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Evaluation of a Lay Health Adviser
Training for a Community-Based
Participatory Research Project in a
Native American Community

VANESSA M. WATTS, SUZANNE CHRISTOPHER, JANA L. SMITH,
ALMA KNOWS HIS GUN MCCORMICK

The overall cancer mortality rate for American Indians is lower than the U.S.
all-races rate.! However, American Indians experience significantly higher
mortality rates for some cancers, and incidence and mortality rates are
increasing over time for many cancers.?

The Messengers for Health project, on the Apsaalooke Reservation, is
located in southeastern Montana and is focused on cervical cancer. In the
United States the mortality rate for Native women with cervical cancer is 1.35
times higher than the women-of-all-races rate? Cervical cancer mortality rates
are the highest for Northern Plains Indian women, compared to rates for
American Indians across all regions of the United States.* Researchers conclude
that the data regarding Native American cancer rates are incomplete; there are
great regional variations in Native American cancer rates, so prevalence data
from a single group cannot be generalized to the population as a whole; and
cancer rates for Native Americans look lower than they really are’

Messengers for Health is a community-based participatory research
(CBPR) project with the objectives of decreasing cervical cancer screening
barriers, increasing knowledge regarding screening and prevention of
cervical cancer, and increasing the proportion of women receiving Pap tests
among Apsaalooke (Crow Indian) women eighteen years old and older.
These objectives will be assessed with preintervention and postintervention
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surveys and secondary data from the Indian Health Service (IHS). In 2001
and 2002 we conducted a preintervention survey with a random sample of 101
Apsaalooke women. The goal of the survey interviews was to gather accurate
and comprehensive information to guide the development of a culturally
competent community-driven intervention.6 We found that 37 percent of
women had not received a Pap test in the previous year, 34 percent had not
heard of a test to check for cervical cancer, and 71 percent reported not
having read or heard anything about cervical cancer in the past year.

Community-based participatory research directly involves community
members and community-based service providers as partners in the research
process.” By using the knowledge and insights of community members,
researchers are able to do a better job of identifying ways to solve public health
problems.8 Community-based participatory research is especially important in
Native American communities, where egregious research practices have led
some communities and individuals to be wary of researchers.? Collaborative
work between Montana State University staff and Apsaalooke community
members began in 1996; we received initial funding in 2001.

Messengers for Health uses a lay health advisor (LHA) approach. Social
support and social network theories provide the underpinnings for LHA
programs,!? which rely on individuals who are recognized as natural helpers
in their community instead of on individuals recruited into a program by a
general advertisement or solely because they live in a targeted community.'!
Individuals who are regarded as natural helpers provide care, advice, informa-
tion, and support during times of need.!? By enlisting these individuals, LHA
programs differ from programs using other theoretical approaches because
they generate behavioral and social change by using existing social ties and
social networks.!3

Previous LHA studies have defined what LHAs are and what they do in
the community;'* described LHA recruitment;!> defined and documented
outreach activities;!6 examined LHA activities from the perspective of
community members they have reached;!” and evaluated outcomes from the
programs.!'® The purpose of this article is to report the methods and results
of a process evaluation of LHA training for a cervical health project. We
also provide evaluation information on the advisers’ perceptions of other
LHAs involved in the project and their ideas on what the project could do
to be more supportive. The need for process evaluation of this type has
been documented,!? and the study reported here is one component of this
project’s overall evaluation effort. The authors were unable to locate articles
that reported results of an evaluation of LHA training, and we hope to fill the
gap with this study.

Process evaluations usually focus on program activities and are an essen-
tial component of health education programs. These evaluations provide
quality assurance, help program directors modify future training programs,
and make available practical and useful answers to questions that cannot
be answered by outcome evaluation alone.?0 Although there is a plethora
of published information on intervention outcomes, there currently exists
a “dearth of conceptual underpinnings and methodologies for conducting
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process evaluations.”! This article is intended to be useful to programs
working with Native American communities and individuals, to interventions
that use community members for outreach and/or education, or to any
program interested in using process evaluation.

TRAINING WORKSHOP

The training workshop took place at the Little Big Horn Tribal College in
Crow Agency, Montana, 24-25 July 2002. Project staff developed a training
manual by adding to, deleting from, and adapting training materials from
LHA and Native American health programs. These programs included Save
Our Sisters;?? Path to Understanding Cancer, from the Alaska Native Health
Board; Tribal Efforts against Lead project;2? Tribal Outreach Strategies from
the Centers for Disease Control and Prevention; and the Minority Cancer
Prevention Program from the Arizona Cancer Center.

