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Abstract 

 

Breast cancer is a global public health issue, and oncology healthcare providers (OHPs’) 

play a pivotal role in ensuring access to cancer care for their patient population. 

Caribbean women of color in the United States have the highest death rate of any racial 

or ethnic group. Strategies have been introduced to reduce this gap, and they still have 

not addressed the needs of Caribbean women of color, who tend to be diagnosed after 

developing late-stage breast cancer. No previous studies have explored OHPs' 

perceptions and lived experiences regarding barriers to healthcare service delivery and 

access for Caribbean women of color with breast cancer. The purpose of this qualitative 

phenomenological study research was to address the gap. Semistructured interviews 

using an open-ended questionnaire were completed with a purposeful sample of seven 

OHPs’ selected because of their experience treating Caribbean women of color breast 

cancer patients from the target population in Broward County, Florida. Interviews were 

recorded and transcribed using the Zoom video-conferencing platform during the data 

collection process. A deductive coding procedure using NVivo Pro Plus software was 

used to analyze and code the research data for content analysis to identify themes until 

saturation was met. Six themes and eight subthemes were revealed after thematic 

analysis. The findings highlight a need for OHPs to collaborate with a multidisciplinary 

team to increase access to care, advance knowledge through education and dispel any 

cultural or religious practices in correcting the individual and organizational barriers. 

This study may promote positive social change by educating OPHs’, maximizing access 

to care equitably, and improving health outcomes for Caribbean women of color. 
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Chapter 1: Introduction to the Study  

Global rates of migration are increasing worldwide. According to Vespa et al. 

(2020), the U.S. Census Bureau estimates the U.S. population will become more racially 

and ethnically diverse by 2060. Vespa et al. (2020) further stated that the United States is 

becoming one of the most racially and ethnically diverse nations globally by the middle 

of the 21st century. According to Ahmad & Iverson (2013), by 2050, women of color will 

represent 53% of the total U.S female population. Lin et al. (2019) posited that cancer 

increases in frequency and is a leading cause of death worldwide. Cancer care is frequent, 

intense, and prolonged, predicating healthcare services for patients and providers. 

According to Yedjou et al. (2019), racial and ethnic minorities cannot be viewed as a 

single group. Instead, they must be different segments since there are variations in 

incidence and mortality based on the natural history of breast cancer development 

impacted by ethnicity, nationality, access, migration, and socioeconomic status. 

According to Wilson & Sule (2021), although there has been significant progress in 

preventing, detecting, and treating breast cancer in the United States, disparities in access 

to healthcare services continue. The differences in cancer incidence and mortality are 

related to some deficiency regions, such as familial history, access to care, the impact of 

migration, and lack of clinical data (Zavala et al., 2021). Wells et al. (2019) postulated 

that ethnic minorities, in general, are twice as likely to fall below poverty than their 

White counterparts, making it challenging to gain access to and finance the healthcare 

they need. Understanding how social factors affect the disease’s prevalence is critical to 
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breaking the barriers between marginalized groups and access to quality healthcare. In 

addressing the gap, I developed an understanding of how and why levels of accessibility 

exist as potential barriers to access (as perceived by OHPs) and the lived experiences of 

OHPs related to quality healthcare services. 

According to Cardoso et al. (2021), access to appropriate health care for breast 

cancer treatment concerns healthcare administrators. Today's healthcare atmosphere 

presents many challenges for healthcare organizations, providers, and patients. OHPs 

play a pivotal role in ensuring access to cancer care for their patient population. 

Individual and organizational barriers pose significant challenges in providing adequate, 

high-quality healthcare. According to the American Cancer Society (2016), black women 

have the highest death rate of all racial and ethnic groups and are 42% more likely to die 

of breast cancer than their White counterparts. It is well-documented that early diagnosis 

and treatment may increase women’s life expectancy in breast cancer. Yedjou et al. 

(2019) posited that breast cancer survival depends on many factors, including birth, 

residence, and race.  

Bray et al. (2018) posited that although organizational and individual factors 

influence cancer incidence rates and mortality correlated with economic development, 

variation in economic growth means a range of access to and quality healthcare services. 

