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Executive Summary
Introduction to the Community Profile Report
Nancy G. Brinker promised her dying sister, Susan G. Komen, she would do everything in her power to end
breast cancer forever. In 1982, that promise became Susan G. Komen® and launched the global breast
cancer movement. Today, Komen is the world’s largest grassroots network of breast cancer survivors and
activists.
The Susan G. Komen® Evansville Tri-State was incorporated in 2000 after two very successful Susan G.
Komen Evansville Tri-State Race for the Cure® events in 1998 and 1999. Since inception the Affiliate has
awarded over $7.5 million in local grants to provide breast health education programs, free screening and
diagnostic mammograms, biopsies, ultrasounds and MRI’s, and treatment which include surgery, radiation
and/or chemotherapy for those underserved individuals within the community. In addition, the Affiliate has also
given over $2.7 million to Komen Research Programs.
In 2008 and 2009, the Affiliate was given the opportunity to take nearly 150 women of various heritages to
donate blood and breast tissue samples for breast cancer research at the Komen Tissue Bank at IU Simon
Cancer Center. In 2009, Susan G. Komen Evansville Tri-State Race for the Cure® collected over 1,300 blood
samples for research.
The Komen Evansville Tri-State Affiliate serves 28 counties in Southern Illinois, Southern Indiana and Western
Kentucky. Specifically, the following counties:
Indiana
Daviess
Dubois
Gibson
Knox
Perry
Pike
Posey
Spencer
Vanderburgh
Warrick

Illinois
Edwards
Gallatin
Hamilton
Hardin
Lawrence
Richland
Saline
Wabash
Wayne
White

Kentucky
Crittenden
Daviess
Hancock
Henderson
Hopkins
McLean
Union
Webster

The Community Profile examines the population demographics, breast health metrics, existing programs and
services, and the perceived barriers to care within the service area. The Community Profile will assist Susan
G. Komen® Evansville Tri-State in identifying its grant funding priorities, fundraising activities, education
priorities and public policy advocacy initiatives.
Quantitative Data: Measuring Breast Cancer Impact in Local Communities
In an effort to use Susan G. Komen® Evansville Tri-State resources in the most effective manner, the Affiliate
has chosen three target counties within the service area to focus on. The Affiliate further narrowed efforts by
census tract to identify communities of greatest need within those counties to best focus strategic efforts over
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the next four years. Target communities are those which show an increased chance of vulnerable populations
likely at risk for experiencing gaps in breast health services and/or barriers in access to care.
When selecting target communities, the Affiliate reviewed Healthy People 2020, a major federal government
initiative that provides specific health objectives for communities and the country as a whole. Specific to Susan
G. Komen® Evansville Tri-State’s work, goals around reducing women’s death rate from breast cancer and
reducing the number of breast cancers found at a late-stage were analyzed. Through this review, areas of
priority were identified based on the time needed to meet Healthy People 2020 targets for breast cancer.
Additional key indicators the Affiliate reviewed when selecting target counties included, but were not limited to:
 Incidence rates and trends
 Death rates and trends
 Late-stage rates and trends
 Below average screening proportions
 Residents living below poverty level
 Residents living without health insurance
 Unemployment levels
 Residents who are linguistically isolated and/or foreign born
The selected target communities are:
 Boonville, Chandler and Tennyson located in Warrick County, Indiana
 Evanston, Grandview, Lamar and Rockport located Spencer County, Indiana
 McLean County, Kentucky
Warrick County, Indiana as a whole is not considered underserved due to the lowest poverty level in the
Affiliate service area and a high number of people with health insurance. However, this average does not
show the entire picture so the Affiliate is focusing on three communities with a poverty level greater than 30.0
percent, that are in more rural areas and most likely to contribute to the entire county not meeting the Healthy
People 2020 goals for both death rate and late-stage incidence rate.
Warrick County is 29.31percent rural and mainly a Caucasian population. The unemployment percent is low at
6.1 percent and the number of uninsured individuals is 11.1 percent. The county as a whole is listed at zero
percent medically underserved. When broken down further by census tract, however, the Affiliate found that
tracts 301, 304 and 306 have the highest poverty level for the county. The towns and city involved are
Tennyson at 31.8 percent poverty, Chandler at 40.6 percent poverty and Boonville with 33.53 percent poverty.
Spencer County is 100 percent rural with no health care facilities located within the county leaving them
medically underserved. They have four communities with poverty levels exceeding 36.0 percent while the
county as a whole is at 28.0 percent. The Affiliate will be exploring census tract 9528 which includes
Evanston, Grandview and Lamar at 36.4 percent poverty and census tract 9531 which is Rockport. It has the
highest poverty level in the county at 45.6 percent.
Spencer County was chosen because it is not likely to meet the late-state incidence rate Healthy People 2020
goal. The numbers for death rates were suppressed due to small numbers.
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McLean County, Kentucky is the last area that was chosen as a target community. McLean County is unlikely
to meet the HP2020 target for late-stage diagnosis. McLean County is 100 percent rural and medically
underserved. The poverty level is 41.0 percent for the county and the uninsured percent is 20.9. This county
has low education levels as well.
Because there were no towns within the county that stood out as targets and the county is large in proportion,
the Affiliate will be targeting Medicare enrollees. In McLean County, the female population aged 65 years and
up represents 20.27 percent of the total population and 12.1 percent of these women are living below the
poverty level. While this population has insurance, the percentage receiving annual mammograms is at 58.3
percent and trending downward. Kentucky Cancer Program and Owensboro Health System are doing similar
tracking with the same population also leading the Affiliate to choose this target group in order to share data
and resources.
Health Systems and Public Policy Analysis
For some breast cancer patients, treatment may last a few months and for others, it may last years. While the
continuum of care (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 follow-up 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 therapy).
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
continuum of care. 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, such as myths and misconceptions. Education can address some of these barriers and
help a woman progress through the CoC more quickly.
Beginning in 1991, the three states in the Susan G. Komen® Evansville Tri-State service area adopted a
federal program to provide breast and cervical cancer screening and treatment, the National Breast and
Cervical Cancer Early Detection Program (NBCCEDP). In this program, federal funding as well as state
funding is combined to care for women who are diagnosed with breast cancer. At its inception, states were
given the option of three levels for treatment and care. Each of the three states chose different options. Illinois
has remained in the least restrictive category and Kentucky has stayed the most restrictive. The Indiana state
legislature voted in 2009 to relax some of the rules for breast cancer treatment within the state but it is still
somewhat limiting for breast cancer screening.
Illinois
Illinois has the least restrictive program. Any woman without insurance, regardless of income, who is aged 3564 years, can enter the program for screening. Women can enter the program for treatment even if they were
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diagnosed by someone other than a BCCP provider. In some cases women under the age of 35 are eligible
for screening and/or treatment services. If a woman moves to Illinois after she has been diagnosed with breast
cancer in a different state she is often eligible for treatment services. Women can access services through
regional lead agencies or the women’s health help line either will identify a local provider. If a cancer diagnosis
is received, the state Medicaid program is the administrator for the treatment costs.
Currently the Affiliate has contacts within two of the three regional lead agencies and works to refer patients
when appropriate. Several of the Affiliate’s Illinois grantees are also providers for Illinois BCCP services as
well as two Indiana grantees. Those grantees are the link between patients and services through the program.
Because funding is regional and often runs out leaving a waiting list situation, it is often necessary to contact
the state in order to bypass waiting and find immediate care.
The largest problem seen in Illinois with the Affordable Care Act was actually present before and that is lack of
services available. Currently there are only screening and diagnostic services available in the Affiliate service
area. No treatment facilities are located in the area, regardless of income. Men and women diagnosed with
breast cancer must travel across state lines to receive the closest breast cancer treatment. If a patient is a
recipient of traditional Medicaid, they are unable to cross state lines and have their care paid for by the state.
Indiana
In Indiana, to receive a screening mammogram as part of the BCCP program, a woman must be between the
ages of 50 and 64 years, must earn below 200 percent of Federal Poverty Guidelines and be uninsured or be
over the age of 65 years and not enrolled in Medicare Part B. Women are able to enter the treatment program
regardless of where they received their original screening and/or diagnosis. This is through the MA-12
(Indiana Medicaid) Option 3 program. This remains active during cancer treatment and terminates at its
conclusion and is open to women aged 18-64 years.
Indiana did not expand their state Medicaid program. When the Affordable Care Act was implemented,
801,000 Hoosiers did not have health insurance (Kaiser, 2014). At the close of the open enrollment period for
the first year of the plan, 132,423 or 25.2 percent of the potential 525,000 eligible people had enrolled in the
plan (Kaiser, 2014). Four percent of the population is not eligible for public assistance for health coverage due
to immigration status (DHHS, 2014).
The Affiliate will continue to watch with interest to see how the Federal decision will affect the state and will
contact local legislators when necessary. Relationships with local representatives will continue to be
cultivated.
The Affiliate has seen in the beginning stages of ACA that screening mammograms are available to most
women who have insurance. However, many still cannot afford the cost of diagnostic testing unless
deductibles have been met so Komen grant funding will be needed to fill that gap. Additionally, many Medicare
patients on fixed incomes are unable to pay for co-pays and have come to rely on grant dollars as well.
Kentucky
Kentucky opted for a state based Medicaid expansion for the 647,000 people residing in the Commonwealth
without insurance (Kaiser, 2014). It is unclear how many people are uninsured due to immigration status
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(DHHS, 2014). However, 82,747 persons or 27.4 percent of the uninsured population had enrolled in some
type of program prior to the March 2014 deadline (Kaiser, 2014).
Kentucky has the least restrictive Medicaid plan but is also facing a crisis of lack of primary care providers
causing a lack of access to care. The Affiliate is part of a regional plan to expand access to care; however, the
current focus is not on breast care at this time. Another concern the Affiliate has identified is that women who
are currently enrolled in the state Medicaid plan often think it is private insurance because it is managed by a
third party. This poses a problem if she is referred for services because Medicaid plans are not accepted by
every provider. Additionally, patients from the Kentucky counties of the service area are often referred to
providers in Indiana and state Medicaid plans cannot cross state lines like Federal Medicare plans do. The
result is the patient must either travel a greater distance for services to be covered or must go to the closer
facility in the neighboring state either with Komen grant funds, as a charity patient, or pay out of pocket for
services that would have been covered under her state funded plan.
The Affiliate plans to continue providing gap funding for those patients who travel to grantees in Indiana to
receive testing or care not provided by their home provider and not covered by Medicare. Additionally,
partnering with local Kentucky health departments to increase awareness of programs available is a goal.
The largest gaps found in the Continuum of Care are education for all three target areas. While the
educational message might vary slightly, early detection, getting screening mammograms yearly and finding
out what benefits your insurance covers are the important topics. Lack of services close to home could
certainly be a limiting factor when seeking health care and that coincides with transportation concerns. Public
transportation alternatives and utilizing mobile screening when possible are viable solutions.
Public policy will play a larger role for the Affiliate in Kentucky in helping women seek care through the BCCP
program. For those eligible but not currently enrolled in the Kentucky Medicaid plan, a goal is to increase the
accessibility of the BCCP program and allow women access no matter where they were diagnosed.
In Indiana, the Affiliate will watch closely to see how the gaps left by the state Medicaid (HIP) plan can be filled.
In Illinois, the continued need will be helping women access the services that are available but they might not
know about.
Qualitative Data: Ensuring Community Input
A multi-perspective approach was used to collect qualitative data from residents, health providers, and
community organizations. This included online surveying, a hard copy survey form, and a focus group. In
addition to these data, results from a recent health study of residents in the Tri-State area were used to
supplement the qualitative data. Each method is further described below.
Focus Group. One focus group was conducted with a community organization in Warrick County. This
organization provides a range of services to individuals in lower economic levels and other vulnerable
situations. A total of 16 individuals participated in the group. Participants responded to questions about
access, affordability, and awareness related to breast health and breast cancer. Focus group members may or
may not have personally experienced breast cancer.
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Online Survey of Community Residents. Individuals who reside in Warrick, Spencer, and McLean Counties
were invited to complete a seven-item online survey. The following items were included on the survey:
1. What are the barriers that prevent individuals from seeking screening and preventive breast health
services in your community?
2. What factors impact the degree to which individuals in your community access different types of breast
health care in your community (e.g., preventive, diagnostic, active treatment)?
3. What improvements can the health care system make to increase access to breast health care?
4. To what extent are people fully aware of the breast health/cancer resources that are available in your
community?
5. What is being done in your community to get breast health/cancer messages to women? Is it working?
6. What can be done to better educate the community about breast health services?
7. How can delays in the continuum of care be improved (e.g., time between screening and diagnostic
services)?
The analysis of qualitative data incorporates quantitative data from the Quantitative Data Report and health
systems and public policy data from the Health System Analysis. The following results are a synthesis of
information collected throughout the entire Community Profile process. Note that qualitative data collection
questions were designed to address findings from the quantitative and policy/systems reports. In this way, the
qualitative process is a more in-depth investigation into findings from previous steps of the Community Profile.
While data collected through the qualitative process provide a robust and accurate indication of issues related
to breast health care, there are some limitations to the data. First, although attempts were made to reach
individuals within each target county, data from some areas are limited. However, given that responses were
provided by individuals living in rural areas and that the rural areas share many of the same concerns; findings
are descriptive of all target areas. Second, based on the timeframe allowed for data collection, many of the
responses were provided online, which means that follow-up or clarification questions were not possible.
However, questions were constructed to address the most important concerns identified through the
quantitative report and appeared to be successful in uncovering the most relevant issues. Finally, while there
was a mix of organizations that participated in the data collection process and that represented all of the target
counties, there may have been some organizations, such as universities, that are not represented in the
findings.
Due to the limitations of the data, the qualitative data represent only those that participated in interviews or
survey and do not represent the general population as a whole. Qualitative data findings include:
1. Women in the 40-44 and 55-59 age groups are the most likely to go longer than two years since their
last mammogram.
2. Women at the lower income levels are the most likely to go longer than two years since their last
mammogram.
3. Women without insurance are more likely to go longer between mammograms than women with
insurance.
4. Women with lower education levels are the most likely to go longer than two years since their last
mammogram.
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Mission Action Plan
Problem Statements
Spencer and Warrick Counties in Indiana and McLean County, Kentucky are unlikely to meet HP2020 targets
for late-stage incidence. Additionally, Warrick County, Indiana is also unlikely to meet HP2020 targets for
breast cancer death rates. All are considered rural areas with Spencer and McLean Counties further removed
from breast health providers.
Qualitative data indicates that many of the underserved in Susan G. Komen® Evansville Tri-State service area
are still not aware of when they should receive screening nor are they aware of where or how to obtain free
services.
Education & Outreach
Priority: Increase breast health outreach to Spencer, Warrick and McLean Counties.
 Objective 1: By March 2016, advertise crucial breast health messaging and where to receive services
in the following newspapers each month: Spencer County Journal, Warrick Publishing and McLean
County News.
 Objective 2: By June 2016, meet with one community organization in each of Spencer, Warrick and,
McLean Counties to discuss breast health outreach and how to access services.
 Objective 3: By December 2017, partner with at least one community organization in each of Spencer,
Warrick and McLean Counties to provide a breast health event with important breast health messaging
where women aged 40+ years can sign up for a mammography appointment.
Priority: Increase awareness of breast health issues for those underserved women who do not have an
adequate understanding nor are aware of the programs available to obtain services.
 Objective 1: Beginning with the FY2017 Community Grant Request for Application, programs that
specifically target the uninsured and underinsured in Spencer, Warrick and McLean Counties will be a
funding priority.
 Objective 2: By June 2016 conduct at least one breast health messaging mailing to women age 40 to
64 in Spencer, Warrick and McLean Counties.
Partnership Opportunities/Needs
Priority: Partner with community-based outreach/health organizations to effectively promote breast health
education and services including breaking down access and cost barriers.
 Objective 1: By June 2016, partner with McLean County Health Center, McLean County Senior
Citizens Center and McLean County Health Coalition to host two breast cancer community outreach
presentations.
 Objective 2: By December 2016, partner with community-based outreach and health organizations to
conduct at least two small group education classes on breast self-awareness in at least three areas
serving Warrick County; specifically the towns of Chandler, Boonville and Tennyson. .
Priority: Through advocacy, partner with both the Indiana and Kentucky Breast & Cervical Cancer Programs
to increase access to breast health services.
 Objective 1: From FY2016 through FY2019, participate in at least one public policy event or initiative
annually that addresses the need for increased access to breast health services for the underserved in
Spencer and Warrick Counties in Indiana and McLean County in Kentucky.
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Grantmaking
Priority: Increase the quality of Susan G. Komen® Evansville Tri-State funded grants to ensure identified gaps
in education and access are addressed in the target communities.
 Objective 1: Beginning with the FY2017 Community Grant Request for Application, programs that
specifically target the uninsured and underinsured in Spencer, Warrick and McLean Counties will be a
funding priority.
 Objective 2: By August 2016, conduct a grant writing workshop for all current grantees and specifically
target those in underserved areas that may not meet HP2020 targets on how to incorporate best
practices and evidence-based programs into their projects.
 Objective 3: By November 2016, revise the RFA to give priority to grants programs that use innovative
or evidence-based approaches that result in documented linkages to breast cancer screening,
diagnostic, treatment and/or supportive services among the priority population groups and target
geographic areas identified in the Community Profile as well as taking into account emerging health
care changes.

