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ABSTRACT 

Background: Breast and cervical cancers continue to have a significant impact on the lives of 

many women. Cancer screenings are crucial for early detection and treatment; however, the lack 

of cancer screenings have been associated with many factors related to patient adherence. 

Communication built on enriching interpersonal relationships between health care professionals 

and the people they serve may improve patient adherence in overcoming the unique and 

individualistic barriers to screening tests. 

Purpose: The purpose of this Doctor of Nursing Practice (DNP) project was to improve breast 

and cervical cancer screening rates among women in a rural primary care clinic by implementing 

an educational intervention that standardized basic knowledge of breast and cervical cancer, 

USPSTF recommendations, and promoted effective communication through interpersonal 

relationships.  

Theoretical Framework / Methods: Hildegard Peplau’s theory of interpersonal relations was used 

to guide the conceptual framework of this project. The Model for Improvement was the preferred 

methodology that guided the project initiatives. A 31-item Self-Assessment of the Interpersonal 

Relationship Scale was used to assess interpersonal communication, and a 10-item test was used 

to assess knowledge on cancer screening tests before and after the educational session 

Results / Conclusion: All participants completed project activities, providing data for analysis at 

pre- and post-intervention periods. The implementation of the educational intervention may have 

led to an improvement to staff learning, communication, and patient screening rates. Though data 

results were specific to this clinic and single setting, the decision to inform the project on 

Peplau’s theory was supported. 
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INTRODUCTION 

Breast and cervical cancers continue to have a significant impact on the lives of many 

women. In the United States (U.S.) and throughout the world, breast cancer is the most common 

cancer among women, impacting about 2.1 million people each year (World Health Organization 

[WHO], 2019a). In 2018, breast cancer accounted for the highest number of cancer-related 

deaths, affecting an estimated 627,000 women worldwide (WHO, 2019a). Cervical cancer is the 

fourth most frequent cancer among women in the world, with an estimated 570,000 new cases in 

2018 (WHO, 2019b).  

Cancer screenings are crucial for early detection and treatment. Cervical cancer was once 

the leading cause of cancer and cancer deaths for American women. Due to an increase of 

screening tests, cervical cancer is no longer the leading cause of cancer with cancer death rates 

dropping significantly (American Cancer Society [ACS], 2019b). Adherence to the preventative 

health screening recommendations have led to early-stage diagnosis and higher survival rates 

(Saslow et al., 2012; Wang, 2017). Despite the benefits, cancer screenings continue to be 

underutilized in the U.S. and worldwide (Peterson et al., 2016). The lack of cancer screenings 

have been associated with many factors including health literacy, perception of risk, social 

influences, and access to health care (Atkinson, Salz, Touza, Li, & Hay, 2015; Collazo, Jandorf, 

Thelemaque, Lee, & Itzkowitz, 2015; Davis, Williams, Marin, Parker, & Glass, 2002; Paskett et 

al., 2013). In addition, patients have experienced barriers with provider communication, such as 

inconsistent, minimal information and engagement (Chawla et al., 2016; Politi, Clark, Rogers, 

McGarry, & Sciamanna, 2008; Simon et al., 2013). Communication between health care 

professionals and their patients plays a major role in patient adherence, being one of the most 
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modifiable aspects in improving screening test behavior (Steinwachs et al., 2010). Further, 

communication built on enriching interpersonal relationships between health care professionals 

and the people they serve may increase patient adherence in overcoming the unique and 

individualistic barriers to screening tests (Beaulieu et al., 2011; Chambers, 2018; Chichirez & 

Purcarea, 2018; Lee & Doran, 2017). The purpose of this Doctor of Nursing Practice (DNP) 

project was to improve breast and cervical cancer screening rates among women in a rural area 

of Southern California. 

Background Knowledge 

In 2018, the numbers of new U.S. female breast cancer and cervical cancer cases were 

127.5 and 7.3, respectively, per 100,000 women annually (Centers for Disease Control and 

Prevention [CDC], 2018). Related U.S. death totals were estimated at 20.6 and 2.3, respectively, 

per 100,000 women annually (National Institutes of Health [NIH], 2019). In 2016 an estimated 

3,477,866 and 289,696 women in the U.S. were living with breast and cervical cancer (NIH, 

2019). 

The risks for breast cancer are related to a multitude of factors from lifestyle-related 

behaviors to age, gender, and family history. Personal behaviors such as minimal exercise, 

weight gain, and alcohol intake greatly increase the risk for breast cancer among women 

(McDonald, Goyal, & Terry, 2013; Picon-Ruiz, Morata-Tarifa, Valle-Goffin, Friedman, & 

Slingerland, 2017; Wu, Wang, & Ruan, 2017). Although men can get breast cancer, women are 

100 times more susceptible to the disease (CDC, 2018). Most breast cancers in the U.S. are 

found in women age 55 years and older (ACS, 2019a). In addition, several gene mutations have 

led to the disease with about 5% to 10% of breast cancer cases related to the person’s hereditary 
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disposition. Individuals with gene mutations of the breast cancer gene (BRCA1 or BRCA2) have 

an increased risk, with a seven in ten chance of getting breast cancer by the age of 80. Although 

eight out of ten women who get breast cancer do not have a family history of the disease, women 

with first-degree relatives such as mother, sister, or daughter, have double the risk of breast 

cancer (ACS, 2019a). In addition, risk factors may vary by race and ethnicity. Among white, 

black, Asian/Pacific Islander, and American Indian/Alaska Native women in the U.S., breast 

cancer was identified as one of the most common cause of cancer-related deaths (CDC, 2018). 

Though mammography has been proven to be an effective screening tool in reducing the 

burden of breast cancer, general evaluation of the disease is assessed through a clinical breast 

exam (Esserman & Joe, 2019; Nounou et al., 2015). Additional imaging via ultrasound and/or 

magnetic resonance imaging (MRI) can be done for women suspected of having breast cancer, 

and/or at high risk for the disease. The classic characteristic of a cancerous lesion includes a 

hard, immovable, single dominant lesion with irregular borders. The diagnosis of a benign or 

malignant breast mass is confirmed by a breast biopsy. If cancer is identified, further work up is 

initiated with referral to an oncologist. Treatment options may include: radiation therapy, 

chemotherapy, breast-conserving surgery, and mastectomy (Esserman & Joe, 2019; Nounou et 

al., 2015). 

In contrast to breast cancer, nearly all cervical cancers are caused by high-risk genotypes 

of the human papillomavirus (HPV), a virus that can be transferred most commonly from one 

person to another during vaginal, anal, or oral intercourse (CDC, 2017b; Doorbar, Egawa, 

Griffin, Kranjec, & Murakami, 2015). Persistent viral infection with high-risk HPV genotypes 16 

and 18 cause approximately 70 percent of all cancers of the cervix worldwide, and types 31, 33, 
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45, 52, and 58 cause an additional 20 percent. By the age 50, at least four out of every five 

women are infected with HPV. Most women who become infected with HPV are asymptomatic 

(CDC, 2017b). Although no treatment exists for individuals infected with the HPV disease, 

vaccines and cervical cancer screenings have been developed to protect against the acquisition of 

the HPV infection and development of HPV-associated disease. Other risk factors include 

smoking, long time use of hormonal contraceptives, and having multiple sexual partners (Liu, 

Liu, Liu, Ye, & Chen, 2015; Mzarico, Gomez-Roig, Guirado, Lorente, & Gonzalez-Bosquet, 

2015; Smith et al., 2003). Additionally, health disparities in marginalized populations are 

associated with increased risks of cancer. Approximately 90% of deaths from cervical cancer 

occurred in low- and middle-income countries (WHO, 2019b). Socioeconomic status affects 

accessibility and affordability to quality care, creating disparities in health services and patient 

health outcomes. 

In the evaluation of cervical cancer, early stages are often asymptomatic, with later 

symptoms including: irregular or heavy vaginal bleeding, irregular discharge, post-coital 

bleeding, pelvic pain, and lower back pain (Furmovitz, 2019; Koh et al., 2019; Saslow et al., 

2012). The Papanicolaou (Pap) test is the standard screening test for cervical cancer and 

premalignant cervical lesions. The diagnosis of cervical cancer is confirmed through histological 

evaluation of a cervical biopsy. Management of cervical cancer may include surgical treatment 

such as hysterectomy, radiation therapy, and chemotherapy (Furmovitz, 2019; Koh et al., 2019; 

Saslow et al., 2012). 

The best therapy for cancer is prevention. While primary prevention involves taking 

actions to reduce risks such as smoking cessation, lifestyle, and diet modifications, breast and 
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cervical screenings are important secondary preventive health care steps towards early detection 

and treatment (Saslow et al., 2012; Wang, 2017). Since the 1970s, the ACS has promoted breast 

and cervical cancer screening programs to establishing recommendations from screening 

methods, starting ages, stopping ages, and screening intervals (ACS, 2014). In effect, with 

several cancer screening programs, considerable variations of screening recommendations exist. 

The rural primary care clinic that has been selected for the quality improvement (QI) project uses 

the 2012 United States Preventative Services Task Force (USPSTF) guidelines. For breast 

cancer, the USPSTF recommends women ages 50 to 74 years of age screened via mammography 

every other year (United States Preventative Services Task Force [USPSTF], 2016a). In contrast, 

The American College of Obstetricians and Gynecologists (ACOG) recommends women at 

average risk to be offered screening mammography beginning as early as 40 years until at least 

75 years of age (Mango, Bryce, Morris, Gianotti, & Pinker, 2018). While the USPSTF 

recommends screening mammography every other year, ACOG recommends every one or two 

years (Mango et al., 2018). Both USPSTF and ACOG recommends that screening tests share in 

the decision-making process between the provider and all patients, especially for women 75 

years and older, valuing the patient’s individuality and preferences regarding the benefits and 

harms of screening (Mango et al., 2018; USPSTF, 2016a). 