In this study, women of color refer to women from the Caribbean (African, East Indian, 

and mixed descent) and South America. According to Wade (2011), the term women of 

color was first coined by activists to bond non-White people to form a coalition against 
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racism. I identify with the women in this study from the Caribbean and South America as 

women of color based on Indian heritage. 

In Chapter 1, I will introduce the research topic purpose by discussing the study’s 

(a) background, (b) problem, (c) purpose, (d) research questions, theoretical framework, 

(nature, and (g) definitions. (h) assumptions, (i) scope and delimitations, (j) limitations, 

and (k) significance. The chapter concludes with a summary. In the second chapter of the 

dissertation, I will present a strategic review of recently published literature about the 

topic of discussion. 

Background of the Study 

With their rapid growth and diversification, healthcare organizations have become 

increasingly visible and responsive to the needs of increasingly ethnically diverse patient 

populations. A need exists to identify which specific factors influence their obstacles. In 

the case of elements, which Caribbean women of color can manipulate, what strategies 

can OHP use to support their patients’ better quality of life and improve their health 

outcomes? The U.S. Census Bureau (2018) estimated that by 2044, ethnic minority 

groups are expected to represent the U.S. population’s majority-minority. More than half 

of all Americans will belong to a minority group (more than any group other than non-

Hispanic White). The U.S. Census Bureau (2018) further stated that by 2060, nearly one 

in five of the country’s total population would be foreign-born. 

OHPs are increasingly required to care for patients from minority backgrounds. 

The Association of American Medical Colleges (AAMC), as cited by the American 
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Society of Clinical Oncology (2015), reported that individuals from populations 

understated in medicine are even more underrepresented in oncology than in other 

residency programs. For example, 13% of the U.S. population is Black or African 

American, and 18% is Hispanic or Latino. Still, only 9% of practicing physicians in the 

United States self-identify as Black/African American or Hispanic/Latino (American 

Society of Clinical Oncology, 2015). 

In the United States, women of color have a lower incidence rate of breast cancer 

at 125.5/100,000 (DeSantis et al., 2016). In contrast, the high occurrence of breast cancer 

among women of color in Florida continues at 154.8/100.00 (American Cancer Society, 

2016). Nair & Adetayo (2019) postulated that ethnic minority populations showed 

selective and diverse discernments of the value of healthcare outcomes, expectations 

about healthcare providers, and beliefs about cancer. Although cancer presents a 

significant challenge to all people, women of color have unique difficulties accessing 

equitable care. Wells et al. (2019) postulated that ethnic minorities, in general, are twice 

as likely to fall below poverty than their White counterparts, making it challenging to 

gain access to and finance the healthcare they need. The fate of Caribbean women of 

color often rests upon where they reside. Cleveland et al.( 2019) indicated that if a 

woman lives in a state that adopted the Patient Protection and Affordable Care Act 

(ACA), her medical expenses will be covered at a private facility.  If not, she will often 

have to travel to a safety-net hospital miles away from her home. According to Lovelace 

et al. (2019), a woman with early-stage breast cancer may save her breast by removing 
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the tumor, provided she receives radiation therapy. But if she cannot access a radiation 

facility in her community due to her insurance or lack thereof or a facility is not readily 

available, she risks losing her breast.  

Understanding how social factors affect the disease’s prevalence is critical to 

breaking the barriers between marginalized groups and access to quality healthcare. Al 

Shamsi et al.(2020) posited that Caribbean women of color seeking healthcare in the 

United States reported increased roadblocks from the mismatch between expectations and 

certainties, language barriers, and healthcare delivery. Like most minorities globally, 

Caribbean women of color in the United States encounter various obstacles that cause 

them to suffer the most from breast cancer. These factors include the color factor (Lum, 

2003) and the ethnic gap (Robinson et al., 2012). Deliberately or inadvertently, these two 

concepts can be used in the United States to separate women of color from getting equal 

opportunities in health care and related services as their white counterparts (Watts et al., 

2017). 