Disclaimer: Comprehensive data for the Executive Summary can be found in the 2015 Susan G. Komen®
Evansville Tri-State Community Profile Report.
®
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Introduction
Affiliate History
Susan G. Komen® Evansville Tri-State started in 1998 when the first Komen Evansville Race for the Cure® was
held. The Affiliate was officially established in 2000 to provide services throughout 28 counties in the Tri-State
area: Daviess, Dubois, Gibson, Knox, Perry, Pike, Posey, Spencer, Vanderburgh and Warrick in Indiana;
Edwards, Gallatin, Hamilton, Hardin, Lawrence, Richland, Saline, Wabash, Wayne and White in Illinois;
Crittenden, Daviess, Hancock, Henderson, Hopkins, McLean, Union and Webster in Kentucky.
The Affiliate conducts a needs assessment to guide priorities and work more effectively within the community.
The needs assessment includes an overview of demographic and breast cancer statistics that highlight target
areas, groups or issues. The assessment is used to make informed decisions on how the Affiliate can use its
resources to make the greatest impact on breast cancer in the area through the awarding of local grants for
education, screening and treatment programs. Funding for grants is then aligned with the most significant
needs in the community.
Every four years, the community needs assessment is revised to reflect changes in the community, allowing
the Affiliate to identify any gaps in the health system and to work toward filling them. Analysis of the Affiliate’s
community needs assessment includes the voices of those living in the target areas.
The Affiliate’s Community Grants program is designed to make systemic, lasting changes in the community.
Over $7.5million has been invested within the Tri-State since 1999. These grants have provided for the
following services:
Screening Mammograms
23,338
Diagnostic Tests
6,161
Treatment for Breast Cancer
733
Patient Navigator Services
7,987
®

In addition to local grant awards, over $2.5 million has been distributed to Susan G. Komen to fund Komen
Research Programs.
The Affiliate received national recognition from Komen Headquarters for launching the first Pink Sunday
education initiative in 2002. This program has since been introduced to other Komen Affiliates and is now a
nationally known program.
The Affiliate also received national recognition from Komen Headquarters for the introduction of the
Community Pink Ribbon (CPR) grant in 2008. This grant was conceived specifically for the small rural
hospitals in the service area to perform screening mammograms thus allowing easy access for all.
The Affiliate shared the spotlight in 2009 when awarded the Public Policy Newcomer of the Year with all the
Komen Indiana Affiliates when legislation was changed to allow for all women, regardless of where they lived,
to receive access to screening mammography at any medical facility and still be admitted to the Indiana Breast
& Cervical Cancer Program if needed.
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The Executive Director, on behalf of the Affiliate, also received the Phenomenal Women of USI and the
Community award in 2011, for their work in providing the entire Tri-State community with breast health
education programs, screening mammograms, diagnostic testing and life-saving treatment
Affiliate Organizational Structure
Susan G. Komen® Evansville Tri-State is a member of the Susan G. Komen organization. The Affiliate is
governed by a local Board of Directors of community volunteers. Employed staff includes an Executive
Director, a Special Events Coordinator and an Administrative Assistant for a total of 3 FTE’s. Volunteers serve
on a number of committees including education, grants, Susan G. Komen Evansville Tri-State Bowl for the
Cure® and Susan G. Komen® Evansville Tri-State Race for the Cure® committee.
Affiliate Service Area
Susan G. Komen® Evansville Tri-State service area includes 28 counties in southern Indiana, southern Illinois
and western Kentucky (Table 1.1 and Figure 1.1).
Table 1.1. Komen Evansville Tri-State service area counties by state
Illinois Counties
Indiana Counties
Kentucky Counties
Edwards
Daviess
Crittenden
Gallatin
Dubois
Daviess
Hamilton
Gibson
Hancock
Hardin
Knox
Henderson
Lawrence
Perry
Hopkins
Richland
Pike
McLean
Saline
Posey
Union
Wabash
Spencer
Webster
Wayne
Vanderburgh
White
Warrick
The majority of the service area is rural. Through the Affiliate strategic grantmaking, the rural communities
now have easy access to screening mammography and simple diagnostic testing. Should further testing be
required, the many rural hospitals have partnerships with the larger hospitals to provide those services, along
with any treatment that may be needed.
According to the US Census Data, the total population in the service area was approximately 836,220 (2015).
The service area was comprised of 10,614.25 total land square miles. The population was concentrated in five
counties: Vanderburgh and Warrick Counties in Indiana, and Daviess, Henderson, and Hopkins Counties in
Kentucky. These five counties account for 52.0 percent of the total service area population.
The average median household income overall was $44,439. However, seven counties had an average
median household income less than $40,000, which are Edwards, Hamilton, Hardin and Saline Counties in
Illinois and Crittenden, McLean and Union Counties in Kentucky.
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An average of 15.1 percent of residents lived with an income below the national poverty level. However, the
percentages vary greatly and three counties are above 20.0 percent: Hardin County in Illinois, Crittenden and
Union Counties in Kentucky.
The average of uninsured adults was 17.9 percent but many counties reported an average over 20.0 percent,
including Daviess County in Indiana, and Crittenden, Hopkins, McLean, Union and Webster Counties in
Kentucky.
An average of 14.7 percent of residents indicated they could not see a doctor because of cost. However, over
18.0 percent of residents in Hancock County, Kentucky and Knox County, Indiana, could not see a doctor
because of cost.
The education rate of 14.6 percent with less than a high school education matches that of the US national
average. Over 34.0 percent of individuals in the service area has an annual income below 250 percent of
poverty and qualify for services from the Affiliate.
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Figure 1.1. Susan G. Komen Evansville Tri-State service area map
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Purpose of the Community Profile Report
The Community Profile assesses the current state of affairs within the service area with respect to community
breast health. The purpose of the Community Profile Report is to:
 Align strategic and operational plans
 Drive inclusion efforts in the community
 Drive public policy efforts
 Establish focused granting priorities
 Establish focused education needs
 Establish directions for marketing and outreach
 Strengthen sponsorship efforts
The Community Profile is intended to identify and focus Susan G. Komen® Evansville Tri-State on specific
areas of need within the service area. These areas of need will drive the Affiliate’s efforts in the areas of
grants for programs and services, fundraising efforts and public policy advocacy initiatives. In addition, the
Community Profile will serve as baseline data that can be used to evaluate the effectiveness of the Affiliate’s
activities.
The Community Profile will be shared with all current and past Affiliate grantees, volunteers and breast cancer
survivors through email. Affiliate sponsors and donors will receive printed copies either through US mail or
one-on-one meetings or, in some instances, both mail and meeting.
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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® Evansville Tri-State 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 latestage diagnosis and death rates (http://www.healthypeople.gov/2020/default.aspx).
The following is a summary of the Komen Evansville Tri-State’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 females is the same as 120 out of 100,000 females. The female breast cancer incidence rate
would be reported as 120 per 100,000 females 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 or 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-toyear change of the incidence rate. It may be either a positive or negative number.
 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
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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

.

-

Illinois

6,492,949

Indiana
Kentucky

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*

-

1,763

23.6

-2.4%

3,341

47.1

0.1%

-0.3%

909

23.9

-1.9%

1,488

41.1

-0.6%

121.3

-1.0%

597

23.1

-1.8%

1,083

43.4

-2.6%

600

113.6

-1.7%

122

21.7

NA

201

38.6

-3.8%

399,941

558

109.2

-0.3%

116

21.4

NA

186

37.2

-3.1%

Black/African-American

18,854

19

118.5

3.4%

5

28.5

NA

9

55.1

7.3%

American Indian/Alaska

996

SN

SN

SN

SN

SN

SN

SN

SN

SN

3,432

SN

SN

SN

SN

SN

SN

SN

SN

SN

415,977

598

114.0

-1.6%

120

21.5

NA

200

38.7

-3.5%

Hispanic/ Latina

7,245

SN

SN

SN

SN

SN

SN

SN

SN

SN

Edwards County - IL

3,391

6

121.4

11.3%

SN

SN

SN

SN

SN

SN

Gallatin County - IL

2,960

3

75.5

-14.6%

SN

SN

SN

SN

SN

SN

Hamilton County - IL

4,327

6

91.6

-10.3%

SN

SN

SN

SN

SN

SN

Hardin County - IL

2,217

SN

SN

SN

SN

SN

SN

SN

SN

SN

Lawrence County - IL

7,549

11

102.2

-13.3%

SN

SN

SN

4

40.4

-1.5%

Richland County - IL

8,264

15

129.0

-7.5%

SN

SN

SN

5

47.3

-15.3%

12,873

26

143.0

-13.9%

5

26.4

1.1%

11

59.1

-17.0%

Wabash County - IL

6,209

8

103.2

7.5%

SN

SN

SN

SN

SN

SN

Wayne County - IL

8,557

15

128.2

9.5%

SN

SN

SN

5

44.7

NA

White County - IL

7,664

13

110.8

-5.8%

SN

SN

SN

4

34.8

-9.9%

Daviess County - IN

15,604

18

102.1

-5.5%

5

24.5

-2.6%

6

34.0

-5.7%

Dubois County - IN

21,212

31

124.4

-0.2%

6

23.6

0.6%

9

37.1

-8.1%

Gibson County - IN

16,870

27

132.4

-3.8%

5

25.6

-1.8%

9

44.4

-14.4%

Knox County - IN

19,103

30

121.2

4.7%

8

30.2

-0.7%

15

59.9

-7.0%

Perry County - IN

9,083

11

87.6

11.8%

3

22.5

NA

5

36.9

-4.2%

Pike County - IN

6,487

9

103.9

6.3%

SN

SN

SN

SN

SN

SN

Posey County - IN

13,073

15

91.5

7.8%

SN

SN

SN

5

30.0

-27.4%

Spencer County - IN

10,417

13

98.6

10.6%

SN

SN

SN

4

30.2

24.7%

Population Group
US

# of
Deaths
(Annual
Average)

Ageadjusted
Rate/
100,000

-0.2%

40,736

22.6

-

-

-

9,039

126.4

-0.1%

3,260,368

4,287

117.4

2,179,870

3,056

423,222

HP2020

Komen Evansville Tri-State
Service Area
White

Trend
(Annual
Percent
Change)

Trend
(Annual
Percent
Change)

Trend
(Annual
Percent
Change)

Native (AIAN)
Asian Pacific Islander
(API)
Non-Hispanic/ Latina

Saline County - IL
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Incidence Rates and Trends
Female
Population
(Annual
Average)

# of
New
Cases
(Annual
Average)

Ageadjusted
Rate/
100,000

Vanderburgh County - IN

92,447

127

117.2

Warrick County - IN

29,649

42

4,687

Daviess County - KY
Hancock County - KY

Death Rates and Trends

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

Ageadjusted
Rate/
100,000

-1.5%

39

35.6

-3.7%

24.8

-1.1%

12

32.4

16.9%

SN

SN

SN

SN

SN

SN

1.4%

14

21.3

-1.0%

26

45.3

2.1%

138.9

-15.2%

SN

SN

SN

SN

SN

SN

28

97.8

1.6%

6

18.8

-2.3%

9

30.4

-1.6%

24,144

35

111.0

-8.6%

6

18.7

-3.6%

10

30.6

0.1%

McLean County - KY

4,894

7

115.8

-8.5%

SN

SN

SN

4

59.8

7.5%

Union County - KY

7,437

8

90.1

-6.7%

SN

SN

SN

SN

SN

SN

Webster County - KY

6,928

9

105.5

-12.9%

SN

SN

SN

SN

SN

SN

# of
Deaths
(Annual
Average)

Ageadjusted
Rate/
100,000

-2.1%

27

23.1

116.0

1.5%

9

6

97.6

-3.2%

49,156

71

118.9

4,252

7

Henderson County - KY

23,768

Hopkins County - KY

Population Group

Crittenden County - KY

Trend
(Annual
Percent
Change)

Trend
(Annual
Percent
Change)