The goals of our training were to provide Messengers (the LHAs) with
knowledge about cervical health, skills to plan and carry out cervical health
outreach activities, information about other health issues affecting Native
women, and the opportunity to come together with others desiring to help
all Apsaalooke women become healthier. We based training content and
delivery on five assumptions: (1) that since the women were identified as
those whom others turn to for support and advice, they would feel comfort-
able talking with women about personal health topics; (2) that we had
picked natural helpers to be Messengers; (3) that the women needed factual
information on cervical cancer and Pap tests; (4) that the training would
be most effective if it was guided by theories of adult education,?* Freirian
pedagogy,?® and Native American teaching and learning;?6 and (5) that the
training and subsequent program would be more successful if the women
bonded with each other.

Two American Indian students, two faculty members, and the project
coordinator, who is Apsaalooke, facilitated the training workshops. A female
IHS physician provided the training component on cervical health.

METHODS

Interview Guide

Project staff, a community advisory board, and consultants with expertise in
LHA interventions and Native American women’s health developed a sixteen-
question semistructured interview guide specifically for this evaluation study.
Our interview guide contained the interview introduction, list of questions,
and question probes. The interviews covered eight topic areas: (1) general
perceptions of the training, (2) improvements in training, (3) new skills
provided through the training, (4) topics and information for future training
sessions, (5) perceptions of other Messengers, (6) how the project could be
more supportive, (7) ideas or contacts for future outreach gained through the
training, and (8) perceptions of the presenters.
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This specific interview guide and semistructured interview method were
used for several reasons. First, we were unable to locate an existing guide to
evaluate lay health adviser training in a Native American community. Second,
we wanted detailed, contextual information in the words of the Messengers.
We would not have been able to obtain this type of rich information using
a quantitative survey instrument.2’” The method and guide facilitated an in-
depth exploration of the usefulness and appropriateness of the training from
the perspective of the Messengers. Third, Native researchers have stated that
open-ended interviews are a more culturally appropriate method for inter-
viewing Native people compared to a closed-ended question format.28

Data Collection

The first author conducted all twenty-four of the interviews after receiving
training on conducting semistructured interviews from an experienced
interviewer-instructor. Training focused on interviewing methods including
preparing for interviews, asking questions, probing, maintaining neutrality,
techniques for maintaining confidentiality, handling participant questions or
concerns, and providing feedback.

Interviews were tape-recorded and conducted in the women’s homes or
at a convenient meeting place near their homes on or near the Apsaalooke
Reservation from January to March 2003. Additional meeting places included
restaurants, Little Big Horn College, and a public school. Before each interview
the interviewer gave an overview of the study’s purpose and asked for permis
sion to tape-record. We agreed to keep the respondents’ names anonymous.

Data Analysis

All twenty-four interviews were transcribed verbatim. NVivo, a computer soft-
ware program for text-based analysis, was used for analysis. Inductive analysis
was conducted based on methods described by Strauss and Corbin,? Patton,30
and Bogdan and Bicklen.3! We conducted cross-case and individual analysis;
themes and patterns were then identified in the data.’? To facilitate this
process, the first and third author read through hard copies of the transcripts
to obtain a general understanding of the data.

Second, these two authors independently conducted open coding,3* also
called content analysis.?* They read the transcripts and decided on labels for
the phenomena identified. Coding was conducted inductively, meaning that
themes emerged from the data during analysis versus themes being decided
prior to data analysis.?> Coding was focused on the respondent’s answers to
the eighteen open-ended questions. Third, the two coders and the second
author convened to discuss the results of the coding. Transcripts were
reviewed, and a discussion on how and why responses were coded ensued.
Discussion continued until consensus was reached on the code for each
response. The last step entailed combining some codes that were deemed to
be theoretically similar.
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RESULTS

The Messengers are all women, range in age from mid-thirties to mid-sixties,
and come from all areas of the reservation. They represent different tribal
clans, have differing educational backgrounds, and are involved in many
kinds of cultural and community activities. They work in many locations
around the reservation, including schools, tribal offices, the Bureau of Indian
Affairs office, Little Big Horn College, IHS, the tribal housing office, the Head
Start program, and their homes.