In regards to cervical cancer screening, both the USPSTF and ACOG recommend a Pap 

test for women ages 21 to 65 years every three years (Schlichte & Guidry, 2015; USPSTF, 

2016b). For women ages 30 to 65, while both USPSTF and ACOG recommends screening in 

combination with cytology and HPV every five years, a Pap test alone every three years for 

ACOG is acceptable. In addition, both the USPSTF and ACOG recommend against screening 
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women who have had a total hysterectomy, are older than 65, or younger than 21 years of age 

(Schlichte & Guidry, 2015; USPSTF, 2016b). ACOG further defines additional conditions for 

screening stoppage for 65 years and older to include: no history of moderate or severe abnormal 

cervical cells or cervical cancer; and three negative Pap test results in a row, or two negative co-

test results in a row within 10 years, with the most recent test performed within the past five 

years (Schlichte & Guidry, 2015). 

Though guidelines and recommendations on screening processes vary slightly between 

particular programs, early detection and diagnosis through such screenings greatly improve 

cancer outcomes and survivability (WHO, 2019a, 2019b). Despite these efforts, concerns exist 

for women getting screened. When considering ACOG recommendations, at a national 

perspective, about 45% of women aged 40 and over did not have a mammogram within the past 

2 years (CDC, 2017a). In addition, 31% of women aged 21 and over did not have cervical 

screening within the past 3 years (CDC, 2017b). Patients encounter a myriad of barriers to 

preventative cancer screening services. Research findings have shown that patient adherence is a 

major factor to the marginal intake of preventative cancer screenings, which includes knowledge 

gaps; past experiences; access to preventative services; and low socioeconomic status (Ashtarian, 

Mirzabeigi, Mahmoodi, & Khezeli, 2017; Henry, McDonald, Sherman, Kinney, & Stroup, 2014; 

Knegt, 2014; Pham et al., 2017). In addition, research has shown cancer screenings to vary in 

different geographic areas. Women residing in rural areas were less likely than women residing 

in urban areas to have mammographic breast screening and Pap smear (Leung, McKenzie, 

Martin, & McLaughlin, 2014; Sarma, 2015). 
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Advanced practice registered nurses (APRNs) are key providers of cancer screening and 

prevention. Research has shown patient compliance with cervical and breast cancer screenings 

were higher when an APRN was involved in the care (Kepka, Smith, Zeruto, & Yabroff, 2014). 

An array of evidence-based interventions demonstrated positive improvements to the increase of 

breast and cervical cancer screenings, including phone call interventions, tablet computer 

education, clinician counseling, customer service, flexible appointment times, and reminders 

(Highfield, Hartman, Bartholomew, Balihe, & Ausborn, 2015; Klein, Watson, Ash, & Eden, 

2016; Moushey, Shomo, Elder, O'Dea, and Rahner, 2014; and Plourde et al., 2016). Though 

several evidence-based interventions exist, communication skills founded on developing 

interpersonal relationships between health care professionals and their patients is one of the most 

modifiable aspects in improving patient adherence to screening tests (Beaulieu et al., 2011; 

Chambers, 2018; Chichirez & Purcarea, 2018; Lee & Doran, 2017; Steinwachs et al., 2010). 

Efforts to improve quality of care are important in identifying health care problems; 

implementing interventions; and testing project effectiveness to improve system change (Taylor 

et al., 2018). Engaging primary care practices in QI activities founded on evidence-based 

interventions, led by an APRN, can improve the health of women, impacting patient experiences 

and outcomes.  

Local Problem 

In California, breast cancer is the leading cause of cancer in the state with a total of 349, 

600 existing cases, and 25,614 new cases in 2014 (ACS, 2017). Cervical cancer is fourth with a 

total of 106,500 existing cases, and 7,057 new cases (ACS, 2017). In Ventura County, where the 

primary care clinic for this project is located, breast cancer is also the leading cause of cancer 
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with 628 new cases observed in 2014. Cervical cancer is eighth in the county, behind bladder 

(7th) cancer by only 23 cases, and Non-Hodgkin’s lymphoma (6th) by 34 cases. The incidence of 

breast cancer was also the highest among non-Hispanic whites, with increasing yearly trends for 

Hispanics. In comparison, the incidence of invasive cervical cancer was the highest for Hispanic 

women, with non-Hispanic white women being the second highest by race and ethnicity (ACS, 

2017). 

Because the risks are compounded in rural settings, a rural primary care clinic has been 

selected for the site for this QI project. The clinic provides care to many medically underserved 

patient populations, from uninsured and underinsured, to undocumented immigrants of all ages 

across the lifespan. Hispanic and non-Hispanic whites make up most of the county 

demographics. 

The nurse manager utilizes electronic health records (EHR) to manage patient 

information and evaluate areas for improvement. Based on USPSTF recommendations, the nurse 

manager found 74% of the women qualified for cancer screening services received breast cancer 

screening services, and 70% for cervical screenings services from January to June of this year. 

Though the clinic is screening many of their patients, they are below their clinic target goal of 

85% for both mammograms and Pap smears. A needs assessment was performed to determine 

gaps between current and desired patient outcomes. The needs assessment determined a lack of 

patient adherence to screening tests was associated to unique individualistic barriers experienced 

by the people they serve. Patient barriers included knowledge gaps on the importance and 

relevance of screening services, financial burdens, previous adverse experiences from other 

clinics regarding screenings, difficulty in finding time off from work, and childcare, have led to 



 

 

 

 

18 

many women cancelling their appointments or refusing screening services. In addition, the needs 

assessment identified inconsistent and varying practices among the clinic staff pertaining to 

cancer screenings, including information on breast and cervical cancer, screening guidelines, and 

staff-patient communication. Opportunities exist in implementing a QI initiative to better the 

clinic’s approach to screenings, engaging patients to achieve better health outcomes. 

Intended Improvement 

The purpose of the DNP project was to improve breast and cervical cancer screening 

rates among women in the rural primary care clinic in Fillmore, California by implementing an 

educational intervention to standardize basic knowledge of breast and cervical cancer, USPSTF 

recommendations, and promote effective communication through interpersonal relationships. 

The first aim of this project was to increase and standardize staff knowledge on the basic 

concepts of breast and cervical cancer screening guidelines, disease diagnosis, treatment, and 

management. The second aim was to enhance staff understanding of interpersonal relationships, 

and its importance in strengthening communication skills in patient interactions. Lastly, the third 

aim of the project was to increase the number of screenings performed. By the end of this 

project, the student expected to improve the medical staff’s engagement and utilization of 

learned knowledge to overcome patient challenges to breast and cervical screening rates in the 

rural setting. A goal for the project was to increase breast and cervical screening rates by five 

percent or more above current benchmark metrics over the course of ten days after the education 

sessions. The major stakeholder groups of this project included: the medical assistants, 

physician, nurse manager, and most importantly, the patients.  



 

 

 

 

19 

Theoretical Framework 

At the frontline of nursing research, health care improvement efforts require disciplinary 

guidance through the dimension of middle-range theory (Liehr & Smith, 2017). Hildegard 

Peplau’s theory of interpersonal relations will be used to guide the conceptual framework of this 

project. Compared to grand theories, theories at the middle-range level guide nursing knowledge 

and practice with more concrete and narrow principles (Bvumbwe & Mtshali, 2018; Nilsen, 

2015). 

Published in the 1950s, Peplau’s work was considered a revolutionary middle-range 

theory that described the importance of the nurse-patient relationship and its effect on patients’ 

experiences of care (Hagerty, Samuels, Norcini-Pala, & Gigliotti, 2017; Senn, 2013). Unlike 

other nursing theories, Peplau’s theory focuses on a single dimension of nursing: the nurse-

patient relationship. Her model defines health in a broad sense, and the process of 

communication as the main instrument to facilitate changes in patient behaviors. In each phase, 

the nurse uses the patient relationship to assess the patient’s psychological, physiological, and 

spiritual needs, with the intent to meet favorable patient goals and outcomes (Peplau, 1952, 1992, 

1997). Peplau’s theory of interpersonal relations provides six nursing roles and three main 

interlocking and overlapping phases to serve as a framework in directing the QI project. The six 

nursing roles include: stranger role; resource role; teaching role; counseling role; surrogate role; 

and leadership role. The three main phases of Peplau’s theory are orientation phase, working 

phase, and termination phase. The nurse may take on the six particular roles depending on the 

patient’s condition to guide the care into the three main phases. For this project, Peplau’s theory 

is to be used on two main interpersonal platforms: 1.) student-staff relationship; and 2.) staff-
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patient relationship. While Peplau’s theory has not been applied in student-staff relationships, 

this project intends to utilize the fundamental principles of the theory to better engage the staff’s 

learning for favorable clinical outcomes. 

In the student-staff relationship, the student will utilize the six roles of Peplau’s theory to 

facilitate the orientation and working phases of the project. Peplau’s theory also guides staff 

learning and implementation of interpersonal communication, aiding them with tools to navigate 

through the phases successfully with their patients, overcoming preexisting barriers to screening 

care. Peplau defines the first role “stranger role” as the patient’s perception of the staff as 

someone who is unfamiliar and unknown. In this role the staff must treat the patient with respect 

and courtesy. The staff assumes the patient is emotionally stable, without prejudgment or 

prejudice (Peplau, 1952, 1992). In the student-staff relationship, the clinic staff of medical 

assistants, physician, and nurse manager, takes on the role of the “patient.” These health care 

professionals may be unfamiliar with the student and project initiatives. In order to foster the 

support for the QI project, the student must build a strong relationship with staff. By treating the 

health care team with respect and courtesy, absent of any prejudice or prejudgment, the student 

plans to establishe rapport with the working staff, strengthening the professional working 

relationship with the group. In the staff-patient relationship, the clinic staff takes on the “stranger 

role” with the patients they will interact with for the project initiative. The education provided 

will offer staff the tools to navigate through the stranger role to promote and maintain better 

health. Successful implementation of the stranger role is the foundation for the development of a 

strong relationship and a mandatory element for the establishment of the other roles. 
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In the “leadership role,” the staff collaborates with the patient to meet desired goals 

through guidance, direction, and support (Peplau, 1952, 1992). In the student-staff relationship, 

the student collaborates with staff to drive project initiatives. The student offers cooperation, 

direction, and active participation to promote the needs of the clinic to attain the desired goal of 

increasing patient compliance to the screening services. Similarly, the educational session aims 

to advocate for the staff-patient relationship by assisting staff to facilitate their patient’s health in 

a mutual way that fosters the achievement of personal goals and accept responsibility for health 

promotion in their plan of care. 