Addressing cancer health disparities is critical to the health objectives in the 

United States through the Healthy People 2020 program (Centers for Disease Control and 

Prevention and Health Promotion, 2015). Zavala et al. (2021) posited that cancer health 

disparities are at a disadvantaged population at a higher risk of developing the disease 

due to many intersecting factors. Wells et al. (2019) postulated that place matters. It is 

necessary to take place (physical, social, and built environment) to understand and 

develop solutions to address health disparities.  Chauhan et al. (2020) postulated that 
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national organizations such as ASCO, Robert Wood Johnson Foundation, the American 

Cancer Society, and Susan G. Komen Foundation, to name a few, have shown how 

private companies can help share the burden of caring for minority patients. The all-

encompassing goal of Healthy People 2020 is to achieve high-quality health care, 

eliminate health disparities, and advance the health of all groups in the United States 

(Centers for Disease Control and Prevention and Health Promotion, 2015). It is necessary 

to provide information that can contribute to the ongoing discussions between researchers 

looking at revolutionizing disparities in health care outcomes for ethnic minority women. 

Healthcare providers have a role to play in championing and expanding treatment 

options. This role sees minority women as human beings needing health care rather than 

statistics. Watts et al. (2018) asserted that all participants in their study described the 

language barrier as the most significant challenge in working with minority patients.  

Watts et al. (2017) stated that oncologists were not trained adequately in 

communicating effectively in diverse settings, but Caribbean women of color were not 

part of the study. Watts et al. further alluded that the first step is identifying the OHPs’ 

challenges. Al Shamsi et al. (2020) posited that disparities in cancer outcomes for 

Caribbean women of color might arise because of language and communications barriers, 

divergent beliefs and attitudes about cancer and treatment, access to care, and difficulties 

navigating through the health care system. 

With the high costs of cancer treatment and understanding of health policies, 

minority patients face more hurdles. The fate of a Caribbean woman of color with breasts 
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depends upon where she resides. Czeisler et al. (2020) postulated that rising health care 

costs, rising patient expectations, and national efforts to ensure access to care and 

improve and sustain the quality of health care contribute to the need for a change in how 

healthcare is being delivered. Health insurance status is often alluded to as an indicator of 

the quality of care, with the lack of insurance or inadequate coverage being linked with 

lower quality of care. Additionally, women of color may have a more challenging time 

accessing healthcare. Because of barriers such as access to higher education, higher-

paying jobs, and job security, they may not have the ability or resources to prioritize their 

health (Sarkar, 2019). 

Kuipers et al. (2019) noted a need for communication skills training for OHPs’, 

especially when dealing with defenseless populations such as oncology patients. Kuipers 

et al. (2019) stated that significant interaction between OHPs and patients generates 

information beneficial to patient outcomes and supports patient-centered care, reducing 

care costs. According to Carrer et al.  (2018), women born outside of the United States 

reported the need to have relatives with them at oncology appointments to understand the 

context of the conversation with OHPs fully. 

This study was necessary because of (a) the increasing ethnically diverse patient 

population and (b) health services challenges between women of color and OHP. My goal 

was to fill the research gap regarding organizational and individual barriers between OHP 

and women of color from Caribbean cancer patients. Wells et al. (2019) postulated that 
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the intersectionality of race and poverty plays a critical role in access to healthcare, 

increased exposure to pollutants, and, ultimately, cancer development. 

Problem Statement 

Access to healthcare is a component that influences the individual and systematic 

quality of life. Quality healthcare presents an even more significant challenge for 

healthcare organizations, providers, and patients. Individual and organizational barriers 

pose substantial challenges in providing adequate, high-quality healthcare. Hawley 

(2017) posited that  OHPs’ are often called upon to deliver quality cancer services to 

patients from different cultures. They frequently encounter individual and organizational 

barriers when communicating with minority patients. According to Rivenbark & Ichou 

(2020), at the individual and corporate level, African American women are often faced 

with perceived discrimination in health care settings and often experience more poor 

health services challenges with health care providers. Previous researchers examined 

organizational barriers that impede access to healthcare focused on the need for formal 

training programs from oncology nurses’ and physicians’ perspectives. According to 

Schinkel et al.( 2018), a patient’s ethnic background is an often overlooked but essential 

aspect of doctor-patient health services challenges. Schinkel et al. (2018) further stated 

that it is crucial to examine how a patient’s ethnic background affects healthcare 

providers’ health services challenges.   