Interviews lasted an average of forty-five minutes. We first asked the
Messengers which training session (s) they attended; nineteen women attended
both days, one woman attended only the first day, and four women attended
only the second day.

General Perception of Training Sessions

To gain a general perception of the training sessions we asked (a) how they
felt about the length of training, (b) how they would describe the training to
a friend, and (c) what they liked most about the training. Regarding amount
and length of training they received, most felt that it was a lot of material to
cover in two days.

Women said they would describe the training as interesting, not boring.
We incorporated role playing, ice breakers, and other interactive methods to
enhance the training effectiveness. According to one Messenger the sessions
were both fun and informative: “The ladies that came were real discreet. They
explained everything to a T and at the same time they had a lot of jokes and
everything to kind of go along with it. Kind of keep everything exciting.”

When asked what they liked the most about the training, several
Messengers mentioned the snacks and food. While most people would enjoy
having snacks at a meeting, we believe there is a deeper meaning to these
comments. Providing food is a traditional way of welcoming someone and
revealing one’s generosity and is an important part of the Apsdalooke culture.
When a person comes to a home for a visit or to a gathering, it is considered
impolite even to ask if he or she is hungry. Visitors are just served a plate of
food. This giving of substance happens at clan meetings, after going into the
sweat lodge, and at any time where people come together.

The Messengers also liked the fact that the meetings were open, meaning
that everyone was involved in sharing and learning from each other. They
enjoyed receiving new information.

One Messenger expressed the general sense of enthusiasm: “There was a
lot of pamphlets given out and then a lot of the people that were there they
had interactions and the people that were giving us the training they were
real helpful is what I liked about it. It was like you were in a sitting room and
it was free, and even though there was quite a few women there we kind of all
blended in together.”

During the training we worked to foster the feeling that we were all a
community of teachers and learners. One Messenger liked working with
different women during the training: “I like involvement, sharing, getting up
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and doing things with each other and talking with each other and what we
didn’t know we could learn from another one and they learn from us and
like we are exchanging ideas. There are different ways of talking to people.
There was a lot of different women and she would have us switch [discussion
partners].”

During the training we gave each Messenger a canvas tote bag on which
was printed “Messengers for Health on the Apsialooke Reservation.” We
handed out a variety of cloth paints, and the women decorated their bags.
This was consistent with handwork that is practiced by some Apsdalooke
people and was mentioned as a positive attribute of the training.

Improvements

We asked two questions to explore how the training could be improved.
Comments included opening the training to the public, covering additional
health topics, including a doctor for the whole training time, providing more
time for questions, and recruiting more Messengers.

Some said there was nothing to improve or that they had no ideas of what
to improve. Several people suggested specific improvements in the training
methods, such as having more handouts or more hands-on work. Messengers had
a desire to become more knowledgeable so they could pass this knowledge on to
others during their outreach. Several Messengers stated their interest in hearing
more speakers, specifically doctors, other health professionals, or women who
experienced abnormal Pap tests: “Have more speakers, various speakers, ladies
that experienced, went through the abnormalities. Have different speakers from
the IHS. That lady doctor was good but she didn’t spend enough time or really
get into details, didn’t have much time. I thought she was coming back but of
course their time is . . . maybe even a nurse could come in.”

In response to the question on improvements, one Messenger mentioned
the responsiveness of the project coordinator, the fourth author of this paper:
“I think Alma is doing an excellent job. You know we can talk to her and I
notice that they had us fill out a list of what we should talk about at those
meetings and after the two meetings I noticed that she made an effort to get
some of the subjects on each meeting after that and then she would bring
people in so I think she is doing an excellent job.”

New Skills Provided through Training Sessions

We next asked what new skills the participants gained from the training. The
new skill most often mentioned was that they learned how to talk to women
about personal health issues.

Messengers discussed learning important information about Human
Papillomavirus (HPV) and herpes, different diseases, cervical cancer and
women’s anatomy, and the difference between a Pap test and a pelvic exam.
A goal of the training was to provide knowledge and skills for Messengers
to carry out cervical health outreach. Considerable time was spent in the
training talking about how to conduct one-on-one and group outreach.
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Many Messengers commented on their increased ability to communicate
cervical health information. “I think that I was more comfortable because I
knew more after. I was more prepared to give answers to people if they had
something private to say. I think I was more knowledgeable, helping educate
somebody, [with] information about the cancer.”