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) mortality 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 and trend in Komen Evansville Tri-State service area were lower than
that observed in the US as a whole. The incidence rate of the Affiliate service area was significantly lower than
that observed for the state of Illinois and the incidence trend was not significantly different than the state of
Illinois. The incidence rate and trend of the Affiliate service area were not significantly different than that
observed for the state of Indiana. The incidence rate of the Affiliate service area was significantly lower than
that observed for the state of Kentucky and the incidence trend was not significantly different than the state of
Kentucky.
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 Asians/Pacific Islanders (APIs) and American
Indians/Alaska Natives (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
Blacks/African-Americans than Whites. There were not enough data available within the Affiliate service area
to report on APIs and AIANs 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.
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The following county had an incidence rate significantly higher than the Affiliate service area as a whole:
 Saline County, IL
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. 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 Evansville Tri-State service area was similar to that
observed in the US as a whole and the death rate trend was not available for comparison with the US as a
whole. The death rate of the Affiliate service area was not significantly different than that observed for the
state of Illinois. The death rate of the Affiliate service area was not significantly different than that observed for
the state of Indiana. The death rate of the Affiliate service area was not significantly different than that
observed for the state of Kentucky.
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 higher among Blacks/African-Americans than Whites. There were
not enough data available within the Affiliate service area to report on APIs and AIANs 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.
None of the counties in the Affiliate service area had substantially different death rates than the Affiliate service
area as a whole or did not have enough data.
Late-stage incidence rates and trends summary
Overall, the breast cancer late-stage incidence rate and trend in the Komen Evansville Tri-State service area
were lower than that observed in the US as a whole. The late-stage incidence rate of the Affiliate service area
was significantly lower than that observed for the state of Illinois and the late-stage incidence trend was not
significantly different than the state of Illinois. The late-stage incidence rate and trend of the Affiliate service
area were not significantly different than that observed for the state of Indiana. The late-stage incidence rate of
the Affiliate service area was significantly lower than that observed for the state of Kentucky and the late-stage
incidence trend was not significantly different than the state of Kentucky.
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 Blacks/African-Americans
than Whites. There were not enough data available within the Affiliate service area to report on APIs and
AIANs 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.
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The following counties had a late-stage incidence rate significantly higher than the Affiliate service area as a
whole:
 Saline County, IL
 Knox County, IN
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 other year
beginning at age 55

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

*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 that the BRFSS determines should have mammograms (i.e.
women aged 50 to 74 years).
 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 that should have had mammograms 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.
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)

# w/ SelfReported
Mammogram

Proportion
Screened
(Weighted
Average)

Confidence
Interval of
Proportion
Screened

174,796

133,399

77.5%

77.2%-77.7%

Illinois

2,253

1,703

76.4%

74.0%-78.6%

Indiana

3,249

2,306

69.5%

67.5%-71.5%

Kentucky

4,570

3,422

74.6%

72.9%-76.3%

566

435

74.8%

70.1%-79.0%

539

413

74.7%

69.9%-79.0%

Black/African-American

15

13

72.4%

34.1%-93.0%

AIAN

SN

SN

SN

SN

API

SN

SN

SN

SN

Hispanic/ Latina

SN

SN

SN

SN

Non-Hispanic/ Latina

561

431

74.8%

70.0%-79.0%

Edwards County - IL

SN

SN

SN

SN

Gallatin County - IL

SN

SN

SN

SN

Komen Evansville Tri-State Service Area
White
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Population Group

# of Women
Interviewed
(Sample Size)

Proportion
Screened
(Weighted
Average)

# w/ SelfReported
Mammogram

Confidence
Interval of
Proportion
Screened

Hamilton County - IL

SN

SN

SN

SN

Hardin County - IL

SN

SN

SN

SN

Lawrence County - IL

SN

SN

SN

SN

Richland County - IL

SN

SN

SN

SN

Saline County - IL

SN

SN

SN

SN

Wabash County - IL

SN

SN

SN

SN

Wayne County - IL

SN

SN

SN

SN

White County - IL

SN

SN

SN

SN

Daviess County - IN

22

15

65.4%

41.1%-83.7%

Dubois County - IN

21

14

74.3%

49.3%-89.6%

Gibson County - IN

21

19

90.2%

67.2%-97.6%

Knox County - IN

14

13

88.2%

53.9%-98.0%

Perry County - IN

16

9

56.5%

22.9%-85.0%

Pike County - IN

SN

SN

SN

SN

Posey County - IN

SN

SN

SN

SN

Spencer County - IN

24

20

81.7%

59.4%-93.2%

Vanderburgh County - IN

92

78

84.0%

72.9%-91.1%

Warrick County - IN

23

17

77.0%

54.1%-90.5%

Crittenden County - KY

SN

SN

SN

SN

Daviess County - KY

145

121

81.4%

71.3%-88.5%

Hancock County - KY

SN

SN

SN

SN

Henderson County - KY

59

47

77.9%

62.2%-88.4%

Hopkins County - KY

66

38

47.6%

33.1%-62.5%

McLean County - KY

SN

SN

SN

SN

Union County - KY

19

16

81.0%

44.2%-95.8%

Webster County - KY

15

10

58.1%

26.7%-84.1%

SN – data suppressed due to small numbers (fewer than 10 samples).
Data are for 2012.
Source: CDC – Behavioral Risk Factor Surveillance System (BRFSS).

Breast cancer screening proportions summary
The breast cancer screening proportion in Komen Evansville Tri-State service area was not significantly
different than that observed in the US as a whole. The screening proportion of the Affiliate service area was
not significantly different than the state of Illinois, was not significantly different than the state of Indiana, and
was not significantly different than the state of Kentucky.
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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/African-Americans. For the Affiliate service area as a whole, the screening proportion was
not significantly different among Blacks/African-Americans than Whites. There were not enough data available
within the Affiliate service area to report on APIs and AIANs 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 following county had a screening proportion significantly lower than the Affiliate service area as a whole:
 Hopkins County, KY
The remaining counties had screening proportions that were not significantly different than the Affiliate service
area as a whole.
Population Characteristics
The report contains demographic and socioeconomic measures which includes basic information about women
in each area, such as race, ethnicity age, education, income, and unemployment (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 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/Latino or Non-Hispanic/Latino.
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.
 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.
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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 %

Illinois

78.2 %

16.0 %

0.7 %

5.2 %

84.7 %

15.3 %

47.6 %

33.9 %

14.4 %

Indiana

87.4 %

10.2 %

0.4 %

1.9 %

94.2 %

5.8 %

48.0 %

34.6 %

14.8 %

Kentucky

89.8 %

8.5 %

0.3 %

1.4 %

97.2 %

2.8 %

49.4 %

35.6 %

15.2 %

Komen Evansville Tri-State
Service Area

94.1 %

4.7 %

0.3 %

0.9 %

98.0 %

2.0 %

51.6 %

38.6 %

17.5 %

Edwards County - IL

98.5 %

0.9 %

0.2 %

0.4 %

99.4 %

0.6 %

55.9 %

43.2 %

20.5 %

Gallatin County - IL

98.8 %

0.8 %

0.2 %

0.2 %

98.8 %

1.2 %

57.6 %

45.5 %

22.4 %

Hamilton County - IL

98.5 %

0.7 %

0.3 %

0.4 %

98.6 %

1.4 %

55.8 %

43.9 %

22.6 %

Hardin County - IL

98.1 %

0.5 %

0.7 %

0.7 %

98.1 %

1.9 %

59.4 %

45.8 %

21.8 %

Lawrence County - IL

98.0 %

1.3 %

0.4 %

0.3 %

98.6 %

1.4 %

54.7 %

41.9 %

20.5 %

Richland County - IL

98.0 %

0.7 %

0.2 %

1.0 %

98.6 %

1.4 %

54.7 %

42.2 %

21.6 %

Saline County - IL

94.9 %

4.0 %

0.5 %

0.7 %

98.5 %

1.5 %

54.7 %

42.0 %

20.8 %

Wabash County - IL

98.0 %

1.0 %

0.3 %

0.7 %

98.7 %

1.3 %

54.9 %

42.3 %

20.3 %

Wayne County - IL

98.6 %

0.6 %

0.3 %

0.4 %

99.0 %

1.0 %

55.1 %

42.7 %

21.7 %

White County - IL

98.7 %

0.7 %

0.3 %

0.3 %

99.0 %

1.0 %

56.9 %

44.6 %

23.2 %

Daviess County - IN

98.1 %

1.0 %

0.4 %

0.6 %

96.1 %

3.9 %

46.7 %

34.5 %

16.2 %

Dubois County - IN

98.5 %

0.6 %

0.3 %

0.7 %

94.3 %

5.7 %

51.5 %

37.7 %

17.1 %

Gibson County - IN

96.6 %

2.6 %

0.2 %

0.6 %

98.8 %

1.2 %

52.1 %

38.7 %

17.8 %

Knox County - IN

96.2 %

2.9 %

0.2 %

0.7 %

98.4 %

1.6 %

51.8 %

39.6 %

18.9 %

Perry County - IN

98.5 %

0.6 %

0.3 %

0.6 %

98.9 %

1.1 %

53.9 %

41.1 %

18.6 %

Pike County - IN

98.7 %

0.6 %

0.3 %

0.3 %

99.0 %

1.0 %

55.2 %

41.5 %

19.1 %

Posey County - IN

97.9 %

1.4 %

0.2 %

0.5 %

99.0 %

1.0 %

54.1 %

39.4 %

16.4 %

Spencer County - IN

98.1 %

1.0 %

0.3 %

0.5 %

97.7 %

2.3 %

53.4 %

39.3 %

16.7 %

Vanderburgh County - IN

88.2 %

10.1 %

0.3 %

1.4 %

97.9 %

2.1 %

49.0 %

36.7 %

16.5 %

Warrick County - IN

96.1 %

1.8 %

0.2 %

1.8 %

98.4 %

1.6 %

51.8 %

37.3 %

15.3 %

Crittenden County - KY

98.6 %

0.7 %

0.4 %

0.2 %

99.6 %

0.4 %

55.0 %

41.7 %

20.0 %

Daviess County - KY

93.7 %

5.2 %

0.1 %

1.0 %

97.8 %

2.2 %

50.5 %

37.2 %

16.7 %

Hancock County - KY

98.1 %

1.3 %

0.3 %

0.3 %

98.9 %

1.1 %

50.8 %

36.2 %

15.2 %

Henderson County - KY

90.7 %

8.5 %

0.2 %

0.6 %

98.3 %

1.7 %

51.1 %

37.8 %

15.8 %

Hopkins County - KY

91.9 %

7.3 %

0.1 %

0.7 %

98.6 %

1.4 %

52.9 %

39.4 %

17.4 %

McLean County - KY

98.6 %

1.0 %

0.3 %

0.1 %

99.0 %

1.0 %

53.4 %

39.8 %

19.0 %

Union County - KY

89.2 %

10.1 %

0.2 %

0.5 %

98.7 %

1.3 %

49.7 %

37.4 %

16.3 %

Webster County - KY

94.8 %

4.3 %

0.3 %

0.7 %

95.6 %

4.4 %

52.0 %

38.6 %

17.3 %

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

®

Susan G. Komen Evansville Tri-State

26 | P a g e

Table 2.5. Population characteristics – socioeconomics

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)

US

14.6 %

14.3 %

33.3 %

8.7 %

12.8 %

4.7 %

19.3 %

23.3 %

16.6 %

Illinois

13.4 %

13.1 %

30.1 %

9.3 %

13.7 %

5.3 %

11.5 %

16.2 %

15.2 %

Indiana

13.4 %

14.1 %

32.9 %

9.0 %

4.5 %

1.8 %

27.6 %

14.7 %

15.6 %

Kentucky

18.3 %

18.1 %

39.3 %

8.9 %

3.1 %

1.1 %

41.6 %

37.7 %

15.8 %

Komen Evansville TriState Service Area

14.6 %

14.1 %

34.1 %

6.9 %

1.8 %

0.7 %

42.6 %

30.0 %

14.1 %

Edwards County - IL

11.8 %

11.5 %

35.3 %

8.6 %

0.3 %

0.4 %

100.0 %

100.0 %

13.3 %

Gallatin County - IL

21.4 %

18.2 %

38.6 %

10.2 %

0.5 %

0.2 %

100.0 %

100.0 %

15.0 %

Hamilton County - IL

17.7 %

10.0 %

37.1 %

7.8 %

0.2 %

0.0 %

68.1 %

69.1 %

14.3 %

Hardin County - IL

21.1 %

23.8 %

42.2 %

8.7 %

0.9 %

0.4 %

100.0 %

100.0 %

14.4 %

Lawrence County - IL

20.7 %

16.2 %

39.1 %

5.9 %

1.7 %

0.3 %

58.0 %

100.0 %

13.5 %

Richland County - IL

10.7 %

13.4 %

36.9 %

5.8 %

2.3 %

1.0 %

43.5 %

0.0 %

13.4 %

Saline County - IL

17.2 %

17.0 %

44.1 %

9.1 %

1.1 %

0.3 %

43.7 %

0.0 %

13.4 %

Wabash County - IL

12.7 %

12.7 %

34.3 %

6.5 %

1.1 %

0.2 %

38.9 %

100.0 %

12.0 %

Wayne County - IL

15.9 %

13.6 %

37.0 %

6.6 %

1.0 %

0.0 %

69.9 %

39.0 %

14.6 %

White County - IL

14.7 %

15.1 %

37.0 %

7.4 %

1.2 %

0.1 %

62.0 %

100.0 %

13.6 %

Daviess County - IN

24.6 %

13.1 %

38.8 %

5.0 %

2.6 %

2.2 %

60.3 %

100.0 %

19.1 %

Dubois County - IN

14.4 %

8.5 %

26.5 %

4.4 %

3.7 %

2.4 %

49.2 %

0.0 %

13.4 %

Gibson County - IN

10.6 %

12.6 %

29.5 %

6.9 %

0.8 %

0.8 %

53.6 %

25.4 %

12.5 %

Knox County - IN

14.9 %

16.0 %

38.9 %

6.9 %

1.8 %

0.2 %

36.2 %

0.0 %

16.0 %

Perry County - IN

17.9 %

10.1 %

33.8 %

7.1 %

0.4 %

0.1 %

55.0 %

16.6 %

15.1 %

Pike County - IN

16.0 %

13.5 %

34.9 %

7.6 %

0.7 %

0.0 %

100.0 %

100.0 %

14.0 %

Posey County - IN

10.6 %

10.1 %

22.8 %

7.1 %

1.2 %

0.0 %

66.8 %

33.6 %

10.2 %

Spencer County - IN

14.3 %

12.3 %

30.9 %

6.6 %

1.8 %

1.2 %

100.0 %

100.0 %

13.0 %

Vanderburgh County - IN

12.1 %

15.5 %

34.4 %

6.8 %

2.4 %

0.9 %

9.2 %

15.7 %

14.6 %

Warrick County - IN

8.4 %

7.3 %

20.9 %

6.1 %

2.8 %

0.4 %

29.3 %

0.0 %

11.1 %

Crittenden County - KY

23.1 %

18.4 %

46.1 %

8.3 %

0.5 %

1.1 %

70.8 %

0.0 %

18.9 %

Daviess County - KY

12.6 %

14.2 %

35.7 %

6.8 %

1.8 %

0.8 %

27.0 %

0.0 %

13.4 %

Hancock County - KY

15.3 %

14.0 %

34.5 %

6.2 %

0.7 %

0.3 %

89.3 %

0.0 %

14.0 %

Henderson County - KY

15.3 %

15.0 %

37.2 %

9.0 %

1.1 %

0.4 %

38.2 %

5.5 %

14.9 %

Hopkins County - KY

20.1 %

19.6 %

37.9 %

8.3 %

1.2 %

0.4 %

47.1 %

50.3 %

15.1 %

McLean County - KY

21.5 %

16.6 %

39.7 %

7.1 %

0.6 %

0.0 %

100.0 %

100.0 %

16.3 %

Union County - KY

17.8 %

23.2 %

36.3 %

9.5 %

1.4 %

0.4 %

65.3 %

100.0 %

14.7 %

Webster County - KY

24.6 %

15.8 %

39.7 %

5.8 %

2.4 %

0.7 %

100.0 %

100.0 %

17.2 %

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, Komen Evansville Tri-State 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/Pacific Islander (API) female population, a slightly smaller American Indian/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 the same as the US
as a whole and income level is about the same as those of the US as a whole. There are 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 are a substantially larger percentage of people living in rural
areas, a slightly smaller percentage of people without health insurance, and a substantially larger percentage
of people living in medically underserved areas.
The following counties have substantially larger Black/Africa- American female population percentages than
that of the Affiliate service area as a whole:
 Vanderburgh County, IN
 Union County, KY
The following county has a substantially older female population percentage than that of the Affiliate service
area as a whole:
 White County, IL
The following counties have substantially lower education levels than that of the Affiliate service area as a
whole:
 Gallatin County, IL
 Hardin County, IL
 Lawrence County, IL
 Daviess County, IN
 Crittenden County, KY
 Hopkins County, KY
 McLean County, KY
 Webster County, KY
The following county has a substantially lower income level than that of the Affiliate service area as a whole:
 Hardin County, IL
The following county has a substantially lower employment level than that of the Affiliate service area as a
whole:
 Gallatin County, IL
The following county has a substantially larger percentage of adults without health insurance than does the
Affiliate service area as a whole:
 Daviess County, IN
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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
Headquarters 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: 20.6 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 Komen Evansville Tri-State 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.
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.
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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.
Table 2.6. Needs/priority classification based on the projected time to achieve
HP2020 breast cancer targets