Watts et al. (2017) identified the need for formal health services training for OHP 

in Australia. In a follow-up study, Watts et al. (2018) posited individual and 
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organizational challenges for OHPs’ working with patients and caregivers from minority 

backgrounds whose primary language is not English. However, their study included 

OHPs’ working at teaching hospitals. My study comprises OHPs working at a private 

oncology practice and a clinic associated with a for-profit hospital. Watts et al. (2017) 

reported that the organizational and individual language barriers could impede the 

interactions between patients and OHP, posing a threat to the patient receiving quality 

care. 

Interactions between the system and individual access to care create a barrier to 

service engagement. Shepherd et al. (2018) indicated that while restrictions have been 

identified for access to care for the traditional women of color, a lesser-known group of 

women of color from the Caribbean regarding equal access to health care and proper 

treatment. By conducting this study, I filled the gap regarding individual and 

organizational challenges between OHP and Caribbean women of color patients with 

breast cancer and their difficulties maneuvering through the healthcare system.  

Purpose of the Study 

The purpose of this study was to explore lived experiences of OHP regarding their 

lived experiences working with Caribbean women of color receiving oncology services 

with breast cancer from diverse backgrounds residing in Broward County, Florida, and 

OHP. I used a qualitative method with a phenomenological design to elicit the lived 

experiences of OHPs’. A phenomenological research design was appropriate for the study 

because I explored OHPs’ subjective experiences and interpretations of the patient-
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provider relations in a community surrounded by Caribbean women of color.  My goal 

was to identify the individual and organizational challenges between OHP and Caribbean 

women of color with breast cancer. No previous studies have explored the lived 

experiences of OHPs regarding individual and organizational barriers to providing 

healthcare services to Caribbean women of color with breast cancer. Thus, the purpose of 

this research was to address this gap. The results will contribute to the current knowledge 

regarding this target group’s organization and individual challenges. I described the 

individual OHPs’ lived experiences and interactions with their patients. 

Research Questions 

I used the following research questions to guide my in-depth interviews, which 

were the primary collection tool that I used to identify OHPs’ challenges: 

Research Question 1 (RQ1):  What are the individual barriers OHPs experience 

working with Caribbean women of color with breast cancer when 

accessing oncology services? 

Research Question 2 (RQ2):  What are the organizational barriers OHPs 

experience working with Caribbean women of color with breast cancer 

when accessing oncology services? 

I explored the challenges between Caribbean women of color receiving oncology 

services with breast cancer from diverse backgrounds and OHPs’ to identify potential 

health service barriers between oncology professionals OHPs’ and Caribbean women of 

color breast cancer patients. Organizational and individual barriers affect healthcare 
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providers' ability to provide equitable care to Caribbean women of color, even though 

cancer presents a significant challenge to all people. 

Theoretical Framework 

Moustakas (1974) described phenomenology as a methodological framework as a 

process that seeks reality in individuals' narratives of their lived experiences of 

phenomena. According to Patton ( 2015), researchers use phenomenological inquiry to 

understand the nature or meaning of peoples’ lived experiences. Collins & Stockton 

(2018) recommended that researchers use theoretical frameworks to frame and solve 

problems and understand and explain social reality. Giorgi et al. (2017) indicated that 

phenomenological qualitative researchers engage with experiences and meanings and 

capture as closely as possible how the phenomenon is experienced within the context in 

which the experience takes place. According to Patton (2015), a phenomenological 

approach emphasizes the importance of understanding what people experience and how 

they interpret the world, and I chose this point of view as the best choice for this study.  

I used the phenomenological theory as the theoretical framework for this study to 

identify the variables and influences of OHPs’ on understanding how the participants’ 

knowledge of truth and reality is situated and to understand the phenomena. I used the 

theoretical framework of phenomenological theory as the foundation for exploring the 

experiences of OHPs’ experience working with Caribbean women of color when 

accessing cancer care services in Broward County, Florida. The OHP participants in this 

study engaged in discussions guided by open-ended questions. They examined any 
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responses, reactions, feelings, and challenges they encountered when providing oncology 

services for breast cancer to women with diverse backgrounds. 

