital Mammography
Outreach
Southwest Montana
Mammography Program

2012

2012
2012
2013
2013
2013
2013
2013
2014
2014
2014
2014
TOTAL:

Caring Hands for Women’s Health
Partners for Women’s Health in
Central & Eastern Montana
Building Bridges to Provide Breast
Cancer Education
Mobile Digital Mammography in
Eastern Montana
Southwestern Montana
Mammography Program
Partners for Women's Health
Screenings
St. Vincent Health care Mobile
Digital Mammography
Sustaining Cancer Programs in
Tribal Communities

Livingston Health care
Foundation
Northwest Health care
Foundation
Rocky Mountain Tribal
Epidemiology Center
St. Vincent Health care
Foundation
Barrett Hospital
Foundation
Big Horn County Hospital
Association

$15,000

Billings Clinic Foundation

$29,988

Messengers for Health
Montana Cancer Institute
Foundation
Northern Montana Health
Care Foundation
St. Joseph Medical
Center
St. Vincent Health care
Foundation
Barrett Hospital
Foundation
Big Horn County Hospital
Association

$15,000

Billings Clinic Foundation
Northwest Health care
Foundation
St. Vincent Health care
Foundation
Barrett Hospital & Health
care

$24,787

Billings Clinic Foundation
St. Vincent Health care
Foundation
Montana Cancer Institute
Foundation

$7,500
$28,028
$30,000
$30,000
$6,785

$30,000
$14,977
$25,813
$30,000
$9,948
$9,045

$12,500
$25,000
$8,199.00
$15,000.00
$14,961.00
$10,000.00
$1,496,421.00
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Appendix B. SUSAN G. KOMEN MONTANA SMALL GRANTS
2011 to Present
Cancer Support Community: Mending in the Mountains
Small grant awarded 2012, 2013, 2014
Mending in the Mountains® is a three-day retreat, held annually in beautiful Big Sky, Montana.
Women from all over Montana are given a chance to come together with fellow cancer
survivors. The retreat is a time for renewal, support, and to learn how to improve healing
during the cancer process, as well as establish a new “norm” after treatment is over.
Casting for Recovery, Inc.: Casting for Recovery, Montana Trailhead Country
Small grant awarded 2012
Casting for Recovery was founded on the principles that the natural world is a healing force
and that cancer survivors deserve one weekend, free of charge and free of the stresses from
medical treatment, home, or workplace, to experience something new and challenging while
enjoying beautiful surroundings within an intimate, safe, and nurturing structure. The
Montana Trailhead Country program supports this mission by offering one retreat each year
for women in Eastern Montana.
Center for Prevention & Wellness at Salish Kootenai College: Women 4 Wellness Health
Fair
Small grant awarded 2011, 2012, 2013, 2014
Woman 4 Wellness is an annual event hosted by the Center for Prevention & Wellness, a
department at Salish Kootenai College in Pablo, Montana. The targeted audience is
American Indian Women, however all women are represented at the event. The health fair
has reached more than 3000 women annually. Participants represent over 15 Montana
counties and several other states. Women 4 Wellness allows opportunities for women with or
without health insurance to seek free screenings and exams.
Choteau County Cancer Support Group: Celebrate Life
Small grant awarded 2012
The Choteau County Cancer Support Group has earned a reputation of honorable support for
community members diagnosed with cancer in this County. On learning of a diagnosis, they
send a card and $150 stipend and deliver a blanket to those undergoing continual treatment.
They have helped over 180 individuals and their families.
Riverstone Health, Yellowstone County Health Department: Pink Bingo
Small grant awarded 2012
Pink Bingos held and Lame Deer and Pryor, Montana, are educational events, which promote
breast and cervical health education and screening options offered in the area, as well as
early detection and survivorship. Each event is a ‘health fair’ setting with various health
information booths, speakers, stories about survivorship, and general breast and cervical
health education.
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Rocky Boy Health Board: Healing through the Arts: Native American Cancer Issues
Small grant awarded 2012
The concept of Healing through Culture and Art: Native American Cancer Issues will bring
community awareness of breast cancer and cancer related issues to the Rocky Boy’s
Reservation. The collaboration team will present the issues utilizing the western worldview
blending the cultural/spiritual/traditional worldview on the concept of cancer and cancer
related issues.
St. Vincent Health care Foundation: Capturing the Vision of Wellness
Small grant awarded 2012
The conference enhances the lives of American Indian Women by promoting good health and
building a bridge of knowledge between American Indians and their health care providers.
Susan G. Komen Montana offers small grants up to $5,000 for breast cancer
education, staff training, survivor programs and other related programs.
Applications are accepted throughout the year while funds are available.
Apply online: https://affiliategrants.komen.org
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