Time to Achieve Death
Rate Reduction Target

13 years or
longer
7-12 yrs.
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
High
Medium
Medium Low
High
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 proportions and key breast cancer risk determinants such as poverty level and
linguistic isolation.
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Table 2.7. Intervention priorities for Komen Evansville Tri-State service area with predicted time to achieve the
HP2020 breast cancer targets and key population characteristics
Priority

Predicted Time to
Achieve Death Rate
Target

Predicted Time to
Achieve Late-stage
Incidence Target

Key Population
Characteristics

Spencer County - IN

Highest

SN

13 years or longer

Rural, medically underserved

Warrick County - IN

Highest

13 years or longer

13 years or longer

McLean County - KY

Highest

SN

13 years or longer

Saline County - IL

Medium High

13 years or longer

2 years

Knox County - IN

Medium High

13 years or longer

6 years

Daviess County - KY

Medium High

4 years

13 years or longer

Dubois County - IN

Medium

13 years or longer

Currently meets target

Rural

Gibson County - IN

Medium

12 years

1 year

Rural

Richland County - IL

Medium Low

SN

1 year

Daviess County - IN

Medium Low

7 years

Currently meets target

Education, rural, insurance, medically
underserved

Vanderburgh County - IN

Medium Low

8 years

Currently meets target

%Black/African-American

Lawrence County - IL

Lowest

SN

Currently meets target

Education, rural, medically
underserved

White County - IL

Lowest

SN

Currently meets target

Older, rural, medically underserved

Perry County - IN

Lowest

NA

Currently meets target

Rural

Posey County - IN

Lowest

SN

Currently meets target

Rural

Henderson County - KY

Lowest

Currently meets target

Currently meets target

Hopkins County - KY

Lowest

Currently meets target

Currently meets target

Education, medically underserved

Edwards County - IL

Undetermined

SN

SN

Rural, medically underserved

Gallatin County - IL

Undetermined

SN

SN

Education, employment, rural,
medically underserved

Hamilton County - IL

Undetermined

SN

SN

Rural, medically underserved

Hardin County - IL

Undetermined

SN

SN

Education, poverty, rural, medically
underserved

Wabash County - IL

Undetermined

SN

SN

Medically underserved

Wayne County - IL

Undetermined

SN

NA

Rural, medically underserved

Pike County - IN

Undetermined

SN

SN

Rural, medically underserved

Crittenden County - KY

Undetermined

SN

SN

Education, rural

Hancock County - KY

Undetermined

SN

SN

Rural

Union County - KY

Undetermined

SN

SN

%Black/African-American, rural,
medically underserved

Webster County - KY

Undetermined

SN

SN

Education, rural, medically
underserved

County

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
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.
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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
Three counties in Komen Evansville Tri-State service area are in the highest priority category. One of the
three, Warrick County, IN, is not likely to meet either the death rate or late-stage incidence rate HP2020
targets. Two of the three, Spencer County, IN and McLean County, KY, are not likely to meet the late-stage
incidence rate HP2020 target.
Medium high priority areas
Three counties in the Komen Evansville Tri-State service area are in the medium high priority category. Two of
the three, Saline County, IL and Knox County, IN, are not likely to meet the death rate HP2020 target. One of
the three, Daviess County, KY is not likely to meet the late-stage incidence rate HP2020 target.
The incidence rates in Saline County, IL (143.0 per 100,000) are significantly higher than the Affiliate service
area as a whole (113.6 per 100,000). The late-stage incidence rates in Saline County, IL (59.1 per 100,000)
and Knox County, IN (59.9 per 100,000) are significantly higher than the Affiliate service area as a whole (38.6
per 100,000).
Selection of Target Communities
In an effort to use Susan G. Komen® Evansville Tri-State sources in the most effective manner, the Affiliate has
chosen three target counties within the service area to focus on. Those efforts have been further narrowed by
census tract to identify communities of greatest need within those counties to best focus strategic efforts over
the next five years. Target communities are those which show an increased chance of vulnerable populations
likely at risk for experiencing gaps in breast health services and/or barriers in access to care.
When selecting target communities, the Affiliate reviewed Healthy People 2020, a major federal government
initiative that provides specific health objectives for communities and the country as a whole. Specific to
Evansville Tri-State’s work, goals around reducing women’s death rate from breast cancer and reducing the
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number of breast cancers found at a late-stage were analyzed. Through this review, areas of priority were
identified based on the time needed to meet Healthy People 2020 targets for breast cancer.
Additional key indicators the Affiliate reviewed when selecting target counties included, but were not limited to:
 Incidence rates and trends
 Death rates and trends
 Late-stage rates and trends
 Below average screening proportions
 Residents living below poverty level
 Residents living without health insurance
 Unemployment levels
The selected target communities are:
 Warrick County, Indiana with a focus on Boonville, Chandler and Tennyson
 Spencer County, Indiana with a focus on Evanston, Grandview, Lamar and Rockport
 McLean County, Kentucky with a focus on female Medicare enrollees aged 65 to 69 years
Warrick County
Warrick County, Indiana as a whole is not considered underserved because it has the lowest percentage of
people with incomes less than 100 percent of the poverty level (7.3 percent) in the Affiliate service area and a
low number of uninsured residents aged 40-64 years (11.1 percent) (Table 2.4). Warrick County has a death
rate from breast cancer of 24.8 deaths per 100,000 women and decreasing yearly (1.1 percent). It is estimated
that the county will take 13 years, or longer, to reach the Healthy People 2020 goal of 20.6 per 100,000 women
(Table 2.1). Although Warrick County has a late-stage breast cancer diagnosis incidence rate of 32.4 deaths
per 100,000 women that currently meets the HP 2020 goal, the trend is increasing (16.9 percent) predicting
that the county may not meet that goal (Table 2.1).
This study will look at three communities with a poverty level greater than 30.0 percent below 200 percent of
the Federal Poverty Level, which are in more rural areas of the county and might likely contribute to the entire
county not meeting the Healthy People 2020 goals for both death rate and late-stage diagnosis incidence rate.
Warrick County is 29.3 percent rural and mainly a White population (Table 2.4). The unemployment percent is
low at 6.1 percent and the number of uninsured individuals is 11.1 percent. There are no areas within the
county defines as medically underserved (Table 2.4). When broken down further by census tract, however,
tracts 301, 304 and 306 have the highest poverty level for the county (CHNA, 2012). The towns and city
involved are Tennyson at 31.8 percent poverty, Chandler at 40.6 percent poverty and Boonville with 33.5
percent poverty (CHNA, 2012).
The Health Systems Analysis will take a deeper look at these areas in particular to determine why the breast
health services that are readily available in the county are not being utilized.
Spencer County
Spencer County is 100 percent rural with no health care facilities located within the county leaving them
medically underserved (Table 2.4). They have four communities with poverty levels exceeding 36.0 percent of
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the 200 percent Federal Poverty Level while the county as a whole is at 28.0 percent (CHNA, 2012). The
Affiliate will focus on census tract 9528 which includes Evanston, Grandview and Lamar at 36.3 percent
poverty and census tract 9531 which is Rockport. It has the highest poverty level in the county at 45.5 percent
(CHNA, 2012).
Spencer County has a late-stage breast cancer rate of 30.2 per 100,000 women (Table 2.1). This currently
meets the goal for HP 2020 of being below 41.0 cases per 100,000, however, based on the trend of 24.7
percent (Table 2.1) Spencer County is not likely to meet the late-state incidence rate HP 2020 goal (Table 2.7).
The numbers for death rates were suppressed due to small numbers and therefore not studied (Table 2.1).
The Health Systems Analysis for Spencer County will look at neighboring counties to determine where service
providers are located. It will also explore whether or not transportation is a factor.
McLean County
McLean County, Kentucky is the last area chosen as a target community. McLean County is unlikely to meet
the HP2020 target for late-stage diagnosis (Table 2.7). Currently the county is at 59.8 cases per 100,000
women and the trend is 7.5 percent meaning it will take more than 13 years to attain the goal of 41.0 cases per
100,000 (Tables 2.1) McLean County is 100 percent rural and medically underserved (Tables 2.4). The
poverty level is 41.0 percent for the county and the uninsured percent is 20.9 (Table 2.4). McLean County has
low education levels with 21.5 percent less than high school education (Table 2.4).
Because there were no towns within the county that stood out as targets and the county is large in proportion,
the Affiliate will be targeting Medicare enrollees. In McLean County, the female population aged 65 years and
up represents 20.3 percent of the total population and 12.1 percent of these women are living below the
poverty level (CHNA, 2012). While this population has insurance, the percentage receiving annual screening
mammograms is at 58.3 percent and trending downward for women aged 65-69 years (Healthy Communities
Institute, 2013). Kentucky Cancer Program and Owensboro Health System are doing similar tracking with the
same population also leading the Affiliate to choose this target group in order to share data and resources.
The Heath Systems Analysis will explore options available for screening as well as limitations. It will also look
at evidence based education programs targeting this population in an effort to increase early detection of
breast cancer.
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Health Systems and Public Policy Analysis
Health Systems Analysis Data Sources
Susan G. Komen® Evansville Tri-State contacted grantees at both Deaconess Breast Center and St. Mary’s
Breast Center for resource information in the target communities. Each of them was able to provide
information on services provided by their facility and partners. Contact was also made with the Kentucky
Cancer Program to find resources. Google was the primary search engine that was used for internet searches.
Once providers were located in the target communities, preliminary notations were made to indicate the
services they provided. Phone calls and emails, by staff and volunteers, to services providers were used to
verify services provided.
Health Systems Overview
The Breast Cancer Continuum of Care (CoC) is a model
(Figure 3.1) that shows how a woman typically moves
through the health care system for breast care. 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.
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
Figure 3.1. Breast Cancer Continuum
encourage women to get screened and reinforcing the need to
of Care (CoC)
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, understanding side effects and
how to manage them, and helping to formulate questions a woman may have for her providers.
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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 follow-up 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 therapy).
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, such as myths and misconceptions. Education can address some of these barriers and help a
woman progress through the CoC more quickly.
Spencer County, Indiana
Spencer County is an underserved area because of lack of health care facilities, transportation and resources.
It is also an isolated area due to the rural location. The medical providers within Spencer County offer clinical
breast exams as the extent of their breast health services with one exception (Figure 3.2). St. Mary’s Hospital
in Evansville, Indiana, brings their mobile mammography screening unit to the office of Dr. Lloyd McGinnis.
However, if an abnormality is found the patient must receive further diagnostic testing at St. Mary’s Breast
Center in Newburgh, Indiana.
Patients in Spencer County travel to the following counties to receive health care: Daviess County, Kentucky;
Perry County, Indiana; Warrick County, Indiana; and Vanderburgh County, Indiana. The majority of residents
in Spencer County served by current and past Komen Evansville Tri-State grant funded screening programs go
to Daviess County, Kentucky.
Using Google Maps as a resource, the Affiliate was able to determine that the closest source of breast health
services is Daviess County, Kentucky, where patients will travel between 20 and 36 minutes. Patients will
travel 24 to 33 minutes to Perry County, Indiana, and between 33 and 54 minutes to Warrick County, Indiana.
The Spencer County Council on Aging offers transportation services through United Way for elderly and
disabled patients traveling for medical appointments. This will be a new partnership for Susan G. Komen®
Evansville Tri-State and United Way will open the door to additional partners. This will allow the opportunity to
find additional transportation options for residents to seek services outside of the county.
The Affiliate has identified the local Catholic Diocese and Catholic Charities as a potential mission partner in
the county because of their strong reach in the church and school communities. This was determined from
past relationships with them and their experience with health ministry, education, and outreach. Additionally the
Affiliate will work with St. Mary’s Hospital Mobile Mammography screening program to identify dates and
locations to add at least one additional screening per year to make services more accessible.
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Figure 3.2. Breast cancer services available in Spencer County, IN
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Warrick County, Indiana
Warrick County as a whole has all of the services necessary for a patient to enter and stay in the continuum of
care (Figure 3.3). Screening mammograms and diagnostic imaging services are available at St. Mary’s Breast
Center and privately owned Women’s Health Care, PC stand-alone mammography center. St. Mary’s also
owns a mobile mammography unit that travels on a regular basis to St. Mary’s Warrick Hospital in Boonville as
well as other locations in the county and throughout the Affiliate service area. Midwest Radiologic Imaging (as
part of Deaconess Hospital) has a screening mammography center and can refer patients to Deaconess
Breast Center in Evansville, which is approximately eight miles away, for further testing as needed.
If a patient is diagnosed with breast cancer he or she has treatment options in Warrick County as well. The
Deaconess Women’s Cancer Center provides breast surgery in conjunction with Evansville Surgery Center
located on the same medical campus. Deaconess Chancellor Center provides chemotherapy and radiation.
Both facilities provide patients with support and survivorship services. St. Mary’s Warrick Hospital has a
partnership with Evansville Surgical Associates to provide breast surgery at their facility. Evansville Surgical
Associates also have offices and patient navigators within St. Mary’s Breast Center and provide surgical
consultations and follow-up care in their offices. Surgery is performed either at St. Mary’s Hospital, which is
less than five miles from the breast center, or Deaconess Hospital in Evansville. Oncology Hematology
Associates (OHA) is a physician owned stand-alone treatment facility also located in Warrick County.
Dubois/Warrick/Pike Economic Opportunity Committee dba TRI-CAP has an office in Boonville and offers a
breast cancer treatment program that includes case management, patient navigation and financial assistance
for treatment through a partnership with Komen Evansville Tri-State. Their services are provided for patients
throughout the Affiliate service area and also provide assistance for male patients. Two other treatment
support service organizations are available for this targeted area. Indiana Women in Need (IWIN) is a not-forprofit based in Indianapolis, Indiana providing service to women throughout the state who are in active
treatment for breast cancer. They assist with non-medical necessities such as childcare, groceries and fuel
assistance so that women are able to stay in treatment with less worry about bills. TOUCH, Inc. is also
available to cancer patients in Vanderburgh and Warrick Counties. They provide financial assistance for travel,
out of pocket expense, utilities, childcare, and housing. All three have an application process and review
process. No payments are made directly to patients, but rather to providers of the services.
The last service provider identified was Aseracare Hospice for palliative care and end of life care. Deaconess
Hospital has partnered with Visiting Nurse Plus to offer in home hospice care as well as a hospice center.
Their offices are located in Evansville, Indiana; however, referral nurses will travel to meet with patients and
families when needed.
Weaknesses that were identified in Warrick County were that most of the medical providers are located in
Newburgh while it was determined the greatest need was in Boonville, Chandler and Tennyson . Additionally,
due to the close proximity of Newburgh to Evansville (the metro hub of the Affiliate) many people are unaware
that these providers are actually in Warrick County. It is important to note that St. Mary’s Breast Center was
relocated in February, 2014 from Evansville.
Due to the close proximity to Evansville, Warrick County can also benefit from the addition of Gilda’s Club to
the region. The support services that are offered at the clubhouse cannot be matched by the medical facilities
but can work in partnership with them.
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Using Google Maps and maps provided by the Warrick Area Transit System (WATS) it was determined that
the greatest distance someone must travel to receive medical services is less than 30 miles on average
whether to Newburgh or Evansville. WATS provides low or no cost transportation alternatives to residents
throughout Warrick County for shopping and medical care. They also link to the Metropolitan Evansville
Transportation System (METS) to allow greater access to the neighboring city of Evansville. In addition,
Deaconess Gateway Hospital’s campus offers patient shuttle service to their main Evansville location and St.
Mary’s Breast Center is exploring options for transportation to their main campus as well.
Another weakness that was identified was lack of reconstruction services available. While no surgeons were
identified in the county, there are two surgeons in the Affiliate service area who are board certified in breast
reconstruction surgery and have privileges at both of the hospital systems served by this county.
Women without a primary care physician are somewhat limited in the care they receive. In Indiana, a patient is
able to self-refer for a screening mammogram, but needs a physician order for a diagnostic mammogram.
Therefore, if she schedules an appointment for a screening mammogram but mentions she noticed a change
in her breasts, that becomes a diagnostic mammogram and the rules change. With the lack of community
health centers in the communities this is a barrier to care. There are four clinics in Evansville that see low
income patients, regardless of insurance, on a sliding scale. This again might cause a transportation burden.
Lack of education has been identified as a gap in Warrick County. In order to better reach the needs of the
targeted population the Affiliate has identified the need to reach out to social service providers throughout the
county. The Affiliate has identified the current relationship with TRI-CAP to help with that process. They
provide utility assistance, weatherization, early childhood education, family planning and other services
throughout the communities. Through them, the hope is to educate families about what screening tests are
available as well as when and where to obtain them.
Current Komen Evansville Tri-State grantees are also working with patients to encourage them to find out what
insurance benefits they currently have and how to take advantage of those benefits in terms of wellness
screenings. In order to reduce late-stage diagnosis and decrease death rates, early intervention is a necessity
and education is the first step.
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Figure 3.3. Breast cancer services available in Warrick County, IN
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McLean County, Kentucky
McLean County Kentucky is medically underserved and the Medicare population is particularly at risk due to
the rural location of the county and lack of resources (Figure 3.4).
The McLean County Health Center is the entry point for the county into the BCCP program for Kentucky.
Patients who contact them for services and are eligible for the program are then referred for services at
neighboring hospitals. Regional Health Care Affiliates dba Health First CHC is a Community Health Center
located in Calhoun, Kentucky, and is designated as a federally qualified health center. They are a valuable
resource for women in Kentucky without a primary care physician in order to obtain an order for a screening
mammogram.
Currently there are no mobile mammography units within the service area that are able to provide screening
mammograms for McLean County. The closest screening and diagnostic facility is within 20 miles, located in
Owensboro, Kentucky (Daviess County). There are medical facilities located in four of the neighboring
counties with the furthest being approximately 35 miles away.
For the Affiliate’s target population of Medicare enrollees, the McLean County Senior Citizens Center has been
identified as a partner. The Affiliate has worked with them in the past and they are a strong source of
education and support for the community. They also provide transportation to medical appointments in
Owensboro for clients who need that service.
The McLean County Health Coalition is another strong partner in the community. The Affiliate serves as part
of this coalition and is working toward finding solutions for health care problems for the county. Beginning an
education program through the coalition for all women about the need for early detection is a goal. That
program will then be crafted for the targeted Medicare audience and delivered to them as well.
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Figure 3.4. Breast cancer services available in McLean County, KY