The “resource role” focuses on the patient’s concerns and questions about their condition 

or illness (Peplau, 1952, 1992). Questions about the QI project or information about the 

screening services being presented may arise from staff. As a resource, the student serves as a 

source of expert information to the health care team, answering questions factually, clearly, and 

directly. Building the staff-patient relationship, the educational session assists staff in relaying 

information to the patient about the importance of screening measures in a straightforward 

constructive manner. If the patient demonstrates challenges with medical knowledge, or health 

care staff encounters challenges with project initiatives, the “teaching role” serves to improve the 

patient’s or staff’s knowledge through formal (i.e. training sessions) or informal processes (i.e. 

modeling behavior) 

In the “counseling role”, the nurse acts as a support person to guide and encourage the 

patient’s exploration of their condition in a safe environment (Peplau, 1952, 1992). The 

counseling role also emphasizes the importance of an environment that encourages patients to 

express and speak of their concerns. In this role, the student demonstrates active listening and 
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therapeutic communication techniques, while maintaining professional boundaries. In addition, 

the QI project attempts to help staff guide and encourage patients to understanding and 

remembering the importance of preventative screenings. The last role, the “surrogate role”, 

describes how the nurse’s behaviors or attitudes can trigger feelings of familiarity of a parent, 

sibling, friend, or relative of the patient (Peplau, 1952, 1992). Interactions between student-staff, 

and staff-patient, increase the chances of such familiar feelings be projected. By understanding 

the surrogate role, the student and staff can recognize similarities and differences, and set healthy 

boundaries in facilitating proper care. By utilizing the proper roles at the appropriate times of 

need, the student aims to ensure that the ethical considerations of respect for person, beneficence, 

and justice are maintained, along with the continued establishment of the professional 

relationship through these interpersonal interactions. 

The orientation phase is the first of three phases in developing the student-staff and staff-

patient relationships (Peplau, 1952, 1992, 1997). The main goal in the orientation phase is to 

establish professional boundaries and trust, creating a platform where the nurse and patient can 

interact and collaborate with one another. During this phase, the staff attempts to develop an 

understanding of the patient’s medical history and health care needs, as well as attempt to know 

the patient as a person. Further, the staff utilizes this phase to identify themselves formally to the 

patient, role, and availability. Nursing success in this phase is achieved when the nurse-patient 

relationship develops trust and respect, allowing them to move through to the next phase (Peplau, 

1952, 1992, 1997). 

The working phase is the second phase and focuses on the work that needs to be done by 

the patient and nurse to achieve patient goals (Peplau, 1952, 1992, 1997). Together, the patient 
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and staff work towards developing an understanding of the patient needs and current health 

condition. Though the work of staff during this phase is broad, they act in many roles to facilitate 

the patient’s needs including counselor, teacher, and leader. The staff cares for the patient 

holistically, providing needs on a physical, psychological, and spiritual level. Using interpersonal 

communication, the staff can assist in building the knowledge base of patients, furthering their 

understanding of the plan of care, and disease condition. The staff and patient work together 

towards patient independence. As the patient becomes more independent towards their personal 

care, the staff-patient relationship moves toward the termination phase (Peplau, 1952, 1992, 

1997). 

The termination phase is the third phase of Peplau’s theory. At this final phase, the 

patient and staff take the time to summarize the work accomplished and disengage from the 

staff-patient relationship (Peplau, 1952, 1992, 1997). Success during this phase occurs when the 

patient becomes more self-reliant and independent to leading a healthier life. Given the scope of 

the project, the termination phase of the theory was hypothesized as a latent factor. 

Peplau’s theory of interpersonal relations greatly impacts the patient’s perception and 

experience of care. From current research, patients who experienced poor relations with their 

nurses had lower care satisfaction scores (Hagerty et al., 2017). In contrast, positive nurse-patient 

experiences resulted in higher scores of satisfaction (Hagerty et al., 2017). Interpersonal 

relationships also play an important role in impacting the patient’s choice of treatment, 

knowledge, and health promotion (Forbat, Place, Hubbard, Leung, & Kelly, 2014). In addition, 

the use of Peplau’s theory to support rural women shows significant retention rates in health 
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program initiatives and enhanced therapeutic relationships between the nurse and patient (Evans 

& Bullock, 2017). 

Applications of interpersonal theory to student-staff and staff-patient relationships 

provide a framework for understanding the patient’s experience. Through this understanding, the 

needs and difficulties of patients can be identified, and interpersonal interventions can be carried 

out. 

Literature Review 

A systematic method was performed to search for relevant evidence using the following 

databases: Cumulative Index of Nursing and Allied Health Literature (CINAHL), Embase, and 

PubMed. The following MeSH terms were used: “interpersonal relationships,” 

“communication,” “primary care,” “rural health,” “women’s health,” “cancer screening,” “breast 

screening,” “cervical screening,” “mammography,” “patient adherence,” and, “quality 

improvement.” There were no studies available that reported the use of an intervention to 

improve the intake of both breast and cervical cancer screenings in the U.S. rural setting. MeSH 

terms were then applied in different combinations to broaden the scope and capture relevant 

articles. Inclusion criteria for literature included English-language, published, peer-reviewed, full 

text available, and human species. A total of ten studies were found relevant to the research topic 

were reviewed and appraised (Appendix A).  

Synthesis of Literature 

The purpose of the DNP project was to improve breast and cervical cancer screening 

rates among women in the rural primary care clinic by implementing an educational intervention 

to standardize basic knowledge of breast and cervical cancer, USPSTF recommendations, and 
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promote effective communication through interpersonal relationships. Research findings have 

shown that patient adherence is a major contributory factor to preventing qualified women from 

receiving screening tests during their well-woman visits (Katz, Tengekyon, Kahan, & Calderon-

Margalit, 2018; Schapira et al., 2016). The lack of patient adherence was associated with 

inadequate shared knowledge from family, friends, and even health care professionals; personal 

preferences and misconceptions; access to preventative services; other health conditions; no 

health insurance; minimal income; and difficulties in finding childcare (Ashtarian, Mirzabeigi, 

Mahmoodi, & Khezeli, 2017; Henry, McDonald, Sherman, Kinney, & Stroup, 2014; Knegt, 

2014; Pham et al., 2017). Despite the myriad of issues affecting patient adherence, interpersonal 

communication between health care professionals and patients has shown to be a significant 

changeable factor to improving and increasing cancer screening tests among patients 

experiencing such unique and individualistic barriers to care (Beaulieu et al., 2011; Chambers, 

2018; Chichirez & Purcarea, 2018; Lee & Doran, 2017; Steinwachs et al., 2010).  

Strengths 

The major strength of the studies was insight to the unique experiences of women and 

cancer screenings. This exploration provided a collection of rich insight into women’s social, 

personal, and interpersonal dynamics. Chorley et al. (2017) performed a systematic review of a 

total of 32 articles. They explored women’s perceptions and experiences of cervical screenings, 

identifying two common uncertainties: when to have a screening, and determining whether 

screenings are necessary. 

Knowledge gaps were identified in women who felt they did not need screening services 

or disregarded its importance. These women believed that the chances of getting cervical cancer 
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were unlikely; therefore, screening services were not needed. In addition, women also believed 

that the need for screening was associated with having multiple sexual partners, marital status, 

ethnicity, pre-menopausal, positive family history, and being symptomatic (Chorley et al., 2017). 

Further, several women questioned the validity of the cancer screening tests, and the motives of 

providers to fulfill medical quotas. Knowledge gaps also existed for women who favored and 

valued screening services, believing that the cervical screening was a general cancer test, or 

tested for infection and reproductive condition (Chorley et al., 2017). Berendsen, Roorda, Jansen, 

and de Bock (2016) also identified similar findings of knowledge gaps among the 61 women 

they surveyed. Many of the women questioned the effectiveness of breast screening, while others 

believed that the screening was simply to collect data for the evaluation of care (Berendsen et al., 

2016). Interestingly, both studies identified psychological aspects that influenced the intake of 

breast and cervical cancer screenings. Women who experienced social stigma, physical pain, or 

poor health care services related to cancer screenings expressed anxiety and negativity towards 

the preventative measures (Berendsen et al., 2016; Chorley et al., 2017). Women who favored 

screening services expressed that it supported them psychologically, giving them some peace of 

mind (Berendsen et al., 2016; Chorley et al., 2017). 

The qualitative aspect of several studies also provided an in-depth nature to exploring 

particular factors experienced by women. Henry, McDonald, Sherman, Kinney, and Stroup 

(2014) surveyed 416,953 women between 40 -74 years of age. Women with lower income and 

minimal education were found to not have had their mammogram in the last two years. 

Similarly, cross-sectional studies by Antic, Djikanovic, Vukovic, and Kaludjerovic (2014) and 

Moudatsou, Kritsotakis, Alegakis, Koutis, and Philalithis (2014), identified the intake of 
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preventative measures were influenced by educational levels and financial status. Women with 

secondary or higher levels of education were more likely to adhere to recommended preventative 

breast and cervical screenings (Antic et al., 2014; Moudatsou et al., 2014). Observed were the 

practical barriers to breast and cervical screenings women experienced, including: time demands 

from work; childcare; access to care (Chorley et al., 2017; Henry et al., 2014). 

In addition, findings from studies revealed the growing concerns regarding women’s 

adherence to breast and cervical screenings. Delgado, Menacho, Segura, Roman, and Cabello 

(2017) surveyed 71 women and identified that 77.5% of the women reported they were overdue 

for an annual Pap test, while an additional 12.7% never had a Pap test in their life. The study by 

Henry et al. (2014) also revealed that non-Hispanic white women aged 50–74 were 1.85 times 

more likely to be non-adherent. Similar to previous studies discussed, factors related to the lack 

of adherence were associated with health literacy, perceptions of risk, social influences, and 

health care access. 