Nature of the Study 

I used a qualitative research design to answer the two research questions in this 

study. I used this method to understand the central phenomenon of individual and 

organizational challenges. According to Rubin & Babbie (2011), qualitative data are 

nonnumeric information used to explore and describe how people think and experience 

their lives through focus groups, interviews, audio, or conversation. My goal was to 

describe OHPs’ lived experiences related to individual and organizational barriers for 

Caribbean women of color with breast cancer attempting to access oncological services. 

Research by DeJonckheere & Vaughn (2019) indicated that the tone makes the 

participants feel comfortable, setting the stage for honest responses. According to 

Neubauer et al. (2019), phenomenological research focuses on the individual and not the 

behavior. As a methodological approach, I used phenomenology to examine OHPs’ lived 

experiences associated with many ecological influences. 

A qualitative inquiry is a legitimate method of social and human science 

exploration. Creswell (2017) indicated that qualitative methodology is the most 

appropriate form of research to capture the health care professionals’ voice.  According to 

Charmaz  (2006), in-depth interviews, face-to-face interactions, semistructured 

interviews, descriptive narratives using field notes, and case studies are the most used 

form of data gathering. 
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According to Neubauer et al. (2019). Phenomenological research consists of a 

central question designed to determine the study. Yin (2014) posited that researchers use 

six data gathering tools (documentation, archival records, interviews, direct observation, 

participant observation, and physical artifacts) during data collection. In this study, I used 

in-depth interviews and participant observation. According to Creswell (2017), 

researchers investigate single cases or multiple cases over a period in a phenomenological 

study methodology. I audio-recorded, transcribed verbatim, and analyzed thematically the 

data that I gathered from my interviews using a set of codes and categories.  

The thematic analysis is a standard approach to analyzing data in a narrative 

inquiry theory approach by analyzing actions and processes or distracting the familiar 

themes from the data collected. I analyzed all interviews to develop a set of codes and 

categories. I then used a coding structure to develop themes from the data; my goal was 

to produce credible and replicable results in qualitative terms, thereby increasing the 

findings’ validity.  

Definitions  

Breast Cancer: A disease in which cells in the breast grow out of control (CDC, 

2018).  

Cancer treatment: Treatment for cancer patients. Cancer treatment plans include 

surgery, radiation therapy, and chemotherapy (Centers for Disease Control [CDC], 2018). 
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Ethnic minorities: An immigrant or racial group regarded by those claiming to 

speak for the cultural majority as distinct and unassimilated (Collins English Dictionary – 

Complete and Unabridged, 12th Edition 2014). 

Healthcare provider: A licensed person or organization that provides healthcare 

services (National Cancer Institute [NCI], 2019). 

Health disparities or inequalities are the differences in health status among 

minority racial/ethnic groups in the United States; unfair healthcare is systematically 

linked to the poor and medically underserved (NCI, 2019). 

Health equity: The social and medical determinants of access to health care for 

individuals to attain positive health outcomes (Braverman, 2014). 

Oncology: A branch of medicine specializing in diagnosing and treating cancer. It 

includes medical oncology, radiation oncology, and surgical oncology (NCI, 2019). 

Assumptions 

Assumptions are factors that influence the results of a study (Wolgemuth et al., 

2017). My first assumption in this study was that the participants would answer the 

interview questions honestly and openly. I also assumed that participants had a sincere 

interest in participating in the research study and did not have any other motives. Finally, 

I thought assessing and reporting data using the phenomenological research methodology 

would explain this phenomenon. 
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Scope and Delimitations 

According to Creswell (2017), the research study’s scope includes the 

researcher’s restrictions. I limited the study to explore OHPs’ lived experiences providing 

oncological health services to Caribbean women of color in Broward County, Florida. I 

used a phenomenological study approach, including a pilot study, and explored the 

perspectives of the OHPs and individual interviews with seven participants.  