The following Messenger refers to barriers to cancer screening that
the program works to overcome. In traditional Apsaalooke culture, it was
not acceptable to talk openly about personal health issues or body parts. In
Apsaalooke culture it is appropriate for women to dress modestly and to avoid
revealing their body in a disrespectful manner. It is not usually appropriate
to talk openly about female anatomy. The exception is when it is approached
with humor, which is another important attribute of Apsaalooke culture.
Some women may talk about body parts or sex in a joking manner when no
men are present. This Messenger felt free to talk about personal health issues
after the program staff brought them out into the open: “They’re real open
and not ashamed to say things. On the whole, the Crows are raised to not
[be] outspoken, our ancestors, so that was different. Like talking about Pap
smears, STDs, the uterus. When [the trainers] talked about it then we are free
to talk about it.”

During training the project coordinator talked openly about Apsdalooke
cultural traditions around discussing personal health issues. She emphasized
the importance of talking about these things in order for Apsaalooke tribal
members to be healthy and proposed that talking about personal health
issues can be done in a culturally appropriate manner. The Messengers role-
played, talking with other women about cervical health in a style that would
be comfortable to them while relaying important health information.

Topics and Information for Future Trainings

We asked the Messengers on what topics they wanted more training and what
topics they would like discussed in more detail. One common response was that
the Messengers wanted more training in effective communication skills. Other
answers included more information about other health issues and more contact
with health professionals. Messengers were also interested in obtaining more
thorough health statistics regarding Apsaalooke women and learning to speak
the Apsaalooke language. The women also stated that they wanted more hand
outs and more advertisement and promotion of the project, while others were
interested in hearing survivor stories and receiving encouragement from staff.
Finally, the women wanted more Messengers, more work with terminology and
anatomy, and more contact with IHS personnel. Additionally, women wanted to
see movies with Apsaalooke people in them and wanted information on making
appointments and ways to reassure people.

Several Messengers wanted to hear how other Messengers approach
community women about the topic of cervical health. This Messenger
relays the request to hear from other Messengers and describes a culturally
respectful way to bring up personal health information (in a subtle manner)
and that to be very direct with this information can be seen as offensive:



8 AMERICAN INDIAN CULTURE AND RESEARCH JOURNAL

I think more training and practicing and listening to [how] all the
women approach [other women is necessary] because [to] a lot of
Crow women, it is almost disrespectful to bring that up and to be
able to bring it up in a subtle way is the only way. Especially the older
women because if you sit and visit with them a little bit if you just say
“have you ever had a pelvic exam” it really throws them off. They get
offended. You got to be real careful. Have everyone talk about their
different ideas [on] how they approach [women].

Messengers felt they needed more training in ways to talk with teen-
agers about the sensitive subject of women’s health. In Apsiaalooke culture
one’s clan, immediate family, and extended family are very close, and
these ties are extremely important. For example, a cousin is tantamount to
one’s brother or sister, a niece is analogous to one’s daughter, an aunt is
analogous to one’s mother. If the Apsaalooke word for nieceis translated into
English, it is translated as daughter. Most, if not all Messengers have close
ties with teenagers; these Messengers were interested in exploring ways to
reach these teens. One Messenger put it this way: “How to really approach
the teenagers because that was my tough spot. But women around my age

.. we're okay to talk to and older women because I talked to my mother
about this and it went okay.”

Another Messenger mentioned that it would be helpful to have a refresher
course on the general information they were exposed to at the training:
“Actually I wouldn’t mind doing it again just to get [a] refresher or maybe you
could add a little more in there as far as, I don’t know, just a refresher. What
we went over, because that was like last year, and it would be nice.”

Perceptions of Other Messengers

We asked the Messengers how they felt about the other women who were
chosen as Messengers and how they felt about the group as a whole.
Messengers were selected by asking community members for names of
women that other women turn to for support and advice. Women also
nominated themselves to be Messengers. The Messengers considered their
colleagues to have been well chosen. They expressed positive feelings
about individual group members, as well as about the group. One of the
Messengers pointed out that the other Messengers possess the attributes of
natural helpers. They give freely to other women and are open and helpful
to others: “I think they are [a] real nice group. There are a lot of go-getters,
real enthused, and I feel comfortable with all the ones that are working
together because everybody just kind of comes together and opens up and
just gives their input on it and the things that we don’t quite understand.
They are all willing to give a helping hand to each other, help each other
through this, in learning the things that we need and the proper learning
in order to give it to somebody else.”