Highfield, Hartman, Bartholomew, Balihe, and Ausborn (2015); Klein, Watson, Ash, and 

Eden (2016); Moushey, Shomo, Elder, O'Dea, and Rahner (2014); and Plourde et al. (2016) were 

studies that offered a diverse array of interventions that demonstrated positive improvements to 

the increase of breast and cervical cancer screenings. These interventions included phone call 

interventions, tablet computer education, clinician counseling, customer service, flexible 

appointment times, and reminders. Furthermore, Peterson et al. (2016) performed a systematic 

review of studies that focused on the role of provider-patient communication in screening 

behavior. A total of 3,252 articles were identified. Among those articles, 35 studies meet the 

inclusion criteria for review. Their examination found overwhelming evidence that cancer 
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screening rates significantly improved among a variety of populations including urban and rural 

areas, and various ethnicities such as Latina and Arab women. The meta-analysis also found that 

adherence to mammogram and Pap screening tests improved when the health care professional 

developed strong interpersonal relationships with their patients through open communication of 

sharing information in decision making, giving transparent explanations, providing 

encouragement when needed, eliciting barriers, and being responsive to the patient’s concerns. In 

addition, Peterson et al. (2016) found interventions that included some form of communication 

skills training or screening education for health care providers demonstrated that the intervention 

improved the provider’s recommendations, which led to increased screening rates for patients in 

all studies, especially for mammography and Pap tests. Evidence-based interventions could guide 

the student’s quality improvement initiative, fine-tuned to meet the specific needs of the rural 

clinic.  

Weaknesses and Gaps 

The major limitations to a large part of the studies were their susceptibility to external 

validity. Concerning was external validity in generalizing the evidence to clinical practice. 

Examples included research by Antic et al. (2014) who examined women in rural and urban 

areas in Serbia, while Delgado et al. (2017) screened women in Lima, Peru. In addition, studies 

were regional or demographically specific, such as Henry et al. (2014) study of women living 

only in Utah, and Highfield et al. (2015) focus on African American women. Because of the non-

random design, it is difficult to generalize the results to the total population of women in the U.S. 

Studies that were pretest-posttest design such as Klein et al. (2016) and Moushey et al. (2014) 



 

 

 

 

29 

threatened the internal validity from selection bias between groups; influence of historical 

external events; participant maturation; bias in sensitzation; and instrumentation bias.  

METHODS 

The Model for Improvement 

The Model for Improvement was the preferred methodology to guide the project 

initiatives. The Model for Improvement was designed to improve processes within a complex 

system made up of several moving parts (Crowl, Sharma, Sorge, & Sorensen, 2015). Because the 

model to improve focuses on making small changes to these processes, rapid improvement can 

be accomplished without major organizational investment of resources and time (Crowl et al., 

2015). The Model for Improvement was developed in the 1990s by the Associates in Process 

Improvement (API), and designed to serve as a methodological framework in improving 

organizational processes and outcomes (Institute for Healthcare Improvement [IHI], 2019). The 

model involved two main elements: fundamental questions; and the Plan-Do-Study-Act (PDSA) 

cycle (Figure 1) (IHI, 2019). 

As depicted in Figure 1, the Model for Improvement was composed of three main 

questions: What are we trying to accomplish?; How will we know that a change is an 

improvement?; and, What change can we make that will result in improvement? (IHI, 2019). The 

questions were answered in sequence beginning at the top. Once the third question was 

answered, the student then moved to the second element of the Model for Improvement, the 

PDSA cycle. The PDSA cycle was divided into four main steps: plan, do, study, and act. 

Beginning at the “plan” phase, the student moved clockwise into each step as depicted in Figure 

1, until all steps were completed. The end of the “act” step led to the completion of the testing of 
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change, where the student decided whether another cycle of PDSA was needed to fine tune 

aspects of the cycle, or whether the change was ready for concrete implementation into practice 

(IHI, 2019). 

 
FIGURE 1. Model for improvement. 

What Are We Trying To Accomplish?  

Aims must be time-specific and measurable (IHI, 2019). The aims involved the affected 

patient population and were developed around the Institute of Medicine’s six principles of 

improvement including safety, effectiveness, patient-centeredness, timeliness, efficiency, and 

equitability (IHI, 2019). The purpose of the DNP project was to improve breast and cervical 
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cancer screening rates among women through a student lead educational intervention for medical 

staff members. The educational intervention focused on standardizing knowledge and promoting 

effective communication through interpersonal relationships. The first aim of this project 

engaged clinic staff on enhancing and standardizing their knowledge of clinical concepts of 

breast and cervical cancer, including recommendations by USPSTF, which guides the clinic’s 

screening processes. The second aim of the project was to strengthen clinical staff’s 

communication skills through developing interpersonal relationships with their patients. The 

third aim of the project was to increase the number of screenings performed. By the end of this 

project, the student intended to improve the medical staff’s engagement and utilization of learned 

knowledge to overcome patient challenges to breast and cervical screening rates in the rural 

setting. In addition, the student would observe an increase of five percent or more above current 

benchmark metrics in breast and cervical screening rates over the course of ten days after the 

completion of the educational session. 

How Will We Know That A Change Is An Improvement? 

Three types of measures were considered for evaluating QI initiatives: outcome 

measures, process measures, and balancing measures (IHI, 2019). For the purposes of this 

project, outcome measures were the primary focus. Outcomes informed how the educational 

intervention impacted staff and patient behavior. The staff was given a pre- and post-survey of 

the Self-Assessment of the Interpersonal Relationship Scale (SAIRS) (Appendix E), and a 

knowledge test before and after the educational session (Appendix F). Data was obtained from 

the surveys and questionnaires taken by the staff, and the results were compared. Higher scores 

in the post-survey and post-test, compared to the pre-survey and pre-test, would indicate a 
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change that led to achieving the first and second aims of improving staff knowledge base, and 

interpersonal connectedness with their patients. The third aim, to increase the number of 

screenings performed, would be achieved when breast and cervical screening rates increased by 

five percent or more above current benchmark metrics. Data was collected by the nurse manager 

through the office’s EHR on the number of women who met the recommended guidelines for 

breast and cervical screenings and the number of screenings tests were performed. 

What Change Can We Make That Will Result In Improvement? 

Change focused on staff knowledge and behavior. By conducting the educational session 

focused on current evidence-based material and on building interpersonal relationships, the 

student intended to equip the medical staff with a knowledge base that improved their approach 

and communication with patients on overcoming patient-specific barriers to receiving breast and 

cervical screenings. 

Plan-Do-Study-Act (PDSA) 

The PDSA cycle was the next step in The Model for Improvement (IHI, 2019). “Plan” 

was the first step of PDSA. In this phase, the student reviewed population participants, timelines, 

and the data that needed to be electronically collected with Qualtrics, an analysis software 

(Qualtrics, 2019). The “Do” step followed, where the student carried out the educational session 

and collected data. After the test was carried out, the student moved to the next phase called the 

“Study” step, in which the student analyzed the collected data, and evaluated intervention 

effectiveness. Lastly, in the “Act” step, the student determined whether modifications were 

needed to improve the intervention or promote change and spread practice (IHI, 2019). 
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The Intervention Plan 

The main objective of the project was to educate the clinic staff on the basic concepts of 

breast and cervical cancer, and principles of interpersonal staff-patient relationships. The 

concepts of breast and cervical cancer included the following: clinic standards on following the 

2012 USPSTF breast and cervical screening guidelines; clinical significance; and disease 

diagnosis and clinical management based on: evidence-based guidelines; UpToDate, a clinical 

decision support resource for clinicians worldwide; and ACS. The second portion of the 

educational session focused on the principles of interpersonal staff-patient relationships, and 

application to enhance communication skills and overcome the unique barriers experienced by 

women regarding breast and cervical cancer screening services at the clinic. The educational 

content was reviewed and approved by the student’s committee. 

The student coordinated with the nurse manager to schedule the educational session 

(Table 1). The student used the Vanderbilt University’s revised version of Bloom’s taxonomy as 

a guide for developing learning objectives, and guiding staffs’ cognitive processes of 

remembering, understanding, applying, analyzing, evaluating, and creating (Armstrong, 2019). 

The educational session was delivered in-person by the student and included PowerPoint and 

discussion to facilitate passive and active learning (Appendix G). The educational intervention 

was initially planned to be presented in two separate sessions and conducted over two days. But 

a change in clinic operations freed staff for an entire day, allowing the student to conduct the 

entire educational intervention over one day. 
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TABLE 1. Planning the intervention. 

On day one, participants were asked to take a 31-item pre-survey (Appendix E), taking 

approximately 30 minutes, to assess their interpersonal relationships with patients, and a pre-test 

composed of 10 questions (Appendix F), which took approximately 15 minutes to complete. Day 

two, the student presented the full educational session via lecture and PowerPoint, about two 

hours in length. On Day three, participants took a 30-minute post-survey (Appendix E); and a 

post-test (Appendix F), taking approximately 15 minutes to complete. Ten days from the 

educational session, the student sent the nurse manager a 10-day reminder (Appendix D) to 

inform participants to complete the final post-survey, post-test, and a post-intervention survey 

(Appendix H). The initial plan was to wait for 30 days, but due to project time constraints, the 

time period had to be shortened. Through the pre-survey-post-survey and pre-test-post-test 

design, participant learning related to the effects of the educational interventions was evaluated. 

In addition, collecting data from several points in time, 10 days from the last educational session, 

was critical to examining the long-term strength of the educational intervention (Alessandri, 

Zuffiano, & Perinelli, 2017). 

Setting 

The study occurred in a rural primary care clinic in Fillmore, California, staffed by one 

physician, three medical assistants, and one office manager. This medical practice serves mainly 

 ACTIVITY 1 ACTIVITY 2 ACTIVITY 3 

DAY 1 Pre-Survey (30 min) Pre-Test (15 min) N/A 

DAY 2 Educational Session 1 N/A N/A 

DAY 3 Educational Session 2 N/A N/A 

DAY 4 Post-Survey (30 min) Post-Test (15 min) Post-Intervention Survey (30 min) 

DAY 30 Post-Survey (30 min) Post-Test (15 min) Post-Intervention Survey (30 min) 
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Hispanic and non-Hispanic white residents in Southern California. A site authorization letter was 

obtained (Appendix C). 

Participants 

The nurse manager received the disclosure form from the student and disseminated the 

invitation and information to all clinic staff (Appendix B). All participants were recruited 

voluntarily. The education material was designed to be useful to all staff regardless of role, so the 

potential participants were the physician, nurse manager, and three medical assistants. The 

student provided the participants the project disclosure form to the nurse manager via email 

(Appendix B).  