Kvale's (1996) phenomenological design and techniques guided this study to 

answer the research questions. Study inclusion criteria for the study were that providers 

must be practicing oncology health care providers working in a comprehensive cancer 

care center in Broward County, Florida. The researcher used open-ended questions that 

allowed interaction and collaboration between the interviewee and permitted the 

researcher to ask for clarification and probe for additional information when necessary.  

Different forms of research were considered for this study. For instance, 

conducting a comparative analysis of OHPs’ lived experiences were considered but 

subsequently rejected because the lived experiences could not contribute significantly to 

the study area regarding patient care, health services provision, and health 

administrations. Qualitative research provides unique opportunities to expand our 

understanding of the social and clinical world we inhabit. Alase (2017) posited that data 

drive the findings in qualitative research, and participants need to express themselves by 

interjecting their personal experiences on a specific subject. A researcher will reject any 

research framework that would hinder the process. 
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Transferability refers to the generalizability of inquiry. In this role, the researcher 

was the facilitator and facilitated the participants’ transferability judgment by ensuring 

that the behaviors and experiences became meaningful to the researcher. The researcher 

attempted to provide the readers with evidence that the research study’s findings could be 

applicable. Lincoln and Guba (1985) posited that the researcher is responsible for 

delivering thick descriptions so that those who seek to transfer the results to their site can 

judge transferability. 

Generalization can be made from this research’s findings to mitigate any 

limitations that might impede the reliability of the data collected. Still, the results will 

shed light on understanding the social and clinical world we live in. Although the 

analysis cannot be repeated precisely, the research design can be repeated in a similar 

context. As Creswell (2012) defined, delimitations may affect the study that the 

researcher can control. Creswell further reported that a difference exists between 

qualitative and quantitative research. The researchers have not reached a consensus on 

addressing reliability and validity in qualitative research with qualitative research. This 

study will be limited to OHPs and might not be accessible to other healthcare areas, 

different locations in the country or internationally, or other industries, such as education. 

It was essential to iterate to the participants that the information provided would be 

confidential and safely stored. 
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Limitations 

According to Ross & Bibler (2019), limitations are factors that a researcher 

cannot control and must account for in research studies. A limitation of this study was the 

sample size (n=7); however, large enough for no new themes to emerge. This limitation 

was due to financial and time constraints but yielded adequately rich data for qualitative 

analysis of the relevant themes. The findings may not be indicative of the experiences of 

healthcare professionals elsewhere. Limitations were also related to threats of bias and 

internal and external validity. Matthay & Glymour (2020) further stated that bias is a 

threat that can weaken the study’s findings. Personal preference could skew data analysis 

and prevent the results from being validated. I  aimed to limit personal bias in the study 

by putting prior beliefs and opinions aside and relying solely on the participants’ 

feedback. 

Significance  

Although conducted previously, studies on organizational barriers impede access 

to healthcare; the focus has been on the need for formal training programs from oncology 

nurses’ and physicians’ perspectives. However, no qualitative studies have specifically 

explored aspects of providers involved in caring for cancer patients through the 

continuum of care. OHPs’ lived experiences may influence access to quality healthcare 

and patient quality of life. Therefore, this qualitative exploration of OHPs’ lived 

experience may better understand potentially significant factors in delivering quality 

healthcare. The latter provides health care services to Caribbean women of color.  
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This research is unique because it addressed an area where breast cancer is the 

most common form of cancer in Caribbean women of color from sub-Saharan Africa and 

most of the Americas’ 22 countries, including the Caribbean. Caribbean women of color 

represent a vulnerable population. According to Neeman et al. (2021), high breast cancer 

mortality rates may arise because of access to care, different beliefs and attitudes about 

cancer treatment, and difficulties navigating the healthcare system. Compared to 

individuals from a dominant culture, Caribbean subgroups have poorer cancer outcomes, 

decreased life expectancy, higher reported disease and death rates, and reduced quality of 

life (Watts et al., 2017). This study’s potential contributions may improve understanding 

of the role of health service barriers between oncology professionals and Caribbean 

women of color breast cancer patients for improving care and guide improvement 

strategies.  