When asked how they felt about the other Messengers, some said that they
liked to hear from the more outspoken members, while others would rather
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have heard about outreach experiences from all of the women, especially the
quieter ones.

In the Apsdalooke culture, it is important to be respectful of other people.
This includes not dominating conversation or being pushy. In Apsaalooke, the
term usatchucheis literally translated as “bold/hard face.” Someone acting this
way is being blunt, being too bold, and therefore is disrespectful of others.
This cultural way may translate into some Messengers not speaking during the
training or in the monthly meetings.

Several women mentioned their appreciation of the fact that all of the
Messengers are Apsaalooke women, often women they had seen before but
did not know. They appreciated the chance to meet and form relationships
with women from other Apsaalooke communities. The reservation covers 2.25
million acres; from Pryor to Wyola, for example, is about 110 miles.

Making the Project More Supportive

When asked about what else the project could do to be more supportive,
several Messengers wanted to share at the meetings and to hear other
Messengers’ experiences. They suggested making time at meetings for people
to talk about their activities. Some women wanted more training in effective
communication skills, and others suggested developing outreach strategies
that would reach more women. Messengers appreciated being involved in
the research process, including the interviews reported here: “Like you are
doing now, get input from everyone. That way you have an idea because not
everyone sees things the same way.”

This Messenger reported that she receives support from other Messengers,
from the project coordinator (Alma), and from the staff at the university in
Bozeman. She described her outreach strategy and those of other Messengers,
which uses a culturally appropriate method of talking about personal health
issues by using an indirect approach:

Well, I know that I can call Alma anytime, and if someone is not
around I could call one of the other Messengers. So, I think that we are
supportive of one another already. So if I see one of the other ladies
[Messengers], we ask how we are doing; maybe they have a different
approach than I do. How I start out [is by] telling the [women in the
community] what I am doing—if they ask me what I am doing then I
will tell them about this really cool project with Alma and that kind of
opens it up to just kind of go into it, just sneak it in the conversation.
Then [I say] “what about you?” There is a lot of different reactions
that I get from different women. I really like hearing survivor stories
and how they encourage me and what we are doing is important.
From Bozeman, if I need anything I know that I can call Alma and she
will get it. If I need extra information, I can rely on getting an answer,
and I know I won’t be refused.
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Messengers’ Perceptions of Presenters

We asked the Messengers for any comments about the presenters, who
included project staff and a white female IHS physician. Messengers liked
that the presenters were available throughout the training, and many specifi-
cally stated that they liked the doctor, although some felt the doctor went
too fast or wasn’t at the training long enough. Along with other Messengers,
this woman expressed an interest in hearing from different doctors. Project
staff have informally heard many stories of negative interactions between
community members and IHS medical providers. This Messenger relays the
importance of meeting “friendly” doctors so that she will feel comfortable
referring women to specific providers: “I think they should bring in different
doctors at the meetings instead of that one, because she is probably not the
only one who does those pelvic [exams] and Pap smears. So, as Crow women
we can mention the doctors’ name and say this one seems real friendly.”

Finally, we asked for anything else they wanted to share with us. Many
conveyed their satisfaction in being a Messenger. One Messenger put it this
way: “I am honored to be selected.”

Limitations

The interviewer was in her mid-twenties, younger than all of the respondents,
and although she is Apsaalooke, she did not grow up in the reservation
community. These interviewer attributes may have influenced information
the Messengers shared. Obtaining all twenty-four interviews took longer than
anticipated. The interviewer lived in Bozeman, several hours from the reserva-
tion, making it difficult to coordinate meeting times.

Several months elapsed between the training and the interviews, so the
interviewer had to refresh some women’s memory about the training. After
this reminder, they were able to answer the questions.

Messengers’ program participation level, past experiences, and educa-
tion may have influenced their responses. A few attended only one day of
the two-day training. However, all Messengers received the training mate-
rials for both days, and the project coordinator met with those who missed
some of the training to answer any questions about the materials. Also,
Messengers who regularly attended monthly meetings had their knowledge
base reinforced and were better acquainted with project staff. Messengers
who live in the more remote areas of the reservation had difficulty making
it to monthly meetings, especially in the winter. To help compensate for this,
monthly newsletters that provide education and reinforcement were sent to
all Messengers.