Data Collection 

Three types of data were used to determine outcome measures: pre- and post-SAIRS 

surveys; pre-test and post-test scores; and the number of patients who received breast and 

cervical cancer screening. 

SAIRS and Post-Intervention Survey 

To measure learning, participants completed a SAIRS survey and knowledge test before 

and after the education sessions through Qualtrics, a web-based tool with software for 

conducting, collecting, and analyzing data (Qualtrics, 2019). Built on the foundations of Peplau’s 

theory of interpersonal relations, Myrick and Erney (1984) developed SAIRS as a tool to help 

nurses identify areas of opportunity with interpersonal communication skills. The 31‐item self-

assessment survey identified concepts necessary for clinical staff to develop a strong 

interpersonal relationship with their patients. For example, questions, “I listen to the client’s 

perceptions without becoming judgmental,” “I respect with the client’s uniqueness,” and “In my 
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relationship with client, he or she is free of bias,” defined the role of “stranger role,” where the 

staff must treat the patient with respect and courtesy, without prejudgment or prejudice. The self-

assessment survey also included questions on the interpersonal phases of care. For example, 

questions, “When working with the client, I consistently maintain professional boundaries,” “I 

help the client acknowledge the progress made during the work done together,” and “I engage 

the client in open discussion of termination from the beginning of the relationship,” defined the 

interpersonal relationship phases of orientation, working, and termination respectively. The 

statistical analysis of SAIRS was found to be statistically significant with p < 0.001, 

demonstrating high consistent internal reliability and validity (Dearing & Steadman, 2011). 

For the project, participants completed a 31-item pre- and post-SAIRS survey in 

Qualtrics. In each item, the participant chose from a set of five options that bests reflected their 

answers: strongly agree, somewhat agree, neither agree nor disagree, somewhat disagree, or 

strongly disagree. Participants completed SAIRS prior to the first education session, day-one 

following the education session, and again ten days later. In addition, clinic staff were asked in 

the pre-survey to provide information on whether they received formal training on interpersonal 

relationships before, and how long they have worked in health care. 

Participants completed the post-intervention survey on day ten following the educational 

session. The post-intervention survey was a modification created by the student of the SAIRS 

pre- and post- SAIRS survey, since no tool could be found that aligned with Peplau’s theory in 

assessing the student’s interpersonal communication skills. For example, the original question of 

“I listen to the client’s perceptions without becoming judgmental,” was modified to “The student 

listened to the staff’s perceptions without becoming judgmental.” This modification in the survey 
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would provide information on the student’s interpersonal communication skills and identify 

areas of opportunity. 

Pre-Test and Post-Test 

To assess clinical knowledge on breast and cervical cancer, the participants were asked to 

take a pre- and post-test. The pre-test was completed before the educational session. After the 

completion of the intervention, participants were asked to take a post-test at day-one and ten days 

after the educational session. A 10-day reminder was emailed to the nurse manager (Appendix 

D). The nurse manager encouraged the medical staff to ensure tests were completed on day one 

and day ten post-educational intervention. The pre-test and post-tests were identical, each 

comprised of ten questions. The questions were formatted as multiple choice, true or false, and 

select all that apply (Appendix F).  

Intended and Actual Screening Comparisons 

From two independent EHR software programs utilized by the clinic, data was obtained 

by the nurse manager on patients who were qualified based on USPSTF recommendations for 

breast and cervical screenings over the ten-day period following the educational intervention and 

the number of patients who received the screening. With this information, the nurse-manager 

used a clinic developed formula to calculate two screening rates, one for breast cancer 

screenings, and the second for cervical cancer screenings, and provided the calculated 

information to the student (Table 2). No patient health identifiers were included and reported to 

the student. 
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TABLE 2. Screening rate formula. 

Ethical Considerations 

The DNP project focused on the investigation and implementation of an intervention to 

improve the intake of preventative cancer screenings among women in the rural clinic. There 

was compliance to the rules and regulations set forth by the University of Arizona to 

safeguarding patient privacy and conduct of care. Adherence to the Health Insurance Portability 

and Accountability Act (HIPAA) was maintained. The Institutional Review Board (IRB) 

reviewed the student’s project. It was determined that this project was not research and Human 

Subjects Review was not required (Appendix J). In addition, the student adhered to the ethical 

principles and guidelines of the National Commission for the Protection of Human Subjects of 

Biomedical and Behavioral Research (U.S Department of Health & Human Services [HHS], 

1979). 

SCREENING RATE FORMULA 

FORMULA DEFINITION 

BSR = ABS / QBS* 

100 

BSR = Breast Screening Rate. Percentage of qualified patients for breast screening services 

that actually received the screening. 

ABS = Actual Breast Screening. Total volume of qualified of patients that received breast-

screening services. 

QBS = Qualified Breast Screening. Total volume of patients that qualified for breast 

screening. 

 

CSR = ACS / QCS * 

100 

CSR = Cervical Screening Rate. Percentage of qualified patients for cervical screening 

services that actually received the screening. 

ACS = Actual Cervical Screening. Total volume of qualified of patients that received 

cervical screening services. 

QCS = Qualified Cervical Screening. Total volume of patients qualified for cervical 

screening. 
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Respect for Persons 

The “respect for persons” principle integrates two ethical aspects: (1) individuals should 

be treated as autonomous agents, and (2) people with diminished autonomy are entitled to 

protection. Based on this ethical principle two moral requirements were needed: (1) the 

obligation to admit autonomy, and (2) the obligation to defend individuals with weakened 

autonomy (HHS, 1979). For this study, the participants entered the project voluntarily and 

provided complete transparent information. Participant anonymity was protected, as personal 

identifiers such as the staff’s names was not disclosed in the project.  

Beneficence 

The principle of “beneficence” demands that researchers protect participants from 

unnecessary harm by adhering to three requirements: (1) do no harm, (2) maximize benefits, and 

(3) minimize potential harms (HHS, 1979). The DNP project aims did no harm to participants; 

therefore, emotional distress and physical distress were unlikely. Project information was shared 

fully and transparently to all participants.  

Justice 

The principle of “justice” ensures that all persons involved in the study are treated 

equally and fairly (HHS, 1979). Participants were given equal and fair treatment. 

RESULTS 

The purpose of the DNP project was to improve breast and cervical cancer screening 

rates among women in the rural primary care clinic in Fillmore, California by implementing an 

educational intervention to standardize basic knowledge and USPSTF recommendations about 

breast and cervical cancer and promote effective communication through interpersonal 
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relationships. The first aim of this project was to increase and standardize staff knowledge on the 

basic concepts of breast and cervical cancer screening guidelines, disease diagnosis, treatment, 

and management. The second aim was to enhance staff understanding of interpersonal 

relationships, and its importance to strengthening communication skills in patient interactions. 

Lastly, the third aim of the project was to increase the number of screenings performed.  

Data Analysis 

The student exported Qualtrics data into Microsoft Excel for analysis. Data collected was 

scored and analyzed collectively, comparing data from pre- and post-educational session. Three 

types of data were analyzed to determine outcome measures: (1) pre-test and post-test scores, (2) 

pre- and post-SAIRS surveys, and (3) the number of qualified cases over the duration of the 

study in relation to the number of screenings.  

Pre-Test and Post-Test 

All five participants completed the pre-test. Since five participants responded to ten 

questions each, 50 total responses were expected. The pre-test resulted in 50 responses of which 

58% (N=29) answered the questions correctly, and 42% (N=21) of the responses answered 

incorrectly (Table 3). The questions answered correctly tested knowledge on breast cancer 

screening recommendations, symptoms, causes, and risk factors of cervical cancer. In contrast, 

questions answered incorrectly included cervical cancer screening recommendations, causes, and 

risk factors for breast cancer. Both post-test responses revealed that all five participants scored a 

100% on the ten questions for post-test day one and ten (Table 3).  
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TABLE 3. Pre- and post-test summary (n=5). 

 PRE-TEST DAY ONE POST-TEST 10-DAY POST-TEST 

NUMBER OF CORRECT RESPONSES 29 (58%) 50 (100%) 50 (100%) 

NUMBER OF INCORRECT 

RESPONSES 

21 (42%) 0 0 

TOTAL RESPONSES* 50 50 50 

*Responses expected from five participants responding to ten questions each = 50. 

Pre- and Post- SAIRS Survey 

All five participants completed the 31-item pre- and post-SAIRS survey, therefore a 

maximum of 155 responses were possible. Table 4 shows staff strongly agreed and somewhat 

agreed on interpersonal communication and understanding with responses at 61% (n=95) and 

25% (n=38) respectively. Participants who reported they neither agreed nor disagreed, or 

somewhat disagreed composed 11% (n=17) and 3% (n=5) of the responses respectively (Table 

4). None of the participants strongly disagreed with any of the survey items. Day one after the 

intervention, responses favored aspects of interpersonal relationships with 97% (n=150) of 

responses strongly agreeing, and 3% (n=5) somewhat agreeing. At day ten, 100% (n=155) of 

responses strongly agreed to favor interpersonal relationships in practice (Table 4). 

TABLE 4. PRE- AND POST-SAIRS SURVEY SUMMARY (N=5).  

 Pre-SAIRS Survey Day One Post-SAIRS Survey 10-Day Post-SAIRS 

Survey 

STRONGLY AGREE 95 (61%) 150 (97%)   155 (100%) 

SOMEWHAT AGREE  38 (25%) 5 (3%) 0 

NEITHER AGREE NOR 

DISAGREE 

17 (11%) 0 0 

SOMEWHAT DISAGREE 5 (3%) 0 0 

STRONGLY DISAGREE 0 0 0 

TOTAL RESPONSES* 155 155 155 

*Responses expected from five participants responding to 31 questions each = 155. 

Intended and Actual Screening Comparisons 

Based on USPSTF recommendations, the nurse manager reported of the women qualified 

for cancer screening services, 80% (N=4) received breast cancer screening services and 70% 
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(N=3) received cervical screening services from January to June of 2019. Following the 10-day 

post intervention period, the nurse manager reported four out of five (80%) qualified women 

received breast screening, while three out of four (75%) qualified women received a cervical 

screening (Table 5).  