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Public Policy Overview
The following section will discuss the following topics for Illinois, Indiana and Kentucky:
National Breast and Cervical Cancer Early Detection Program: Beginning in 1991 the three states in the
Affiliate adopted a federal program to provide Breast and Cervical Cancer screening and treatment, the
National Breast and Cervical Cancer Early Detection Program (NBCCEDP). In this program, federal funding
as well as state funding is combined to care for women who are diagnosed with breast cancer. At its inception,
states were given the option of three levels for treatment and care. Each of the three states chose different
options. Illinois has remained in the least restrictive category and Kentucky has stayed the most restrictive.
The Indiana state legislature voted in 2009 to relax some of the rules for breast cancer treatment within the
state but it is still somewhat limiting for breast cancer screening.
State Comprehensive Cancer Control Coalition and Plan: Since 1998, the CDC National Comprehensive
Cancer Control (CCC) Program has worked to reduce the burden of cancer in the United States. This program
works in every state to promote healthy lifestyles and cancer screenings, provide education, increase access
to quality care, and enhance cancer survivors’ quality of life.
Affordable Care Act: Enacted in March 2010, the Affordable Care Act is the nation's health reform law which
gives the American people the stability and flexibility they need to make informed choices about their health.
This Act puts individuals, families and small business owners in control of their health care. It reduces
premium costs for millions of working families and small businesses by providing hundreds of billions of dollars
in tax relief – the largest middle class tax cut for health care in history. It also reduces what families will have
to pay for health care by capping out-of-pocket expenses and requiring preventive care to be fully covered
without any out-of-pocket expense (DHHS, 2012).
Affiliate’s Public Policy Activities: Komen Headquarters advocacy priorities include, but not limited to:
 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
 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
 Requiring insurance companies provide coverage for oral anti-cancer drugs on a basis that is no less
favorable than what’s already provided for intravenously-administered chemotherapy, and to protect
patients from high out of pocket costs
 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.
Illinois
Illinois Breast and Cervical Cancer Program
Illinois has the least restrictive program. Any woman without insurance, regardless of income, who is aged 3564 years, can enter the program for screening. Women can enter the program for treatment even if they were
diagnosed by someone other than a BCCP provider. In some cases, women under the age of 35 years are
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eligible for screening and/or treatment services. If a woman moves to Illinois after she has been diagnosed
with breast cancer in a different state she is often eligible for treatment services. Women can access services
through regional lead agencies or the women’s health help line either will identify a local provider. If a cancer
diagnosis is received, the state Medicaid program is the administrator for the treatment costs.
Currently, Susan G. Komen® Evansville Tri-State has contacts within two of the three regional lead agencies
and works to refer patients when appropriate. Several of the Affiliate’s Illinois grantees, and two Indiana
grantees, are also providers for Illinois BCCP services. Those grantees are the link between patients and
services through the program. Because funding is regional and often runs out leaving a waiting list situation, it
is often necessary to contact the state in order to bypass waiting and find immediate care.
State Comprehensive Cancer Control Plan
The Illinois Comprehensive Cancer Control Plan provides a framework for action to reduce the burden of
cancer in Illinois. Its purpose is to provide an organized approach to reduce risk for breast cancer for the entire
state of Illinois.
The only goal that the plan has regarding breast cancer is to increase the knowledge of the general public to
include all diverse groups and health care providers regarding early detection guidelines and the importance of
screenings for breast, cervical, colorectal, oral, prostate, skin and testicular cancers. Their objective is to
decrease late-stage cancer through early detection, diagnosis and treatment while in the organ of origin before
metastasis. The plan targets 34 counties and all 10 of the Illinois counties served by the Affiliate are included.
Affordable Care Act
The Illinois Department of Healthcare and Family Services (HFS) is responsible for providing health care
coverage for adults and children who qualify for Medicaid including low-income families lacking health
insurance, children who are wards of the state, low-income senior citizens, individuals with disabilities, elderly
in nursing facilities, and people struggling with catastrophic medical bills. In 2009, 18.0 percent of the state’s
total population (all ages included) was enrolled in Medicaid compared to the United States average of 19.0
percent. Illinois residents enrolled in Medicare in 2009 represented 14.0 percent compared to the national
average of 15.0 percent (HFS). The State of Illinois expanded Medicaid to include all residents with incomes
up to 133.0 percent of the Federal Poverty level with an enhanced match of 100 percent. As of January, 2014
there were 1.8 million people in Illinois without insurance (Kaiser, 2014). Just after the March 2014, open
enrollment deadline there were 217,492 new enrollees in the expanded plan which comprised 23.2 percent of
the potential 937,000 people eligible (Kaiser, 2014). Due to immigration status 15.0 percent of the originally
uninsured population is still not eligible for coverage (DHHS, 2014).
The largest problem seen in Illinois with the Affordable Care Act was actually present before and that is lack of
services available. Currently there are only screening and diagnostic services available in the Affiliate service
area counties located in Illinois. No treatment facilities are located in the area, regardless of income. Men and
women diagnosed with breast cancer must travel across state lines to receive the closest breast cancer
treatment. If a patient is a recipient of traditional Medicaid, they are unable to cross state lines and have their
care paid for by the state.
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Affiliate’s Public Policy Activities
Komen Evansville Tri-State Affiliate will participate in a Lobby Day event with other Illinois Affiliates if one is
planned. This will give Komen Illinois Affiliate volunteers an opportunity to voice their concerns with lack of
health care in the southern portion of the state.
Indiana
Indiana Breast and Cervical Cancer Program
In Indiana, to receive a screening mammogram as part of the BCCP program, a woman must be aged 50-64
years, earn below 200 percent of Federal Poverty Guidelines and be uninsured or be over the age of 65 and
not enrolled in Medicare Part B. Women are able to enter the treatment program regardless of where they
received their original screening and/or diagnosis. This is through the MA-12 (Indiana Medicaid) Option 3
program. This remains active during cancer treatment and terminates at its conclusion and is open to women
aged 18-64 years.
The Affiliate has a working relationship with the regional office for Indiana BCCP and has met with officials at
the state level. Several Komen Evansville Tri-State Affiliate grantees are also BCCP providers and work to
qualify patients for the program prior to using Komen funding. Susan G. Komen® Central Indiana staff is also
beneficial in sharing information because of the strong ties they have with the department.
State Comprehensive Cancer Control Plan
The Indiana Cancer Consortium (ICC) is a statewide network of public and private partnerships whose mission
is to reduce the cancer burden in Indiana through the development, implementation, and evaluation of a
comprehensive plan that addresses cancer across the continuum from prevention through palliation. The ICC
now has 83 formal member organizations and over 400 individuals deeply committed to making a difference in
cancer through a collaborative process.
Susan G. Komen® Evansville Tri-State is very involved with ICC; the Affiliate staff serves on both the Advocacy
Task Force and the Breast and Cervical Cancer Action Team. Current goals are to increase access to care
and to reduce death rates. The specific focus for the Cancer Control Plan breast cancer objective is to
increase the percentage of women aged 40 and older who receive annual breast cancer screening from 62.0
percent to 67.0 percent as measured by the Indiana Behavioral Risk Factor Surveillance System by 2014.
Affordable Care Act
Indiana did not expand the state Medicaid program but rather defaulted to a federally run program. When the
Affordable Care Act was implemented, 801,000 Hoosiers did not have health insurance (Kaiser, Kaiser 2014).
At the close of the open enrollment period for the first year of the plan, 132,423 or 25.2 percent of the potential
525,000 eligible people had enrolled in the plan (Kaiser, 2014) Four percent of the population is not eligible for
public assistance for health coverage due to immigration status (DHHS, 2014).
As of July 2014, there were no plans to expand Medicaid. Indiana has submitted a waiver to the Centers for
Medicaid and Medicare to approve the HIP 2.0 plan, a high deductible health insurance plan for all nondisabled adults aged 19-64 years under 138.0 percent of the Federal Poverty Level. HIP 2.0 is a consumer
driven model which resembles that of a health savings account and will require participants to make financial
contributions into their POWER account. POWER account contributions are based on a sliding scale fee,
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reflecting 2.0 percent of their household income and are used to pay the deductible expenses. Employers will
be allowed to pay up to 50.0 percent of the participant’s required POWER account contribution. Mammograms
and other preventative screenings are covered up to $500.00. However, the lack of expansion has created a
coverage gap for 23.0 percent of the state’s uninsured population or 182,000 people because they earn too
much for traditional Medicaid but not enough to earn tax credits (Kaiser, 2014). The current HIP plan which
was previously approved by Centers for Medicare and Medicaid Services (CMS) was closed in July 2014 when
it reached capacity. Indiana received federal authorization to halt enrollment because funding from the state’s
tobacco tax cannot support additional participants (Evansville Courier and Press, 2014).
The Affiliate will continue to watch with interest to see how the Federal decision will affect the state and will
contact local legislators when necessary. Relationships with local representatives will continue to be cultivated.
The Affiliate has seen in the beginning stages of ACA that screening mammograms are available to most
women who have insurance. However, many still cannot afford the cost of diagnostic testing unless
deductibles have been met so Komen Evansville Tri-State grant funding will be needed to fill that gap.
Additionally, many Medicare patients on fixed incomes are unable to pay for co-pays and have come to rely on
grant dollars as well.
Kentucky
Kentucky Breast and Cervical Cancer Program
Kentucky’s 120 County Health Departments serve as the home for screenings and referrals for diagnostic tests
and treatment for the Kentucky Women’s Cancer Program (KWCP). Women must be screened through the
health department in order to gain access to the program. Eligibility includes those aged 40-64 years without
health coverage and income below 250 percent of Federal Poverty Level. Most of the counties do not have
onsite mammography services and women are referred to a screening facility, which is frequently outside of
their county of residence. Medicaid services last for the duration of treatment and can be extended if a
physician deems it necessary and reapplication is approved.
Komen Evansville Tri-State Affiliate will work with other Affiliates that serve Kentucky as well as other breast
cancer organizations to begin the process to strengthen the Kentucky BCCP program and change legislation.
It will be made a priority within upcoming legislative sessions to forge partnerships at the state level to
determine the feasibility so that women who are diagnosed with breast cancer can access the treatment
program regardless of where they are diagnosed. Currently women are either treated as charity care patients
or worse, they are back tracked through the system and diagnosed a second time through the proper
channels. This waste of time and resources could be avoided with a change in the law that would not cost the
state any additional funding.
State Comprehensive Cancer Control Plan
Kentucky’s Cancer Action Plan (CAP) serves as a blueprint for cancer prevention and control throughout the
state. Its purpose is to provide statewide coordination of ongoing and/or needed public and private cancer
control efforts. The CAP is intended for use statewide by individuals and organizations in all areas of cancer
control.
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Kentucky’s CAP addresses cancer issues along the continuum of care, from risk reduction and early detection
through treatment and quality of life. It also addresses cross-cutting issues including data, health disparities
and advocacy. The CAP comprises 11 goals and related objectives aimed at reducing the burden of cancer
and improving the lives of Kentuckians. The strategies for achieving these goals and objectives are quite
varied and address public and professional education, individual behavior change, access to clinical and
support services, systems improvement, and policy.
The CAP goals for breast cancer have not been updated since November 2009. The breast cancer specific
goal from the CAP is to reduce the proportion of late-stage diagnosis and death rate from breast cancer
through screening and early detection. The objectives listed are:
 Increase the percentage of Kentucky women aged 40 years and older who have had a mammogram
within the past two years from 75.0 percent (BRFSS, 2008) to 80.0 percent by 2013.
 Increase the percentage of Black/African-American women in Kentucky aged 40 years and older who
have had a mammogram within the past two years from 80.0 percent (BRFSS, 2008) to 85.0 percent by
2013.
 Increase the percentage of Kentucky women with less than a high school education aged 40 years and
older who have had a mammogram within the past two years from 62.2 percent (BRFSS, 2008) to 65.0
percent by 2013.
 Increase the percentage of Kentucky women with an income of less than $15,000 per year and aged 40
years and older who have had a mammogram within the past two years from 61.8 percent (BRFSS,
2008) to 63.0 percent by 2013.
 Increase percentage of Kentucky women diagnosed at an early stage of breast cancer from 84.0
percent (2006 KCR) to 87.0 percent by 2013.
The Affiliate has a strong working relationship with the Kentucky Cancer Program. They are the coordinators
for the Kentucky Cancer Action Plan as outlined by the Kentucky Cancer Consortium.
Affordable Care Act
Kentucky opted for a state based Medicaid expansion for the 647,000 people residing in the Commonwealth
without insurance (Kaiser, 2014). It is unclear how many people are uninsured due to immigration status
(DHHS, 2014). However, 82,747 persons or 27.4 percent of the uninsured population had enrolled in some
type of program prior to the March 2014 deadline (Kaiser, 2014).
Kentucky has the least restrictive Medicaid plan but is also facing a crisis of lack of primary care providers
causing a lack of access to care. The Affiliate is part of a regional plan to expand access to care. However, the
current focus is not on breast care at this time. Another concern the Affiliate has identified is that women who
are currently enrolled in the state Medicaid plan often think it is private insurance because it is managed by a
third party. This poses a problem if she is referred for services because Medicaid plans are not accepted by
every provider. Additionally, patients from the Kentucky counties of the service area are often referred to
providers in Indiana and state Medicaid plans cannot cross state lines like Federal Medicare plans do. The
result is the patient must either travel a greater distance for services to be covered or must go to the closer
facility in the neighboring state either with Komen Evansville Tri-State grant funds, as a charity patient, or pay
out of pocket for services that would have been covered under her state funded plan.
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The Affiliate plans to continue providing gap funding for those patients who travel to grantees in Indiana to
receive testing or care not provided by their home provider and not covered by Medicare. Additionally,
partnering with local Kentucky health departments to increase awareness of programs available is a goal.
Health Systems and Public Policy Analysis Findings
The largest gap found in the continuum of care (CoC) is transportation for all three target areas. Lack of
services close to home could certainly be a limiting factor when seeking health care and that coincides with
transportation concerns. Public transportation alternatives and utilizing mobile screening when possible are
viable solutions. Education could play a role for patients because they cannot utilize transportation they don’t
know exists. Another gap in the CoC is education for people with Medicare in McLean County to know the
breast health coverage they have and to utilize the services available.
Public policy will play a larger role for the Susan G. Komen® Evansville Tri-State in Kentucky to help women
seek care through the BCCP program. For those eligible but not currently enrolled in the Kentucky Medicaid
plan, a goal is to increase the accessibility of the BCCP program and allow women access no matter where
they were diagnosed. In Indiana, the Affiliate will watch closely to see how the gaps left by the State HIP plan
can be filled. In Illinois the continued need will be helping women access the services that are available but
they might not know about
The Affiliate is a strong partner in the community for breast health care. The Affiliate strives to have grant
funded services accessible for every patient in the service area who qualifies. The Affiliate has identified
existing partnerships with service providers that will continue to grow. The Affiliate also sees the need to
cultivate new partnerships or to renew previous relationships in the target communities. This will include an
effort to reach the target populations as outlined above.
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Qualitative Data: Ensuring Community Input
The purpose of the qualitative data report is to further explore issues uncovered through the quantitative and
health systems/public policy reports. Specifically, challenges to breast health care access, awareness of
breast health services, reasons for late-stage incidence increases, and actions to address breast health
concerns were explored. The following sections address data collection sources and methods, key findings,
and a more detailed examination of issues related to breast health care in the target counties of Warrick,
Spencer, and McLean.
Qualitative Data Sources and Methodology Overview
A multi-perspective approach was used to collect qualitative data from residents, health providers, and
community organizations. This included online surveying, a hard copy survey form, and a focus group. In
addition to these data, results from a recent health study of residents in the Tri-State area were used to
supplement the qualitative data (Welborn, 2015). Each method is further described below.
Focus Group. One focus group was conducted with a community organization in Warrick County. This
organization provides a range of services to individuals in lower economic levels and other vulnerable
situations. A total of 16 individuals participated in the group. Participants responded to questions about
access, affordability, and awareness related to breast health and breast cancer. Focus group members may or
may not have personally experienced breast cancer.
Online Survey of Community Residents. Individuals who reside in Warrick, Spencer, and McLean Counties
were invited to complete a seven-item online survey. The following items were included on the survey:
1. What are the barriers that prevent individuals from seeking screening and preventive breast health
services in your community?
2. What factors impact the degree to which individuals in your community access different types of
breast health care in your community (e.g., preventive, diagnostic, active treatment)?
3. What improvements can the health care system make to increase access to breast health care?
4. To what extent are people fully aware of the breast health/cancer resources that are available in
your community?
5. What is being done in your community to get breast health/cancer messages to women? Is it
working?
6. What can be done to better educate the community about breast health services?
7. How can delays in the continuum of care be improved (e.g., time between screening and diagnostic
services)?
The primary method of participant recruitment was email contact utilizing a list of Susan G. Komen Evansville
Tri-State Race for Cure® participants. Approximately 1,100 individuals with email addresses who lived in the
three target counties were invited to participate in the survey. Additionally, the survey link was shared with
health providers and community organizations to allow participation by individuals they serve. An informed
consent page was included in the survey, specifying that email addresses would not be tracked; therefore, all
surveys were anonymous. A total of 43 individuals completed at least a portion of the survey. Participant
demographics were collected to better understand resident perspectives. Table 4.1 shows a breakdown of
respondent demographics. Note that a large percentage of respondents live in Warrick County. Given that
Warrick County is a fairly large and diverse community, some of the respondents reside in more rural parts of
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the county and were able to comment on the status of services in those areas. These comments are related to
all rural areas in that all target counties have many of the same concerns about access and awareness.
Table 4.1. Participant demographics
Age
Mean
Sex
Male
Female
Not Reported
Race/Ethnicity
White
Black
Asian/Pacific Islander
Hispanic/Latina
American Indian/Alaska Native
Not Reported
County of Residence
Warrick, IN
Vanderburgh, IN
McLean, KY
Posey, IN
Dubois, IN
Wayne, OH
How Affected by Cancer
Family Member of Person with Cancer
Person with Cancer
Other
Friend of Person with Cancer
Spouse/Partner of Person with Cancer