Furthermore, the Messengers are a heterogeneous group of women with
a variety of experiences. They represent different educational levels and
employment situations. Some Messengers are community health representa-
tives or work in community health clinics and this may have affected their
responses. For example, they might have known about cervical health and
thus were less interested in the training; or because they are already interested
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in health topics, they may have been more motivated to focus on the informa-
tion in the training sessions.

IMPLICATIONS

We will discuss four implications or lessons we learned from this evaluation.
These lessons can be applied to programs working with Native American
communities and individuals, to interventions that use community members
for outreach and/or education, or to any program interested in using process
evaluation. The four lessons are to (1) incorporate culture into training
programs; (2) assess the best method of delivery for these programs; (3) involve
community members in the research process; and (4) elucidate training goals
and assumptions and use process evaluation to assess outcomes.

The first implication is to incorporate culture into training programs.36
The call for culturally appropriate and culturally based programs is ubiqui-
tous in the literature today as we now understand that these types of programs
are necessary for lasting and impactful change.3” Lessons learned from other
cancer screening programs for Native American women have emphasized the
need for culturally appropriate educational methods, which include using
local people and Native language.38

We incorporated culture into our training workshop in several ways,
and the Messengers commented positively on these aspects of the training.
We shared an evening meal, which was mentioned as a positive part of the
training and is a culturally appropriate way to bring the group together.

The physical space was designed to be aesthetically and culturally
welcoming.?® We held the training at the Little Big Horn Tribal College, a
setting that is familiar to the women. We organized the training room so that
the Messengers sat in a semicircle instead of in a typical classroom configura-
tion of rows. This seating arrangement was similar to how Strickland, Squeoch,
and Chrisman conducted training in their cervical cancer prevention program
with Yakama Indian women.*’ Messengers commented that this arrangement
of physical space was comfortable and helpful to their learning.

Many Messengers expressed feelings of contentment regarding the delivery
style of the training. Similar to Strickland et al., our trainers acted as facilitators
in group education as opposed to following the Western model in which the
teacher is the expert and dictates the learning process. Yakama women apprect
ated this teaching style, as did the Messengers in this evaluation.

Regarding the learning styles of American Indians, it is important not
to stereotype when trying to establish a specific “Indian style” of learning
because such a style does not exist. However, according to research, one of
the most effective types of learning styles to utilize with American Indians is
the “observe and imitate style.”#! We employed this style in our training by
providing information, then role playing, and finally discussing the topics.

Further research has indicated that the visual approach is used by many
American Indian groups to understand the world.#> We have also heard this
from Apsaalooke community members. This strategy of learning was engaged
in a number of ways: by placing posters with cervical health facts around the
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room, by using pictures in the training material, by passing out instruments
that are used during a Pap test, and by using reproductive system and cervical
cancer models and diagrams. The Messengers also commented positively on
these aspects of the training.

Last, Apsaalooke culture was embedded in the training in the way we
discussed personal health issues and in the way we encouraged Messengers
to conduct cervical health outreach. Traditionally, personal health issues are
not discussed openly, yet the success of our intervention depended on the
Messengers’ talking with other women about cervical health. Our training
and future program would have failed if we had trained the Messengers to
talk with women in a culturally inappropriate manner. The Messengers made
many comments about this issue.

The second implication or lesson learned is to assess the best method
of delivery for training programs. This implication ties closely with the first
implication, as the best method of delivery includes attention to culture.
As mentioned above, Messengers provided positive feedback regarding the
training’s delivery style. We assumed the training would be best received if we
included practices of adult learning, Freirian pedagogy, and Native American
learning styles.

Regarding adult education and Freirian pedagogy principles, a respect
for dialogue was incorporated, and we invited participation from the
Messengers throughout the training session. We listened to and then built on
the Messengers’ experiences and knowledge base. This is also consonant with
recommendations for using traditional Indian knowledge in public health
programs.+3

Another principle from adult education and Freire that we included was
respect, for the learners’ context and situation.** Because the training was
co-developed by Apsaalooke and other Native women, the women’s cultural
context was infused throughout the training. Other parts of the training that
were intended to foster respect included opening and closing the training
with prayer and encouraging the Messengers to decorate their cloth bags in a
traditional manner. Another important cultural value we tried to encourage
was the merriment that comes about when Indian women get together.