Positive social change implications include raising awareness of potential 

individual and organizational barriers impacting access and quality of care for Caribbean 

women of color. These findings may help promote improved quality for oncology 

healthcare services delivery and support better patient outcomes. The study might also be 

significant because it focuses on the perspective of the OHP.  

Summary and Transition 

Access to healthcare is a component that influences the individual and systematic 

quality of life. This study was designed to understand OHPs’ lived experiences and 

interactions with Caribbean women of color with breast cancer and their difficulties 
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maneuvering through the healthcare system. Previous researchers have explored 

organizational barriers that impede access to healthcare; the focus has been on the need 

for formal training programs from oncology nurses’ and physicians’ perspectives. It is 

hoped that this research will shed light on potentially new dimensions that impact access 

to health services. Chapter 2 will consist of a review of the literature about the problem 

and purpose of this research  
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Chapter 2: Literature Review 

Introduction 

According to Dawkins et al. (2020), access to healthcare is a component that 

influences the individual and systematic quality of life. Shrank et al. (2021) indicated that 

quality healthcare presents a more significant challenge for healthcare organizations, 

providers, and patients. The purpose of the qualitative phenomenological study was to 

explore challenges between Caribbean women of color receiving oncology services with 

breast cancer from diverse backgrounds residing in Broward County, Florida, and OHP. I 

conducted a qualitative phenomenological study using semistructured interviews to 

address the gaps in OHPs’ experiences.  

Individual and organizational barriers pose significant challenges in providing 

adequate, high-quality healthcare. According to the U.S. Census Bureau (2018), ethnic 

minority groups are expected to represent the United majority-minority by 2044. While 

African Americans have a higher death rate than any ethnic group in the United States, 

the designation of race as Black women include all women of color, including African 

and Caribbean descent (CDC, 2015). Breast cancer is the second most common cause of 

cancer death in women (American Cancer Society. Breast Cancer Facts & Figures 2019-

2020). African American women are less likely than Caucasian women to develop breast 

cancer but more likely to die. Researchers have identified problems with the quality of 

breast cancer care in the United States. For example, African American women are more 

likely to be diagnosed later and experience early breast cancer mortality than White 
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women (Stringer-Reaso et al., 2021). This chapter’s search strategy section will describe 

the literature search methods I used to find the literature and research treated in 

subsequent sections. The foundation for this theoretical research is expounded in the 

following sections. The theoretical foundation section includes a discussion of the model 

proposed by Colaizzi (1978).   

I conducted a literature search for articles published within the last five years. The 

search returned a value of 800 items, a rich and diverse collection of writing, and a better 

understanding of what knowledge exists concerning breast cancer and Caribbean women 

of color and OHPs’ experiences providing oncology services. A finding of 119 articles 

published between 2015 and 2020 indicated that most researchers focused on African 

Americans or Black encounters. Still, they did not differentiate between African 

Americans born in the United States, whose lineage reflects many generations in the 

United States with a historical heritage of slavery, from Black women with foreign-born 

culture.  

Inequalities, including access to services and provider/patient assumptions, 

contribute to substandard care proliferating among African descent groups. A significant 

yet relatively unresearched population exists with African American women of African 

Caribbean ancestry. The United States is home to large communities composed of varied 

subgroups. Caribbean women of color from the Caribbean (African, East Indian, and 

mixed descent); and women from South America and African Americans share common 

phenotypes and physical attributes.  
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The following research questions guided the study: 

Research Question 1 (RQ1):  What are the individual barriers OHPs experience 

working with Caribbean women of color with breast cancer when 

accessing oncology services? 

Research Question 2 (RQ2):  What are the organizational barriers OHPs 

experience working with Caribbean women of color with breast cancer 

when accessing oncology services 

Search Strategy 

I began my literature review’s search strategy by paying specific attention to 

Colaizzi's (1978) seven-step phenomenological methodology to understand people’s 

experiences. I conducted iterative searches within Google Scholar, Academic Search 

Premier EBSCO/Host databases, ProQuest Nursing & Allied Health Source (ProQuest), 

PubMed, and MEDLINE databases to retrieve articles containing key search terms and 

combinations of keywords. I combined keywords searches and phrases: individual 

barriers, organizational barriers in oncology services, oncology challenges, women of 

color, healthcare, healthcare, breast cancer, Caribbean Women, South American Women, 

West Indian women, and theoretical framework.  