Population (N=43)
49.12
Population (N=43)
11.6% (n=5)
88.4% (n=38)
0.0% (n=0)
Population (N=43)
97.7% (n=42)
2.3% (n=1)
0.0% (n=0)
0.0% (n=0)
0.0% (n=0)
0.0% (n=0)
Population (N=43)
83.7% (n=36)
7.0% (n=3)
2.3% (n=1)
2.3% (n=1)
2.3% (n=1)
2.3% (n=1)
Population (N=43)
39.5% (n=17)
25.6% (n=11)
16.3% (n=7)
14.0% (n=6)
4.7% (n=2)

Provider Survey. A total of 18 health providers, community organizations, and other entities that facilitate
awareness and connection to breast health services were invited to participate in a 17-item online survey. The
following items were included on the survey:
1. To what degree are women using available breast cancer screening services in your community?
2. What are the barriers that prevent women from seeking screening and preventive breast health
services in your community?
3. What motivates individuals to seek breast health services?
4. What factors are impacting the affordability of care in the community?
5. What factors are impacting affordability and/or accessibility to (preventive/diagnostic/active
treatment/post-treatment/follow-up) care in the community?
6. How can access to health care services, specifically breast health services, be improved?
7. Does having health insurance change health seeking behaviors? Specifically, does having health
insurance lead to more use of breast cancer screening services?
8. Are there barriers to care that are related to what health insurance does and does not cover?
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9. In general, do individuals feel comfortable with the providers in your community? For instance, are
there issues with health care provider insensitivity?
10. To what extent are people fully aware of the breast health/cancer resources that are available in your
community?
11. What is being done in your community to get breast health/cancer messages to women? Is it working?
What can be improved?
12. Is there sufficient education about breast cancer available to all members of an individual’s support
system?
13. Are there delays in accessing care at any stage in the continuum of care? If so, why?
14. What is occurring in the continuum of care that may result in a time lag between screening
mammograms and diagnostic services?
15. How can delays in the continuum of care be improved?
16. Is there a lack or shortage of resources at particular points within the continuum of care?
17. The most recently available data shows that late-stage breast cancer incidence rates have increased in
certain counties in the Tri-State area. Why do you think that is?
The organizations were selected based on the services they provide, the counties they serve, and the degree
to which they are connected to individuals in each community. Most organizations were first contacted by
telephone and sent a follow-up email with links to both the provider and community survey. An additional email
was sent as a reminder approximately one week after the initial contact. An informed consent was included as
a part of the survey process. Email addresses were not tracked; therefore, the survey was anonymous. A
total of six organizations chose to participate in the online provider survey. Table 4.2 indicates organization
types and counties served by participants.
Table 4.2. Provider participant types and counties served
Organization Type
Org 1: Community Outreach/Education
Organization
Org 2: Community Outreach/Education
Organization
Org 3: Health Care Provider

Org 4: Health Care Provider

Org 5: Public Health Department
Org 6: Cancer Support Organization

Counties Served
McLean, KY
Dubois, IN; Pike, IN; Spencer, IN; Warrick, IN;
Daviess, KY
Dubois, IN; Pike County, IN; Spencer, IN; Warrick,
IN; Daviess, KY; Henderson, KY; Hopkins, KY;
McLean, KY; Webster, KY
Dubois, IN; Pike County, IN; Spencer, IN; Warrick,
IN; Daviess, KY; Henderson, KY; Hopkins, KY;
McLean, KY; Webster, KY
Warrick, IN
Dubois, IN; Pike, IN; Spencer, IN; Warrick, IN

Hard Copy Surveys. A portion of service providers were invited to complete a set of questions using a hard
copy survey format. The items were very similar to those included in the online provider survey. One key
difference with this method was that participants identified themselves by signing their name to the informed
consent. Therefore, while the process was confidential, it was not anonymous. No identifying information is
included in reported results, however. A total of seven providers completed hard copy surveys. No
demographics were collected as part of this process.
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Tri-State Health Study. To supplement the qualitative findings, this report incorporated results from a health
study completed in 2014 by Welborn Baptist Foundation, Inc. Specifically, data regarding mammogram
screenings were used. Where available, separate data for Spencer and Warrick Counties are presented.
Given the parameters of the health study, data were not available for McLean County.
Qualitative Data Overview
The overall purpose of the qualitative analysis is to uncover reasons for increases in late-stage breast cancer
rates and to determine ways to address that situation. To determine key themes, individual comments from
the provider survey, community survey, and focus group were reviewed. Data were provided in multiple ways.
For a portion of providers, a hard copy format was used. For focus group participants, an original Excel
spreadsheet was provided by Susan G. Komen® Evansville Tri-State. For community and the additional
provider surveys, responses were downloaded from an online survey program and collected in an SPSS
database.
To identify themes, individual comments from the different data collection processes were recorded. Based on
the nature of responses, broad categories were developed that captured the overall concepts identified by
participants. Within each category, the ideas that were expressed the most were noted as the key themes.
Although some ideas were more pronounced than others, it was important not to overlook comments
presented by an individual person since they may have expressed a very meaningful, profound idea. These
ideas are noted where appropriate.
Key Findings
As indicated by findings from the recent Tri-State health study, a fairly substantial portion of women in the TriState area are waiting to get mammograms longer than the recommended guidelines. Community members
and service providers (e.g., health care, nonprofit, cancer support organizations) identified multiple barriers that
appear to be contributing to the lack of and delay in completing mammograms. One key observation is that
there was a great deal of consistency in responses across geographies and participant types. Although
providers and community members may have differed slightly in the intensity of focus on certain concepts and
ideas, the themes identified through the qualitative data collection process are very similar no matter the type
of respondent.
Based on feedback provided by participants, it is clear that there are real barriers that prevent individuals from
seeking breast health services. To better understand the concerns, barriers were grouped into the following
categories: cost, insurance, systems/policy, education/awareness, and personal. Table 4.3 highlights some of
the key issues related to each category by using actual responses from participants. Verbatim responses are
broken down by community members and providers. Note that these are examples of responses provided by
participants. The Qualitative Data Findings section of this report includes a more comprehensive discussion of
the issues.
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Table 4.3. Sample comments regarding barriers to breast health care
Barrier
Category
Cost
(M, S, W)






Insurance
(S, W)




Sample Community Member Comments
Lack of financial resources
Money to pay for it
The responsibility of payment for services after a
positive screening
Preventative screenings are costly and therefore
pushed aside when it’s not in the budget
Insurance not covering mammograms/screening is
something I have noticed can be a deterrent
The fact that insurance does not cover 100%










Systems/
Policy
(M, S, W)






Change in recommendations
Ride to the doctor office
Availability of services
Availability and accessibility of screening facilities






Education/
Awareness
(M, S, W)




Not knowing where to seek assistance
Knowledge of where they can get free or low cost
exams
Those affected are aware, many others are not
aware at all
I feel like there is a continued lack of awareness of
accessibility of screening mammograms
Until your life or the life of a loved one is impacted by
cancer, you really don't think too much about the
availability of breast health/cancer resources in the
community.
I think there is adequate knowledge of the resources
available through efforts of Race for the Cure, mall
display, etc.
Fairly aware if they have a desire to be
Fear, or it won’t happen to me
Afraid to seek or ask for assistance
Afraid. Afraid of costs. Afraid of the diagnosis.