The third implication or lesson learned is the importance of involving
community members in the research process. There is a long history of exploi-
tation of Native Americans in the name of science.*> Native Americans may be
reluctant to take part in research studies for several legitimate reasons.

Many past research programs in Native American communities have
made the error of not listening to and following up on what community
members say is important to them. Oftentimes, Native Americans have expe-
rienced research being done “to,” “on,” or “about” them rather than with
them.6 Native people do not want to be “guinea pigs” or part of studies that
focus solely on the community’s problems and not their strengths*7 or studies
that do not share results with the community.#® Lantz et al. found that using
a participatory process increased the satisfaction of the tribal representa-
tives and program staff with cervical cancer screening programs for Native
American women.*#
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Messengers commented on the support they received from the project
coordinator and staff in Bozeman. Many had suggestions on how to improve
future trainings and meetings. They appreciated that we were listening and
acting on their comments, and we have continued to solicit and act on their
feedback. For example, we incorporated comments and suggestions from the
interviews into the monthly Messengers’ meetings. These meetings are used to
provide additional educational information, share outreach experiences, plan
events, and give feedback on the program to project staff and determine the
direction of the program. During the interviews Messengers requested more
contact with IHS physicians and other health professionals and suggested topics
for future training. In response, we have had four IHS physicians, several health
educators, and a dietician provide information about anatomy and terminology,
men’s health, breast health, sexually transmitted diseases (STDs), nutrition,
and cancer. Messengers asked for cancer survivors to come to the meetings to
tell their stories, and we followed through on this request.

Based on the interviews, we incorporated an important change in the
way the monthly meetings were conducted: we added a sharing circle, in
which an object is passed around and the woman with the object has the
right to talk. Sharing circles or talking circles are a culturally appropriate
method for conferring information.> Talking circles were traditionally used
in Indian communities to discuss important issues.’! Topics discussed in
our talking circles have included obstacles to outreach, outreach successes,
and ways to improve the program. This format ensured that all Messengers
had an uninterrupted opportunity to talk, an important point raised in the
interviews.

We also used input from the interviews in another two-day training in July
of 2003, at Little Big Horn Tribal College. We acted on suggestions from the
interviews to provide additional training on topics such as making appoint-
ments and communication skills for outreach. We also provided a refresher
of the basic information from the first training. In the interviews Messengers
specifically asked for Apsdalooke Reservation health statistics, which we
included in the 2003 training manual.

In the interviews Messengers mentioned being uncomfortable talking
with teens about personal health issues. During the summer of 2003 we had
a Native American high school student work with the project. She presented
information and led a discussion on the topic at the July 2003 training. The
Messengers informally shared with us that they were very grateful for her
presentation and that because of it they felt more comfortable discussing
personal health issues with teenagers.

The Messengers asked for a few changes we did not make. One sugges-
tion was to recruit high school girls to be Messengers. This idea is still being
explored. Second, we did not have the resources to provide language classes
for the two women who didn’t fluently speak the Apsaalooke language,
although it was mentioned at one meeting that the local tribal college
provides these classes. Many Apsdalooke women speak their native language
as their first language and prefer to talk in this language about personal
topics. We used information from this process evaluation to make midcourse
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adjustments to better reach our outcome objectives by changing, building on,
and emphasizing specific aspects of the program.

The final implication or lesson learned is to elucidate training goals and
assumptions and use process evaluation to assess outcomes. In addition to
assessing outcomes, researchers and planners strongly advocate using process
evaluation to identify program strengths and determine areas for improvement
while a program is operating. Process evaluation enables program staff to better
understand the reasons specific outcome evaluation results were achieved??

Our training goals were to provide Messengers (the LHAs) with knowl-
edge about cervical health, skills to plan and carry out cervical health outreach
activities, information about other health issues affecting Native women, and
the opportunity to come together with others who want to help all Apsaalooke
women become healthier. We met some of these goals, and the Messengers
commented on each goal. Messengers stated that their knowledge of cervical
health increased and that they learned outreach techniques. The goal of
providing information about other health issues was not reached because we
ran out of time to cover additional issues in the training. To meet this goal,
we have covered health topics of interest to the Messengers in our monthly
meetings. Messengers commented that they enjoyed the chance to be part of
the group, to have the opportunity to attend meetings with the other women,
and to learn from each other.