TABLE 5. Screening rate summary.  

 Baseline (January-June 2019) 10-Day Post Intervention 

BSR 74% 80% (4/5) 

CSR 70% 75% (3/4) 

Post-Intervention Survey  

Participants completed the post-intervention survey to provide insight to the student’s 

effectiveness with interpersonal communication between the student and staff. The post-

intervention survey was taken ten days after the education session. All five participants 

responded for a total of 155 responses (Appendix H). Overall, 100% (n=155) of responses 

reported strongly agree about the student’s interpersonal communication with staff (Table 6).  

TABLE 6. Post-interventional survey summary (n=5). 

 10-DAY POST-INTERVENTION SURVEY 
STRONGLY AGREE  155 (100%) 

SOMEWHAT AGREE 0 

NEITHER AGREE NOR DISAGREE 0 

SOMEWHAT DISAGREE 0 

STRONGLY DISAGREE 0 

TOTAL RESPONSES 155 

DISCUSSION 

Interpretation 

The purpose of the DNP project was to improve breast and cervical cancer screening 

rates among women in a rural primary care clinic. Though the clinic’s screening rates previously 

had captured most of their patients, 74% for breast cancer and 70% for cervical cancer, a needs 
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assessment identified several opportunities in improving patient adherence to the cancer 

screening tests with staff-patient communication. The needs assessment identified 

inconsistencies with staff knowledge on breast and cervical cancer, screening guidelines, and 

approach to patient communication. In addition, the clinic staff encountered unique patient 

barriers such as gaps in patient knowledge, financial burdens, and negative experiences from a 

prior clinician of a different clinic. Several interventions exist to improve patient adherence to 

cancer screening services, but interventions focused on building communication between health 

care professionals and their patients is one of the most modifiable aspects to improving screening 

test behavior (Steinwachs et al., 2010). To better cancer screening rates, the project focused on 

implementing an educational session, built on the foundations of Peplau’s theory, to enhance 

learning and staff-patient communication.  

The first aim of the project was to increase and standardize staff knowledge on the basic 

concepts of breast and cervical cancer screening guidelines, disease diagnosis, treatment, and 

management. Data provided by the pre-tests supported the needs assessment to standardizing 

staff knowledge with 42% (N = 21) of the responses were answered incorrectly. A successful 

outcome from the educational intervention would indicate an increase in the number and 

percentage of correct answers from the post-tests compared to pre-tests. In addition, the post-

intervention survey would also provide feedback to the student’s approach to utilizing 

interpersonal relationships in engaging staff learning and discussion. An improvement was 

achieved as all participants responded correctly, 100% (N=50) for all ten questions taken on day-

one and day-ten after the intervention.  
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The second aim was to enhance staff understanding of interpersonal relationships, and its 

importance to strengthening communication skills in patient interactions. A successful 

intervention would indicate a higher frequency of SAIRS answers favoring interpersonal 

relationships from the day-one post-survey compared to pre-survey. In addition, the day-ten post-

survey with similar or higher results to day-one post-survey would support sustained effect from 

the educational sessions. Like the pre- and post-test results, the data acquired through Qualtrics 

showed a major improvement in post-SAIRS survey day-one and even higher at day-ten. In 

addition, the post-interventional survey also provided favorable data with 100% (N=155) 

strongly agreeing that the student had utilized interpersonal communication during the 

educational intervention. 

The third aim was to increase the number of screenings performed after ten days after the 

educational intervention. A goal of five percent or more was set for the project. Data received 

from the nurse manager showed that an improvement was reached with an increase in both breast 

and cervical screening rates from baseline data by 6% and 5% respectively. Overall, the aims and 

the cycle of PDSA were successfully completed.  

The implementation of the educational intervention, founded on Peplau’s theory of 

interpersonal relations, may have led to an improvement to staff learning, communication, and 

patient screening rates. Interestingly, the project findings were congruent with literature 

previously reviewed. The systematic review of Peterson et al. (2016) highlighted the importance 

of communication built on improving interpersonal relationships to increasing patient adherence 

to screening tests, while the study of Lee and Doran (2017) discussed the importance of 

interpersonal relations in team performance, communication, collaboration, patient safety, and 
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outcomes. Though data results were specific only to this clinic and single setting, the decision to 

inform the project on Peplau’s theory was supported.  

Limitations 

As a quality improvement project, the results obtained from this study are not 

generalizable beyond the scope of this facility. An additional limitation was the length of time to 

monitor screening rates and intervention sustainability due to project time constraints. Screening 

comparison rates that extended over a greater length of time such as one month to a year would 

be critical to examining long-term strength of the educational intervention (Alessandri, Zuffiano, 

& Perinelli, 2017).  

Conclusion 

Breast and cervical cancers continue to have a significant impact on the lives of many 

women in the United States (U.S.) and throughout the world. Cancer screenings are important 

secondary preventive health care steps towards early detection and treatment (Saslow et al., 

2012; Wang, 2017). Despite screening benefits, patient adherence is marginal due to a myriad of 

barriers from adverse past experiences, minimal access, knowledge gaps, social stigma, and low 

socioeconomic status (Ashtarian, Mirzabeigi, Mahmoodi, & Khezeli, 2017; Henry, McDonald, 

Sherman, Kinney, & Stroup, 2014; Knegt, 2014; Pham et al., 2017). Many interventions exist for 

improving patient adherence, however communication built on enriching interpersonal 

relationships between health care professionals and their patients is one of the most modifiable 

aspects to improving screening test behavior (Peterson et al., 2016). While Peplau’s theory of 

interpersonal relations provided a framework for developing and approaching the educational 

intervention, the Model for Improvement offered a methodology that complimented the 
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implementation of project initiatives. Though data results were specific only to this clinic and 

single setting, the QI project could inform the importance of Peplau’s theory to developing and 

implementing interventions, and improving and understanding processes within a complex 

system. 

Dissemination 

The results were disseminated to the physician and nurse manager following the 

completion of the project. The student delivered an in-person presentation, highlighting 

aggregated project results. Following the presentation, the student, nurse manager, and physician 

discussed and strategized on potential steps to improve workflow, communication, and patient 

feedback. In collaboration, a worksheet was developed that can be utilized and completed by the 

medical assistants. The worksheet includes a list of questions, verbal scripting to engage 

interpersonal communication, staff reminders to interpersonal relationships, and an area for staff 

to record patient information and responses (Appendix I). At the end of every week, the nurse 

manager will collect the completed worksheets, aggregate the information, evaluate, and share 

with the health care team to identify and strategize additional areas for improvement.  

Significance to Advance Practice Nursing 

APRNs are key providers of cancer screening and prevention. When an APRN was 

involved in the care of a patient, research has shown higher patient compliance with cervical and 

breast cancer screenings (Kepka, Smith, Zeruto, & Yabroff, 2014). The importance of the DNP 

Essentials underscores the significance of nursing knowledge to advancing nursing theories, 

leadership, analytic methodologies, informatics, health care policy, interprofessional 

collaboration, population health, and patient care. Jenks (1993) defined knowing as a form of 
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nursing knowledge gained through the development of relationships between people. Further, the 

knowledge gained from knowing can positively influence and impact nursing care, clinical 

decisions, and personal interactions (Jenks, 1993). Through this QI project, the student intended 

to inform and remind APRNs the value in continuing to build upon the nursing roots of holism 

through strong interpersonal relationships to not only improve nursing clinical practice, but also 

tackle specific complex social and system issues among the underserved and vulnerable 

populations. 
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APPENDIX A: 

APPRAISAL OF EVIDENCE 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Antic, L., 

Djikanovic, B., 

Vukovic, D., & 

Kaludjerovic, V. 

(2014). Do women 

in rural areas of 

serbia rarely apply 

preventive measures 

against cervical 

cancer? Vojnosanit 

Pregled: Military 

Medical & 

Pharmaceutical 

Journal of Serbia, 

71(3), 277-284. 

To examine the 

application of 

preventive measures 

for cervical cancer 

in women both from 

rural and urban 

areas in Serbia. The 

second aim of the 

study focused on 

whether these 

measures were 

associated with 

socio-demographic 

characteristics and 

sexual behavior 

N/A Cross-sectional 

study.  

Adult females aged 

25 to 65 years 

randomly selected, 

N = 14,522 

subjects aged 20 

years and more. 

After exclusion 

criteria, the final 

sample, N = 5,314 

Secondary data 

analysis of the 2006 

National Health 

Survey of the 

population of Serbia 

by the 

Ministry of Health 

of the Republic of 

Serbia. All the data 

were analyzed in 

accordance with the 

methods of 

descriptive and 

inferential statistics. 

Analyses were 

performed by using 

the SPSS software 

version 19. 

 

Women with 

secondary or high 

educational level 

considerably more 

often live in urban 

areas. Urban = more 

frequent GYN 

exam, and Pap test, 

more independent 

for self care than 

rural women = more 

dependent on dr. 

advice. No 

difference between 

urban and rural 

women regarding 

sexual behavior, # 

of abortions, age. 

Cervical cancer 

preventative 

measures did not 

matter of place of 

living, but rather 

influence by 

educational level 

and financial status. 

 

Berendsen, A. J., 

Roorda, C., Jansen, 

L., & de Bock, G. 

H. (2016). Patients' 

beliefs about the 

To explore patients' 

beliefs about the 

aims of breast 

cancer follow-up, 

and to compare 

N/A Descriptive content 

analysis 

Adult women with 

history of early 

breast cancer. N = 

61.  

Descriptive statistics 

were applied to 

describe the 

patients’ 

characteristics and 

Patients believed 

visits aimed to 

provide 

psychological 

support; others 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

aims of breast 

cancer follow-up: A 

qualitative study. 

Maturitas, 91, 140-

144. 

doi:10.1016/j.maturi

tas.2016.06.014 

these with the 

current literature on 

best practice for 

survivor care 

the perceptions thought it aimed to 

collect data for the 

evaluation of care. 

Several pts. were 

uncertain about the 

aims of visit. 

Knowledge gaps 

were identified such 

as the belief that 

breast cancer could 

not recur. In 

addition, several 

women doubted the 

effectiveness of 

visits. Many did not 

value screening. 