Personal (M,
S, W)















Sample Provider Comments
Financial limitations
Lack of work
Lack of jobs

Lack of insurance
Yes, it impacts all health decisions [having
or not having insurance]
Co-pays and deductibles are still cost
prohibitive
Many have problems finding doctors who
provide services locally [because of
insurance limitations]
Inability to find transportation
Lack of availability of screening facilities
Lack of local providers providing services
There is a big gap in the location of
services in our county. Warrick County is
very large and the bulk of the health care
is located in the Newburgh area. Though
there is a large population in that area the
remainder of the population is in the
middle to northern areas and there are
very limited medical resources available.
I don’t know where services are available
to low-income women.
Education on the importance of care and
prevention
I am not sure how aware people are of
services
I’m not even aware of all the resources
that are available in our area
Most people know who to contact if they
have a question or need pointed in the
right direction

Fear of diagnosis or the unknown
Lack of support network
Financial and emotional stress leads to
inability of one to remain in their continuum
of care

*Note: M= McLean County; S= Spencer County; W= Warrick County

The second main aspect of the qualitative data process was an analysis of actions to address barriers and
other issues that impact delays in accessing services. Actions were grouped into the following categories:
cost, insurance, systems/policy, and education/awareness. Similar to the table above, Table 4.4 presents
sample comments from community members and providers in each category.
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Table 4.4. Sample comments regarding actions to address breast health barriers and issues
Action
Category
Cost (M, W)






Insurance
(W)







Systems/
Policy
(M, S, W)










Education/
Awareness
(M, S, W)








Sample Community Member Comments
Offer free breast cancer screenings to any woman who wants one
Including mammograms in annual screening for women at no cost
to the patient
Reaching out directly to the lower income areas instead of
expecting them to come to you
Providers need to let those in need know where they can for
funding at the next step. If a person is screened and doesn't have
the funds to cover the next step, they will not have it done.
Providers simply schedule someone and then get perturbed when
the person doesn't show up. Those who are living in poverty may
not feel comfortable asking for help so a provider could offer
places to seek assistance should they need it. The doctor may not
know who is insured and who is not, but someone in their office
does know.
Paying for people to get mammograms even if they are middle
class, not just for the poor, if there insurance does not cover the
cost.
Make requirement for insurance
Better insurance benefits for screening
Perhaps, start with the insurance companies. They can wreak
havoc on a person's health care and the timeliness of it.
Less red tape, which primarily means overhauling the entire
insurance industry to focus more on patient care and less on cash
flow/revenues
Increase location of services via mobile mammography
Annual postcards could be mailed to all female individuals age 40
and over to remind them to schedule preventive care. Bus passes
could be made available for those who do not have transportation.
Be kind to those who are afraid and uncomfortable.
More doctors that make the access easier and increased
promotion about dangers of not having the screening.
Lower the age for mammograms and continue to do them
frequently
Make sure there are clear guidelines about breast health care.
Just recently a new study came out regarding the frequency of
mammograms that may impact insurance coverage
If a radiologist finds a suspicious reading, the patient must be
informed immediately, not have to wait to see a doctor before
receiving follow-up treatment.
Create a circle of care that involves primary physician, radiologist,
specialist /oncologist / surgeon. Have all involved physicians know
who is next in the circle of care and where the patient should be
scheduled next before they leave a current appointment. Make the
patient at the center of the circle of care.
More advertisement on location and dates of the mobile unit
Increase knowledge of providers of available resources
EDUCATION-Get information to ladies about how easy it is to
schedule and complete a screening mammogram.
Breast health awareness classes held in places where those living
in poverty are more apt to attend. i.e., Hope Central, Trustee
office, churches who provide food banks, welfare office,
SIRS/Helping Hands office, etc.
Get into the schools at younger ages and teach about prevention
and early screening.

Sample Provider Comments
In our community we will be
providing approximately
$200,000.00 in grant paid
mammography and additional
dollars in charity care.

If screenings were provided
free at local health centers or
in the county


No specific recommendations
provided











Deliver on-site, particularly
screenings and initial exams
in a variety of locations that
women frequent for other
reasons-mall, grocery stores,
etc.
[Provider] did have a mobile
unit that came to the library in
Boonville. We did have
several women that took
advantage of this.
We will continue to work to
identify opportunities that will
make our services more
convenient. We recently
added evening and weekend
hours.

Many people see us as the
place to call for health care
information. Maybe if we
knew where to direct people
to call for free or reduced cost
exams that would be helpful.
PSAs community
organizations posting I think
having all professional
service providers -- from hair
stylists to dentists to doctors
ask the question: Have you
had your breasts examined in
the past year -- would build
awareness and response.

*Note: M= McLean County; S= Spencer County; W= Warrick County
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Qualitative Data Findings
The following study questions were developed to review and analyze the qualitative data:
1. What does the Affiliate know about breast cancer rates and utilization of services?
2. What are the barriers to screening and other breast health/cancer services?
3. What actions does the Affiliate need to take to increase access to screening and other breast
health/cancer services?
The analysis of qualitative data incorporates quantitative data from the Quantitative Data Report and health
systems and public policy data from the Health System Analysis. The following results are a synthesis of
information collected throughout the entire Community Profile process. Note that qualitative data collection
questions were designed to address findings from the quantitative and policy/systems reports. In this way, the
qualitative process is a more in-depth investigation into findings from previous steps of the Community Profile.
While data collected through the qualitative process provide a robust and accurate indication of issues related
to breast health care, there are some limitations to the data. First, although attempts were made to reach
individuals within each target county, data from some areas are limited. However, given that responses were
provided by individuals living in rural areas and that the rural areas share many of the same concerns; findings
are descriptive of all target areas. Second, based on the timeframe allowed for data collection, many of the
responses were provided online, which means that follow-up or clarification questions were not possible.
However, questions were constructed to address the most important concerns identified through the
quantitative report and appeared to be successful in uncovering the most relevant issues. Finally, while there
was a mix of organizations that participated in the data collection process and that represented all of the target
counties, there may have been some organizations, such as universities, that are not represented in the
findings.
Due to the limitations of the data, the qualitative data represent only those that participated in interviews or
surveys and do not represent the general population as a whole.

What does Komen Evansville Tri-State know about breast cancer rates and utilization of services?
Based on information provided in the Quantitative Data Report, three counties—Spencer and Warrick Counties
in Indiana and McLean County in Kentucky—have late-stage incidence rates that have shown an annual
increase in recent years. According to projections, these counties would take at least 13 years to reach the
Healthy People 2020 target of late-stage diagnosis incidence. While actual incidence rates, both in terms of
overall diagnosis and late-stage diagnosis, are not especially higher than state and national rates, the increase
in late-stage diagnosis is of particular concern.
Results from the Health System Analysis shed light on some reasons for the incidence of late-stage diagnosis
in Spencer, Warrick, and McLean Counties. All three counties have rural areas that are lacking in some health
care services, particularly breast health screening services. Warrick County is the best positioned in terms of
services, but most of those are located in Newburgh and not the more rural communities. There are mobile
mammogram services available in the rural parts of Warrick County, though. While there are some mobile
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services in Spencer County, this area has a lack of medical facilities and is located several miles from
comprehensive sites, particularly those in Evansville and Newburgh. McLean County has the least available
services of all three counties, with no mobile facilities and no screening/diagnosis facilities in the county. The
McLean County Health Center serves as the main entry point for women who qualify for the BCCP program.
McLean County has a particularly high percentage of residents without a high school diploma, which may have
a negative impact on health-seeking behaviors.
The health study conducted by the Welborn Baptist Foundation in the Tri-State area provides further insight
into reasons for late-stage breast cancer incidence rate increases (2015). Two target counties, Spencer and
Warrick, were included in the study. Overall, the study found that approximately 93.0 percent of women 40
and over in Spencer County and approximately 95.0 percent in Warrick County had completed a mammogram
screening at some point in their lives. While these results are positive, a deeper review of time since last
mammogram uncovers concerns in those counties. The figure below shows the percentage of women who
have had a mammogram within different time frames. Most screening guidelines recommend an annual or
biennial mammogram for women aged 40 years and older. As noted in Figure 4.1, approximately 12.0 percent
of women in Spencer County and 17.0 percent of women in Warrick County have exceeded that
recommendation.
Past Year

Spencer

1-2 Years Ago

73.5%

More Than 2 Years Ago

14.8% 11.7%

County

Warrick

67.1%

0.0%

20.0%

40.0%

16.0%

60.0%

80.0%

16.9%

100.0%

Percentage of Women

Figure 4.1. How long has it been since your last mammogram?
Further investigation into screenings by age group (Figure 4.2) shows that women aged 40-44 years and 55-59
years in the Tri-State area are particularly likely to go a longer period of time between screenings.
Approximately one-quarter of women in these age groups have gone beyond the recommended time frame
since their last mammogram.
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26.0%
23.5%
19.8%

Percentage of
Women

14.1%

9.1%

40-44

45-49

50-54

55-59

60-64

Age in Years

Figure 4.2. Women in the 40-44 and 55-59 age groups are the most likely to go longer than two years since
their last mammogram.

What are the barriers to screening and other breast health/cancer services?
Feedback provided by participants in the qualitative data collection process helps to explain why women delay
breast health screening. One major finding is that there are real barriers to completing a mammogram for
women in the three target counties. Barriers may be grouped into the following categories: cost, insurance,
systems/policy, education/awareness, and personal. Each will be discussed further below.
Cost
When asked about barriers that prevent women from seeking breast health screening and risk reduction
services, cost was the most cited reason by residents within the target areas. While this mainly relates to the
initial cost of a mammogram, some respondents noted the costs incurred for additional screenings and
possible treatment (e.g., “Financial--The responsibility of payment for services after a positive screening
mammogram.”). As indicated by one participant, some individuals choose to spend money on other family
health care needs and forego such medical screenings (e.g., “Many individuals do not have insurance or they
have a very high deductible that makes health care not high on their priority list. When money is an issue most
women seek medical for their children and think it is not important for me or it won’t happen to me. All health
care is very expensive. If one is very poor and qualifies for Medicaid that helps but for those who do not qualify
for any assistance or do not meet income guidelines (frequently those lines are too high) then it is a real
barrier.”). The burden on low-income families was also acknowledged by some respondents. Providers also
cited concerns about cost, although it wasn’t the top barrier identified by this group. When asked to identify
factors that impact affordability, providers cited unemployment and the cost of deductibles as particular issues.
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Findings from the Tri-State health study shed light on the burden that low-income levels place on individuals in
seeking breast health screenings (Welborn, 2015). As shown in Figure 4.3, women at lower income levels in
the Tri-State area are more apt to go longer periods of time between screenings.
33.2%
30.4%

30.4%

27.2%
22.8%
19.0%

Percentage of
Women

16.7%
10.8%

Less than 10-15K
10K

15-20K

20-25K

25-35K

35-50K

50-75K

75K or
more

Income Level in Thousands of Dollars

Figure 4.3. Percentage of women in different income level who have gone longer than two years since their
last mammogram
Insurance
Another barrier cited by respondents was insurance. Issues related to this area were one of the most
mentioned barriers across respondents. The high cost of deductibles and the lack of money to pay for
insurance were cited by both community residents and providers. The lack of insurance is a key barrier in that
it limits the services that are paid at least in part. Beyond not having insurance, several respondents cited
limitations on coverage (e.g., “Insurance not covering mammograms/screening is something I have noticed can
be a deterrent.”). As noted, restrictions on which services are covered may provide a financial burden on
individuals (e.g., “There is still out of pocket money to patients when receiving most tests.”). Providers in
particular indicated a lack of knowledge by patients about services that insurance does and does not cover
(e.g., “I have had a number of ladies call me to schedule a mammogram and they did not know they had
preventative benefits until I asked them to find out.”). This may be due to lack of investigation on the part of
the policy holder or the result of complex coverage guidelines. The following findings from the Tri-State health
survey further highlight the impact of insurance on screenings (Figure 4.4). As noted, women in the Tri-State
area who have insurance are more likely to receive mammograms within two years than those who do not
have insurance (Welborn, 2015).
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No Insurance

More than 2 years

More than 5 years

44%

Insurance

18%

27%

7%

Percentage of Women

Figure 4.4. Women without insurance are more likely to go longer between mammograms
than women with insurance.
Systems/Policy
There were a wide range of systems/policy barriers listed by participants through the qualitative data collection
process. One key barrier relates to geography. The lack of screening facilities nearby places a burden on
individuals who are restricted in their ability to travel very far. As noted earlier, there are mobile units in some
communities, but not everyone has access to those services. The lack of transportation was noted by
community residents and providers, but it was a particular concern for the latter. Related to transportation are
concerns regarding the availability of quality care in the region (e.g., “There is a perception that there are few
highly trained doctors that treat breast cancer patients in this area. Many choose to go to larger cities such as
Indianapolis or Nashville to receive treatment.”). Some individuals noted confusion about recommended
screening guidelines. With national organizations providing different recommendations, the confusion is
understood. A systems/policy issue that is tied to cost and insurance is the availability of free screenings to all
women, particularly those at lower income levels. Several providers and residents believed that this would
support higher screening rates and more frequent screenings. The continuum of breast health/cancer care
was specifically addressed during the qualitative data collection process. Some of the main concerns
expressed about the continuum of care included lack of common knowledge about a patient by all physicians,
delays in care due to wait time for orders, the lack of prompt feedback to patients about screenings, the
inability to receive all screenings and treatments in one location, and the fact that some facilities are limited in
the services they provide. Several respondents mentioned the critical role physicians have in follow-up with
patients and communicating options for screening, treatment, and other services (e.g., “If a radiologist finds a
suspicious reading, the patient must be informed immediately, not have to wait to see a doctor before receiving
follow-up treatment.”). It should be noted that some respondents highlighted the positive experiences they
have received throughout their treatment process. Key factors appeared to be having a circle of care that
focuses on the individual, the ability to receive care in a central location and in a timely manner, and overall
comfort with medical providers (e.g., “Have a comprehensive center where once the original scare has been
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given, all the tests can be done in one session...diagnostic mammograms, ultrasounds, MRIs, biopsies etc.
This was the hardest time for me when I started at a small local (Belleville IL) hospital. When I went to
Siteman, they moved me from one test to another and I got it all done at once and left with my surgery
scheduled.”).
One question about the continuum of care is why women drop out of the care process. Providers noted that
for some individuals, the entire process may seem daunting, particularly from a financial and systems
perspective. Women become overwhelmed by the requirements and steps that lie before them. One provider
highlighted the importance of meeting all of a patient’s needs to ensure they remain in their continuum of care.
If there is a breakdown in one aspect (e.g., financial, emotional, logistic), they may completely fall out of the
care process.
Education/Awareness
The qualitative data collection process highlighted multiple education barriers. First, it has been established
that McLean County in particular has a fairly large percentage of individuals without a high school diploma.
Based on data from the Quantitative Data Report, approximately 22.0 percent of individuals in McLean County
have less than a high school education. This percentage in Spencer County is also somewhat high, with
approximately 14.0 percent with less than a high school diploma. Based on results from the Tri-State health
study (Figure 4.5), the lower the education level of the women, the less likely they were to have received a
mammogram within the past two years. At least 35.0 percent of women with less than a high school diploma
have gone longer than two years since their last mammogram. Providers in particular noted the impact of
education level in health-seeking behaviors.