Our assumptions were that women would feel comfortable talking with
other women about personal health topics, that we had picked natural
helpers to be Messengers, that the women needed factual information on
cervical cancer and Pap tests, that the training would be most effective if
guided by certain theories, and that the training and program would be more
successful if the women felt comfortable with each other.

We assumed that since the women were identified as those whom others
turn to for supportand advice, they would feel comfortable talking with women
about personal health topics. We reached this assumption from reading about
LHAs and the roles they serve in their communities.>® This assumption was
not true, and it could have been a fatal error in our program if we had not
gathered this process information because the main role of a Messenger is
to talk with women about cervical health. In the training, we taught cervical
health knowledge by providing them with information and then having them
practice talking about the new information with other Messengers. When
asked what new skills they gained from the training, the answer given most
often was learning to talk to women about personal health issues. When the
women were asked what they wanted more training on, the most common
response was communication skills. We underestimated how sensitive it is in
the Apsaalooke culture to talk with women about personal health topics and
have spent a lot of time since the first training on this topic.

We assumed that the women recruited to be Messengers were natural
helpers or women that other women turn to for support and advice. We
learned from the Messengers’ comments that this was a valid assumption.
When asked how they felt about the other women, Messengers volunteered
that the others were well chosen and are women who give freely to others.
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We also assumed that they needed information on cervical cancer. We
conducted pre-training and post-training cervical health knowledge assess-
ments to measure changes due to the training. The assessment consisted of
twenty-two items and the Messengers answered yes, no, or don’t know to each
item. The assessment was given immediately before the first training session
and immediately after the second training session. Example items included
“the Pap test checks for cancer of the cervix,” “family history is a risk factor
for cervical cancer (it is hereditary),” “there are things a woman can do to
prevent cervical cancer,” and “HPV is a major cause of cervical cancer.” We
measured internal consistency reliability using Cronbach’s alpha, and the
assessment tool at pretest was found to be acceptable with an alpha of .82.
So that the Messengers would be comfortable completing the survey, we did
not gather identifying information on the pre- and post-test. Thus, we could
not conduct a paired ttest. A two-tailed one-sample ttest showed a significant
increase in scores from pretest (M = 13.2, SD = 3.53) to post-test (M = 19.1, SD
=1.58; [20] = 17.12, p < .000). The assumption that the Messengers needed
cervical health information was correct.

We assumed that the training would be most effective if it was guided by
theories of adult education, Freirian pedagogy, and Native American teaching
and learning. We have indicated above that this was indeed true.

Our last assumption was that the training would be more effective if the
women felt comfortable with each other. We assumed this because there are
cultural traditions and restrictions regarding talking about personal health
issues, and we believed that the Messengers would need to feel comfortable with
each other in order to talk openly about difficult topics. Messengers indicated
that one of the most satisfying aspects of the training was the opportunity to
spend time with and form new and deeper relationships with other Apsaalooke
women. At subsequent trainings and meetings we had the Messengers pair off
with different women for discussions and provided time for informal interac
tions. Although we schedule our monthly meetings from 5:30 to 6:30 p.m., it is
not uncommon for women to stay past 7:30 p.m. talking and sharing.

DISCUSSION

When conducting process evaluations, using open-ended interviews compared
to closed-ended surveys allows program staff to gain a more comprehensive
understanding of the issue at hand and is a more culturally appropriate
method when working with Native Americans. This evaluation is a part of the
process evaluation for the Messengers for Health program. Process evaluation
assesses important components of programs throughout implementation,
instead of focusing solely on outcome measures after the project is complete.
Process evaluation can be used to explain program activities and to help
ascertain the fidelity of a study;>* process evaluation can also illuminate ways
to improve the design of the project and the way data are assessed.>® Process
evaluation of lay health adviser programs is strongly recommended,*® and
evaluations are most helpful when they provide specific answers to questions
that cannot be answered through outcome evaluation.’” This evaluation
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enabled us to make program adjustments that should make the Messengers’
activities more effective in the Apsaalooke community. It also provided lessons
applicable to programs working with Native American communities and indi-
viduals, to interventions that use community members for outreach and/or
education, or to any program interested in using process evaluation. These
lessons are to incorporate culture into training programs; assess the best
method of delivery for these training programs; involve community members
in the research process; and elucidate training goals and assumptions and use
process evaluation to assess outcomes.

NOTES
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