  

Chorley, A. J., 

Marlow, L. A., 

Forster, A. S., 

Haddrell, J. B., & 

Waller, J. (2017). 

Experiences of 

cervical screening 

and barriers to 

participation in the 

context of an 

organised 

programme: A 

systematic review 

and thematic 

synthesis. 

To explore women’s 

perceptions and 

experiences of 

screening, allowing 

the identification of 

important themes 

across contexts, 

increasing 

generalizability and 

creating practically 

useful information. 

N/A Systematic review 

and meta-analysis of 

qualitative studies 

A total of 32 articles 

were analyzed 

Critical appraisal 

skills program 

Two themes were 

identified: (1) 

should I go for 

screening, and (2.) 

screening is a big 

deal. 

Women felt 

developing cervical 

cancer was unlikely, 

therefore screening 

was irrelevant. 

Needs for screening 

was influenced by 

the belief that risk 

was associated with 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 
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Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Psychooncology, 

26(2), 161-172. 

doi:10.1002/pon.41

26 

sexual behavior. 

Minimal partners, 

religiousness, 

ethnicity, marital 

status, post-

menopausal, older, 

no symptoms, or 

family history = low 

risk = screening 

unnecessary. 

Women who values 

screening felt 

screening was 

important for early 

detection, provide 

peace of mind, 

general cancer test, 

test for infections 

and reproduction. 

Women did not 

value screening felt 

they would be 

symptomatic, self-

limiting, questioned 

screening validity, 

fulfill medical 

quotas. Others felt 

screening was a big 

deal both physically 

and emotionally = 

pain, anxiety, social 

stigma. Experiences 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

with provider also 

influenced 

perception. Practical 

barriers = time 

demand from work / 

childcare, access, 

education. 

 

Delgado, J. R., 

Menacho, L., 

Segura, E. R., 

Roman, F., & 

Cabello, R. (2017). 

Cervical cancer 

screening practices, 

knowledge of 

screening and risk, 

and highly active 

antiretroviral 

therapy adherence 

among women 

living with human 

immunodeficiency 

virus in lima, peru. 

International 

Journal of STD & 

AIDS, 28(3), 290-

293. 

doi:10.1177/095646

2416678121 

 

 

To determine 

screening practices, 

and assess 

knowledge and 

adherence of 

cervical cancer 

screening practices 

N/A Survey study design HIV infected 

women surveyed, 

N=71 

Surveys were 

administered 

electronically for 

participants to self-

report responses 

Of the women 

screened, 77.5% 

were overdue for 

annual paps, 12.7% 

never had a Pap. 

Bivariate analysis 

found no significant 

association between 

HAART adherence 

and Pap screening. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Henry, K. A., 

McDonald, K., 

Sherman, R., 

Kinney, A. Y., & 

Stroup, A. M. 

(2014). Association 

between individual 

and geographic 

factors and 

nonadherence to 

mammography 

screening 

guidelines. J 

Womens Health 

(Larchmt), 23(8), 

664-674. 

doi:10.1089/jwh.20

13.4668 

To investigate 

possible 

predisposing and 

enabling factors 

associated with non-

adherence to 

screening guidelines 

among Utah women 

40 years and 

older 

N/A Stratified sampling 

design 

Women aged 40–74 

included in the 

study, n = 416,953 

Utah Behavioral 

Risk Factor 

Surveillance 

System, telephone 

survey.  

Lower income and 

education groups 

had higher 

proportions of 

women who did not 

have a mammogram 

in the last 2 years, 

single women, 

women without a 

regular physician, 

and women without 

health insurance 

coverage also had 

larger proportions of 

non-adherence, 

Smoking status, 

self-rated health, 

BMI, and having 

children in the home 

were not associated 

with mammography 

adherence among 

women aged 50-74, 

non-Hispanic white 

women aged 50–74 

were 1.85 times 

more likely to be 

non-adherent. 

 

Highfield, L., 

Hartman, M. A., 

Bartholomew, L. K., 

To evaluate the 

effectiveness of an 

adapted 

Trans-theoretical 

Model of Change 

Type 1 hybrid 

design 

African American, 

female, age 35–64, 

uninsured, income 

Stata Corp., College 

Station, 

TX, USA, for 

The unadjusted odds 

of a woman in the 

intervention group 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Balihe, P., & 

Ausborn, V. A. 

(2015). Evaluation 

of the effectiveness 

and implementation 

of an adapted 

evidence-based 

mammography 

intervention for 

african american 

women. Biomed 

Research 

International, 2015, 

240240. 

doi:10.1155/2015/2

40240 

mammography EBI 

in improving 

appointment 

keeping for 

mammography in 

African American 

women and describe 

processes of 

implementation of 

the EBI in a practice 

setting 

of ≤200% of the 

federal poverty 

level. N = 367 

statistical analysis. 

The primary 

outcome of 

apt keeping was 

ascertained from 

mobile 

mammography 

clinical records 

(nonattendance = 0, 

attendance = 

1). Monitoring of 

intervention phone 

calls and comparing 

them to the protocol 

attending her 

appointment was 

3.38 times higher 

than for a woman in 

the control group. 

Adjusted odds of a 

woman in the 

intervention group 

attending her 

appointment were 

3.88 as compared to 

the control group.  

Barriers to 

implementation = 

confusion about 

responsibility for 

implementation of 

usual care reminder 

calls; lack of clear 

communication 

about the 

prerequisites of a 

doctor’s order and 

clinical exam prior 

to screening; and 

inconsistent 

notification about 

costs associated 

with screening. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Klein, K. A., 

Watson, L., Ash, J. 

S., & Eden, K. B. 

(2016). Evaluation 

of risk 

communication in a 

mammography 

patient decision aid. 

Patient Education 

and Counseling, 

99(7), 1240-1248. 

doi:10.1016/j.pec.20

16.02.013 

To characterize 

patients’ 

comprehension, 

memory, and 

impressions of risk 

communication 

messages in 

Mammopad, and to 

clarify the role and 

perceived 

importance risk 

information has in 

medical decision-

making 

N/A Mixed-methods 

triangulate-on study 

design 

Women in their 

forties were 

evaluated. N = 21 

Oregon Rural 

Practice-based 

Research Network, 

30- to 40-min 

interview, Apple 

iPad mini 7.9-inch 

tablet computer, 

IBM SPSS Statistics 

22, Coding and 

analysis were 

completed using 

NVivo 10 Software 

for Mac 

Participants’ 

positive predictive 

value estimates of 

screening 

mammography 

improved after using 

Mammopad. 

Obstacles to 

understanding: 

- Translate risk 

numbers into 

internal gradations 

of risk 

- numbers without 

sufficient 

explanation 

- confused breast 

cancer incidence 

risk with the 

mammography 

outcomes risk 

-Outcome flowchart 

Favorable items to 

understanding: 

- Participants liked 

seeing an incidence 

probability framed 

in terms of a number 

of people who might 

be in a room 

together in the real 

world.  
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- Hearing 

quantifications of 

risk assured them 

that research has 

been conducted, 

providing a sense of 

authority beyond 

hearing verbal 

labels. 

- Statistical risk 

information, 

generally within an 

enumeration of all 

possible outcomes 

-Pictographs 

 

Moudatsou, M. M., 

Kritsotakis, G., 

Alegakis, A. K., 

Koutis, A., & 

Philalithis, A. E. 

 (2014). 

Social capital and 

adherence to 

cervical and breast 

cancer screening 

guidelines: a cross-

sectional study in 

rural Crete. Health 

and Social Care in 

the Community, 

22(4), 395-404. 

To examine the 

associations of 

social capital, when 

measured at the 

individual level, 

with the knowledge 

of preventive 

screening tests and 

the adherence to 

breast and cervical 

cancer screening 

guidelines. 

N/A Cross-sectional 

study 

Women age 35–75 

years, N = 120 

Questionnaires, 

95% confidence 

intervals and ranges 

were used to 

summarize 

continuous 

variables, while 

counts and 

percentages were 

used to summarize 

discrete variables 

Adherence was 

negatively 

associated with age. 

Adherence was 

positively associated 

with total social 

capital score. 

Adherence to 

screening guidelines 

was associated with 

both cognitive and 

structural social 

capital dimensions 

(value of life and 

participation in the 

community).  
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

doi:10.1111/hsc.120

96 

Moushey, E., 

Shomo, A., Elder, 

N., O'Dea, C., & 

Rahner, D. (2014). 

Community 

partnered projects: 

Residents engaging 

with community 

health centers to 

improve care. 

Family Medicine, 

46(9), 718-723. 

To evaluate 

outcomes of a 

community-

partnership project 

and identify 

challenges in 

implementing 

initiatives. 

N/A Quality 

improvement study  

A total of 100 

random adult 

patients were 

reviewed. N = 16 

adult patients 

participated in two 

group interviews 

Electronic health 

record chart review, 

focus groups. 

Sessions were 

audiotaped and 

transcribed and 

analyzed for themes 

and important 

factors 

Participants 

perceived clinicians 

as resources to 

better health, but did 

not like talking 

about health 

interventions at 

every visit. They 

were also 

apprehensive about 

medication 

prescribed. Clinician 

counseling alone did 

not significantly 

improve patient 

negative perceptions 

to recommended 

plan. Barriers to 

successful project 

implementation 

included: instability 

in clinician 

leadership and 

support, clinician 

availability, 

misaligned agendas 

for intervention 

benefit, and lack of 

communication  
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Plourde, N., Brown, 

H. K., Vigod, S., & 

Cobigo, V. (2016). 

Contextual factors 

associated with 

uptake of breast and 

cervical cancer 

screening: A 

systematic review of 

the literature. 

Women Health, 

56(8), 906-925. 

doi:10.1080/036302

42.2016.1145169 

To perform a critical 

systematic review of 

the literature to 

identify contextual 

factors at the 

provider- and 

system-level that 

were associated 

with breast and 

cervical cancer 

screening uptake. 

N/A Systematic review A total of 13 studies 

were analyzed 

PubMed and 

PsycInfo 

Positive association 

between patients' 

receipt of provider 

recommendation 

and uptake of breast 

and cervical cancer 

screening. Uptake 

was also higher 

among patients of 

female providers. 