48.3%

35.1%

Percentage of
Women

22.4%

19.8%
15.9%

Elementary Only

Some HS

HS Grad

Some College

College Grad

Level of Education

Figure 4.5. Women with lower education levels are the most likely to go longer than two
years since their last mammogram.
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The lack of education and awareness specifically about breast health services and the importance of screening
were also identified as an education-related barrier (e.g., Personal knowledge of what screening and services
are available and at what point in your life should these be done.”). As noted by residents, some women do
not know where to seek assistance, particularly for low-income individuals. Related to this is the knowledge of
available financial resources to assist with the cost of screening (e.g., “Lack of insurance or knowledge of
financial services available.”). Another issue is the lack of understanding about the benefits of screening and
early detection (e.g., “Lack of insurance and lack of education about screening benefits.”). Providers were
especially apt to report this as a barrier to breast health screening. Some women view a breast cancer
diagnosis as a death sentence and are not educated about treatment options. Other education issues included
the perception that health providers who can treat breast cancer are not in the Affiliate service area and that
mammograms produce an excessive amount of radiation.
Individuals who participated in the qualitative data collection process were asked to comment on the extent to
which individuals were aware of services related to breast health. The responses from residents and providers
were quite mixed, with some reporting that individuals are very aware, some believing that individuals are fairly
aware, and others noting that people are not very aware at all. A fairly large portion of individuals indicated
they did not know if people are aware, which may indicate a lack of awareness as well. A few respondents
noted that resources are available but that individuals must choose to access them, while others indicated that
often people are not aware of services until they must access them, such as for cancer treatment. Special
concerns about awareness among low-income individuals were noted by some respondents.
Personal
The final barrier category identified in this analysis relates to personal barriers. One of the key words
mentioned by several residents and providers was “fear.” As noted by respondents, facing the possibility of
breast cancer is very emotional and can elicit fears in many different ways. For some individuals, there is a
fear of the cost burden associated with screening and future treatment. Some individuals may fear the
possibility of a breast cancer diagnosis. Others may fear not being able to work, which relates to their ability to
pay for services. Then there is the fear of the unknown and not being able to predict where a breast cancer
diagnosis may lead (e.g., “Cost and time to get it done as well as fear of the unknown.”). These are all
powerful personal barriers that may prompt individuals to avoid screening. Other personal barriers mentioned
by respondents included physical pain associated with mammograms (a particular issue for those with
implants), stress, anxiety, and the knowledge of what loved ones have gone through with their own breast
cancer treatment.
In addition to barriers to breast health screenings and other services, individuals who participated in the
qualitative data collection process also referenced the impact of choice on health-seeking behaviors. Even
though there may be few cost, geographic, facility, or insurance barriers for some individuals, they still may
choose not to seek services because of factors such as procrastination, laziness, or the time it takes to
complete appointments (e.g., “Fear, or ‘it won't happen to me’. ‘I'll do it next year’ mentality.”). It is difficult to
discern how many women delay screening because of physical, environmental and financial barriers compared
to behavioral barriers. Nevertheless, education efforts should take into account the different motivations for the
delays.
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In regards to behaviors motivation, providers were asked what they believed motivated individuals to actually
seek screening services. Respondents noted a range of responses, including:
 Family members with a history of breast cancer
 Fear of dying
 Knowledge of screenings
 They have insurance
 They have noticed a problem and seek screening
As noted above, fear also can be a motivator to seek screening in addition to being a barrier, as identified
earlier.
What actions does Komen Evansville Tri-State need to take to increase screening and access to
breast health/cancer services?
Respondents who participated in the qualitative data collection process provided suggestions to improve areas
of breast health awareness, screening, and systems. The following discussion is formatted similarly to the
barriers section, with special focus on cost, insurance, systems/policy, and education/awareness.
Cost
One of the key barriers to screening and service access identified by residents and providers was cost. The
main recommendation in this area by residents was to continue to find ways to reduce the cost burden and
provide more financial assistance for those at lower income levels. Providers acknowledged that the funding
they have received from organizations such as Susan G. Komen® Evansville Tri-State have allowed them to
provide free or reduced-cost screenings to women who would otherwise be unable to pay for them. There is
also a need to make individuals aware of low-cost options. In some instances, there is an alternative for lowincome individuals; it is just a matter of making them aware and connecting individuals to the services (e.g.,
“Reaching out directly to the lower income areas instead of expecting them to come to you.”). Some providers
expressed concerns about more systemic issues that underlie financial burdens, particularly unemployment.
While health systems and other support organizations may not be able to address issues of employment and
economic development, they can identify gaps caused by such conditions and determine how they can meet
needs in those areas.
Insurance
Insurance issues are inherently tied to the issue of cost (e.g., “Providers need to let those in need know where
they can go for funding at the next step. If a person is screened and doesn't have the funds to cover the next
step, they will not have it done. Providers simply schedule someone and then get perturbed when the person
doesn't show up. Those who are living in poverty may not feel comfortable asking for help so a provider could
offer places to seek assistance should they need it. The doctor may not know who is insured and who is not,
but someone in their office does know.”). Several residents recommended requiring free screenings as part of
all insurance plans. Providers were asked specifically about the impact of insurance status on the degree to
which individuals get screenings. Most agreed that it had a large influence and that underinsurance was a
concern for many individuals. Even with insurance, there are still financial burdens. As with financial issues, a
key recommendation is to support the gaps in insurance coverage through grants for low-income individuals
and ensure that members of the community are aware of low-cost options. Additional recommendations
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related to insurance included providing free or low-cost exams for women with implants and requiring second
opinions for individuals diagnosed with cancer.
Systems/Policy
From a systems perspective, one of the main suggestions was to make more locations available for screening,
particularly in underserved areas. Given that the building of clinics and other facilities is often cost-prohibitive,
mobile clinics are a viable option for providing women in underserved areas access to basic screening
services. Some of the providers who responded to surveys indicated that they offer mobile units and are
committed to continuing these efforts. Other organizations are focused on removing barriers by directing their
clients to these screening options. Some providers are working to make services more convenient by offering
more weekend and evening hours, which is beneficial for those who work a traditional 8 am to 5 pm or 9 am to
5 pm weekday schedule. Transportation is a particular concern for providers, and one of the systems
recommendations pertained to offering travel assistance when possible. While this is a particular concern in
rural areas, there may be other populations, such as older or mentally delayed individuals, who could benefit
from such assistance.
The continuum of care was a particular issue addressed in resident and provider surveys. Providers reported
the importance of meeting all aspects of need to ensure individuals do not fall out of the care process. This
includes providing support for financial, education, treatment options, and support systems concerns. Some
medical providers employ navigators who assist individuals in navigating their continuum of care. To improve
flow through the continuum of care, some respondents reported the need to schedule tests and appointments
in the same location if possible to provide timely feedback to patients. Ensuring that all physicians in the
continuum of care have a common understanding of an individual’s needs was deemed as especially important
(e.g., “Create a circle of care that involves primary physician, radiologist, and specialist/oncologist/surgeon.
Have all involved physicians know who is next in the circle of care and where the patient should be scheduled
next before they leave a current appointment. Make the patient at the center of the circle of care.”). It should
be noted that some respondents reported positive experiences with their continuum of care, citing timely
feedback and smooth transitions from one appointment to another as reasons for successful care.
Education/Awareness
The breast cancer continuum of care is driven by continual education about the illness, including the
importance of screening, treatment options, and survivorship. Residents and providers shared a range of
suggestions for raising awareness about breast health and communicating accurate information. One key
theme was the importance of reaching all geographies and demographics, particularly those with lower income
and education levels (e.g., “Continue to encourage early detection; ensure that all geographies and
demographics are reached by marketing efforts.”). Improved partnerships with physicians were also
emphasized to ensure they are aware of all community resources and can share the information with patients.
Respondents also noted the importance of beginning education at younger ages, which can impact overall
health prevention behaviors, not just those related to breast health. Several individuals recommended more
speakers at civic clubs and organizations. Additionally, multiple respondents suggested continued messages
through various forms of media such as brochures, billboards, public service announcements (PSAs), and the
newspaper. It should be noted that a fairly substantial portion of individuals reported not knowing how to better
educate the public about breast health awareness, which itself highlights a lack of knowledge about this issue.
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Mission Action Plan
Breast Health and Breast Cancer Findings of the Target Communities
The Quantitative Data Report concludes there are three counties in Susan G. Komen® Evansville Tri-State
service area that are in the highest priority category. One of the three, Warrick County, IN, is not likely to meet
either the death rate or late-stage incidence rate HP2020 targets. Two of the three, Spencer County, IN, and
McLean County, KY, are not likely to meet the late-stage incidence rate HP2020 target.
Weaknesses identified in Warrick County through the Health Systems and Public Policy Analysis is that most
of the medical providers are located in Newburgh while the greatest need is shown in the cities of Chandler,
Boonville and Tennyson.. Weaknesses identified in Spencer County, IN, and McLean County, KY, are the lack
of health care facilities, transportation and resources.
Key findings from the Qualitative Data Report conclude that cost, transportation, and not knowing where or
how to access services are the largest barriers to breast health care. Each key finding is briefly discussed
below.
While cost mainly relates to the initial cost of a mammogram, costs incurred for additional screenings and
possible treatment are also an issue. Some individuals choose to spend money on other family health care
needs and forego such medical screenings. The burden on low-income families was a particular concern
identified through analysis of the qualitative data. Directly tied to cost were issues related to insurance
coverage. Individuals may not have the money to pay for quality insurance coverage, or the coverage they do
possess may not fully cover the cost of screenings and treatment services.
The lack of transportation was noted as an issue by community residents and providers during the qualitative
data analysis, but it was a particular concern for the latter. Low-income and older individuals, particularly those
who live in more remote areas, are especially impacted by this factor. Providers recommended forms of travel
assistance to ensure these individuals have access to screening and other types of care.
The lack of education and awareness specifically about breast health services and the importance of screening
was another key barrier identified through the qualitative data analysis. As noted by residents, some women
do not know where to seek assistance, particularly for low-income individuals. Related to this is the knowledge
of available financial resources to assist with the cost of screening. Another issue is the lack of understanding
about the benefits of screening and early detection. Providers were especially apt to report this as a barrier to
breast health screening. Some women view a breast cancer diagnosis as a death sentence and are not
educated about the options to successfully treat the disease. Other education issues include the perception
that health providers who can treat breast cancer are not in the Tri-State area and that mammograms produce
an excessive amount of radiation.
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Mission Action Plan
Problem Statements
Spencer and Warrick Counties, Indiana and McLean County, Kentucky are unlikely to meet HP2020 targets for
late-stage incidence. Additionally, Warrick County, Indiana is also unlikely to meet HP2020 targets for breast
cancer death rates. All are considered rural areas with Spencer and McLean Counties further removed from
breast health providers.
Qualitative data indicates that many of the underserved in Susan G. Komen® Evansville Tri-State service area
are still not aware of when they should receive screening nor are they aware of where or how to obtain free
services.
Education & Outreach
Priority: Increase breast health outreach to Spencer, Warrick and McLean Counties.
 Objective 1: By March 2016, advertise crucial breast health messaging and where to receive services
in the following newspapers each month: Spencer County Journal, Warrick Publishing and McLean
County News.
 Objective 2: By June 2016, meet with one community organization in each of Spencer, Warrick and,
McLean Counties to discuss breast health outreach and how to access services.
 Objective 3: By December 2017, partner with at least one community organization in each of Spencer,
Warrick and McLean Counties to provide a breast health event with important breast health messaging
where women age 40+ can sign up for a mammography appointment.
Priority: Increase awareness of breast health issues for those underserved women who do not have an
adequate understanding nor are aware of the programs available to obtain services.
 Objective 1: Beginning with the FY2017 Community Grant Request for Application, programs that
specifically target the uninsured and underinsured in Spencer, Warrick and McLean Counties will be a
funding priority.
 Objective 2: By June 2016 conduct at least one breast health messaging mailing to women age 40 to
64 in Spencer, Warrick and McLean Counties.
Partnership Opportunities/Needs
Priority: Partner with community-based outreach/health organizations to effectively promote breast health
education and services including breaking down access and cost barriers.
 Objective 1: By June 2016, partner with McLean County Health Center, McLean County Senior
Citizens Center and McLean County Health Coalition to host two breast cancer community outreach
presentations.
 Objective 2: By December 2016, partner with community-based outreach and health organizations to
conduct at least two small group education classes on breast self-awareness in at least 3 areas serving
Warrick County; specifically the towns of Chandler, Boonville and Tennyson..
Priority: Through advocacy, partner with both the Indiana and Kentucky Breast & Cervical Cancer Programs
to increase access to breast health services.
 Objective 1: From FY2016 through FY2019, participate in at least one public policy event or initiative
annually that addresses the need for increased access to breast health services for the underserved In
Spencer and Warrick Counties in Indiana and McLean County in Kentucky.
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Grantmaking
Priority: Increase the quality of Affiliate funded grants to ensure identified gaps in education and access are
addressed in the target communities.
 Objective 1: Beginning with the FY2017 Community Grant Request for Application, programs that
specifically target the uninsured and underinsured in Spencer, Warrick and McLean Counties will be a
funding priority.
 Objective 2: By August 2016, conduct a grant writing workshop for all current grantees and specifically
target those in underserved areas that may not meet HP2020 targets on how to incorporate best
practices and evidence-based programs into their projects.
 Objective 3: By November 2016, revise the RFA to give priority to grants programs that use innovative
or evidence-based approaches that result in documented linkages to breast cancer screening,
diagnostic, treatment and/or supportive services among the priority population groups and target
geographic areas identified in the Community Profile as well as taking into account emerging health
care changes.
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