Facilities with 

flexible appointment 

times and reminders 

had higher 

mammography and 

Pap test uptake.  
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Breast and Cervical Cancer Screening: A Quality Improvement Project 

Richard Reyes, BSN, RN 

 

Thank you for your interest in participating in my Doctor of Nursing Practice (DNP) quality 

improvement project. The purpose of this project is to improve breast and cervical cancer 

screening rates among women in a rural area of Southern California. 

 

If you choose to take part in this project, you will be asked to take a pre-survey (approximately 

15 minutes), to assess your interpersonal relationships with patients; a pre-test (approximately 30 

minutes), to assess your clinical knowledge on breast and cervical cancer including screenings, 

clinical diagnosis, management, and treatment; participate in two education sessions with 

PowerPoint (approximately 30 minutes each session); a post-survey at day one and at 30 days 

from the last education session (approximately 15 minutes for each survey); a post-test at day 

one and at 30 days from the last education session (approximately 30 minutes for each test); and 

a post-intervention survey (less than 15 minutes to complete). Access to the surveys and tests 

will be done online via Qualtrics. See below to access links. 

 

SAIRS Survey.  

Knowledge Test.  

Post-Intervention survey. 

 

There are no foreseeable risks associated with participating in this project and you will receive 

no immediate benefit from your participation. All survey and test responses are anonymous.  

 

If you choose to participate in the project, participation is voluntary; refusal to participate will 

involve no penalty or loss of benefits to which you are otherwise entitled. You may withdraw at 

any time from the project. In addition, you may skip any question that you choose not to answer. 

By participating, you do not give up any personal legal rights you may have as a participant in 

this project.  

 

For questions, concerns, or complaints about the project, you may call Richard Reyes, BSN, RN 

at 520.981.7728. (rreyes@email.arizona.edu). 
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Mikael K. Hakansson, M.D. 

Family Medicine 

533 Sespe Ave C,  

Fillmore, CA 93015 

 
July 15, 2019 

 

University of Arizona Institutional Review Board 

c/o Office of Human Subjects 

1618 E Helen St 

Tucson, AZ 85721 

 

Please note that Mr. Richard Reyes, UA Doctor of Nursing Practice student, has permission of 

Dr. Mikael K. Hakansson, M.D. to conduct a quality improvement project at our facility for his 

project, “Breast and Cervical Cancer Screening: A Quality Improvement Project.”  

 

Mr. Reyes will conduct activities at Dr. Hakansson’s clinic of Family Medicine. He will recruit 

staff through email, which will be distributed to participants by the nurse manager. The email 

will provide a description of the project, what they will be asked to do, the time involved, and a 

link to the online survey. Mr. Reyes’s activities will be completed by (Dec 9, 2019). 

 

Mr. Reyes has agreed to provide to my office a copy of the University of Arizona Determination 

before he recruits participants. He will also present aggregate results to Dr. Hakansson and his 

staff at their monthly staff meeting. 

 

If there are any questions, please contact my office. 

 

Signed, 
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APPENDIX D: 

10-DAY REMINDER POST-SURVEY AND TEST 
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10–DAY REMINDER POST-SURVEY AND TEST 

Thank you again for all your support and participation in the quality improvement project. A 

post-survey (approximately 15 minutes) and post-test (approximately 30 minutes) need to be 

completed now to assess the progress of the project. As a reminder, access to the surveys and 

tests is online via Qualtrics. All survey and test responses are anonymous. In addition, you may 

skip any question that you choose not to answer. See below for links. 

 

SAIRS Survey.  

Knowledge Test.  

Post-Intervention survey. 

 

For questions, concerns, or complaints about the project, please do not hesitate to call or email 

me. Thank you again for all that you do!  

 

Respectfully, 

 

Richard Reyes, BSN, RN 

520.981.7728 

rreyes@email.arizona.edu 
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APPENDIX E: 

PRE- AND POST-SAIRS SURVEY 
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The Self‐Assessment of the Interpersonal Relationship Scale 

1. I listen to the client’s perceptions without becoming judgmental. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

2. I am honest and sincere with client. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

3. I respect with the client’s uniqueness. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

4. I conveyed recognition of the client’s worth. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

5. I use questions that facilitate when interacting with client. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

6. I recognize my ineffective responses that hindered communication. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 
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7. When recognizing ineffective responses, I changed to respond more effectively. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

8. I communicate understanding to the client objectively. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

9. I convey empathy to the client with his or her verbal and nonverbal messages. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

10. I help the client acknowledge the progress made during the work done together. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

11. I help client make plans to accomplish unmet goals. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

12. I accept the client’s expression of powerful emotions. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

13. I engage the client in open discussion of termination from the beginning of the relationship. 

i. strongly agree 
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ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

14. I help the client determine short- and long-term goals. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

15. I identify with the client his or her strengths, limitations, and problems. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

16. When working with the client, I consistently maintain professional boundaries. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

17. I initially explain to the client the roles of both the client and him- or herself. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

18. I help the client in problem solving. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

19. I understand that the client’s reaction to him or herself might be similar to how they react to 

others in their life. 

i. strongly agree 

ii. somewhat agree 
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iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

20. I discuss with the client incongruence in their behavior and/ or communication. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

21. I self-disclose information when useful in encouraging client interaction. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

22. I am available to client as a resource to review consequences of his or her behavior. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

23. I assist clients to help them achieve their goals. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

24. I do not use the interpersonal relationship with the client to solve his or her own problems. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

25. My relationship with client is therapeutic rather than social. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 
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v. strongly disagree 

 

26. My relationship with client is focused on client’s issues. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

27. My relationship with client is focused on helping client establish achievable goals. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

28. My relationship with client is focused on helping meet their goals. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

29. In my relationship with client, he or she is free of bias. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

30. I gathered as much data as possible about the client from all available sources to understand 

their present situation. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

31. My interaction with the client focused on the interpersonal relationship.  

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 
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APPENDIX F: 

PRE- AND POST-TEST 
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PRE- AND POST- TEST  

 

1. The USPSTF recommends screening for cervical cancer every 3 years with cervical cytology 

alone in women for what ages? [Multiple Answers] 

o 21 years and under 

o 21 to 29 years 

o 30 to 65 years 

o 65 years and older 

 

2. True or False. The USPSTF recommends screening for cervical cancer every 3 years with 

cervical cytology alone, every 5 years with high-risk HPV testing alone, or every 5 years 

with hrHPV testing in combination with cytology in women aged 21 to 29 years. 

o True  

o False 

 

3. The USPSTF recommends biennial screening mammography for women ages 

o 50 years and under 

o 50 to 74 years 

o 74 years and older 

 

4. At what age does the diagnosis of cervical cancer tend to occur most frequently? 

o 21 to 30 years 

o 35 to 44 years 

o 65 years and older 

 

5. Lifestyle-related Breast Cancer Risk Factors. Please select all that apply. 

o Those who have 2 to 3 drinks a day have about a 20% higher risk compared to 

women who don’t drink alcohol 

o Being overweight or obese 

o Not being physically active 

o Not had children or who had their first child after age 30 have a slightly higher breast 

cancer risk overall 

o Not breastfeeding 

o Birth control 

 

6. True or False. The human papilloma virus (HPV) causes cervical cancer. 

o True 

o False 

 

7. True or False. Cervical cancer usually doesn’t cause symptoms right away. 

o True 

o False 
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8. True or False. Women who have had any type of hysterectomy can't get cervical cancer and 

don’t need to be tested for it. 

o True 

o False 

 

9. True or False. HPV infection can be treated to help prevent cervical cancer. 

o True 

o False 

 

10. About 45% to 50% of breast cancer cases are thought to be hereditary, meaning that they 

result directly from gene defects passed on from a parent. 

o True 

o False 
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APPENDIX G: 

EDUCATIONAL POWERPOINT 
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APPENDIX H: 

POST-INTERVENTION SURVEY 
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POST-INTERVENTION SURVEY 

1. The student listened to the staff’s perceptions without becoming judgmental. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

2. The student was honest and sincere with staff. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

3. The student was respectful with the staff’s unique learning styles. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

4. The student conveyed recognition of the staff’s worth. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

5. The student used questions that facilitate when interacting with staff. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

6. The student recognized his or her ineffective responses that hindered communication. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 
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7. When recognizing ineffective responses, the student changed to respond more effectively. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

8. The student communicated understanding to the staff objectively. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

9. The student helped convey empathy to the staff with his or her verbal and nonverbal 

messages. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

10. The student helped the staff acknowledge the progress made during the work done together. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

11. The student helped staff make plans to accomplish unmet goals. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

12. The student accepted the staff’s expression of powerful emotions. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 
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13. The student engaged the staff in open discussion of termination from the beginning of the 

relationship. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

14. The student helped the client determine short- and long-term goals. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

15. The student identified with the staff his or her strengths, limitations, and problems. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

16. When working with the staff, the student consistently maintained professional boundaries. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

17. The student initially explained to the staff the roles of both the client and him- or herself. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

18. The student helped the staff in problem solving. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 
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19. The student understood that the staff’s reaction to him or herself might be similar to how they 

react to others in their life. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

20. The student discussed with the staff incongruence in their behavior and/ or communication. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

21. The student self-disclosed information when useful in encouraging staff interaction. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

22. The student was available to staff as a resource to review consequences of his or her 

behavior. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

23. The student assisted staff to help them achieve their goals. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

24. The student did not use the interpersonal relationship with the staff to solve his or her own 

problems. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 
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25. The student’s relationship with staff was therapeutic rather than social. 

i. The student’s relation strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

26. The student’s relationship with staff was focused on staff’s issues. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

27. The student’s relationship with staff was focused on helping staff establish achievable goals. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

28. The student’s relationship with staff was focused on helping meet their goals. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

29. In the student’s relationship with staff, he or she was free of bias. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 

 

30. The student gathered as much data as possible about the staff from all available sources to 

understand their present situation. 

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 
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31. The student interaction with the staff focused on the interpersonal relationship.  

i. strongly agree 

ii. somewhat agree 

iii. neither agree nor disagree 

iv. somewhat disagree 

v. strongly disagree 
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APPENDIX I: 

DISSEMINATION WORKSHEET 
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APPENDIX J: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD EXEMPTION 

LETTER 
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