I entered combinations of keywords listed above into each database and search 

engine listed above within the following disciplines: Social work, medical practitioner 

areas, nursing. I searched reference pages for relevant articles for relevant sources and 

searched the databases and search engines previously mentioned. Approximately 800 
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items pertinent to the topic were published in the last five years, with 119 forming part of 

the reference list for this review. 

Theoretical Framework 

As discussed in Chapter 1, I will use a systematic methodology that has been 

primarily applied to qualitative research as the theoretical framework. Strauss & Corbin 

(1967) indicated that Grounded theory is a method of inquiry to construct an explanatory 

theory about a phenomenon of interest. I used grounded theory to serve as the study's 

blueprint and provide a structure to address individuals’ lived experiences to examine the 

phenomenon of OHPs’ expertise working with Caribbean women of color with breast 

cancer when accessing oncology services. 

 A qualitative explorative design with a phenomenological approach was suitable 

for this study. According to Glaser & Strauss (1967), qualitative research is a method for 

exploring areas where little is known or when a more profound understanding or new 

knowledge of a place is desirable. Limited researchers have evaluated individual and 

organizational difficulties among OHPs who provide services to Caribbean women of 

color with breast cancer in the United States, including Florida. Exploring perceived 

barriers to oncology services for Caribbean women of color with breast cancer involves 

sensitive, emotional, and personal topics that can be best captured through careful 

probing using the in-depth qualitative interview. OHPs are at the forefront of providing 

equitable access to healthcare services. 
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According to Levitt et al. (2018), quantitative and qualitative research methods 

investigate and explore the different claims intended to address a specific type of research 

question. To understand the world from the participant, I used qualitative 

phenomenological study, later modified by Smith (2015), and techniques proposed by 

Kvale (1996) questions and probes to understand the world’s world to unfold its 

meaningful experiences. When the same comments are repeated and the themes continue 

to reoccur from the data, saturation has been attained with widespread acknowledgment, 

and further data collection is unnecessary. 

Qualitative healthcare research is an increasingly complex field, mainly when 

doing phenomenology. The framework enabled the exploration of the lived experiences 

of a purposive sample of seven OHPs’ who provide health care services to Caribbean 

women of color. A researcher must be aware of the influence of the individual’s 

background and account for their bias on the individual’s experience. The flexibility of 

doing a phenomenological study allowed me to validate the lived experience of the 

participant's experiences, thoughts, and beliefs about the phenomenon.  

Breast Cancer 

History of Breast Cancer 

According to  DeSantis et al. (2019), breast cancer is the most common cancer 

except for nonskin cancer among American women. Family history is also widely 

recognized as a risk factor for breast cancer within families in which malignant cells are 

formed in cells of ducts or lobules of the breast. According to the American Cancer 
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Society ( 2019), there is an increased risk for breast cancer if one has a parent or sibling 

with breast cancer; and quadruples if both a parent and sibling with breast cancer, with 

the chance increasing as age at diagnosis of the affected relative decreases. Godet & 

Gilkes (2017) stated that in the early 1990s, studies of families with high breast cancer 

rates at younger than the average age led to breast cancer-associated Genes 1 and 2 

(BRCA1and BRCA), and are two well-recognized antioncogenes for breast cancer risk. 

Feng et al. (2018) described breast cancer as a disease that begins in the cells of the 

lobules, which are milk-producing glands or the ducts that drain milk from the lobules to 

the nipple. 

The American Cancer Society (ACS, 2020) defined breast cancer as a group of 

diseases that cause cells in the body to change and spread. Cancer cells create a tissue 

mass called a tumor, later named after the body’s part where cancer originates. Breast 

cancer originates in the breast tissue. According to the National Cancer Institute (2017), 

the cells develop into a lump, called a tumor, which can metastasize to other regions in 

the body via the lymph system, a part of the immune system whose primary role is to 

fight off infections. The American Cancer Society (2017) further stated that the immune 

system carries a clear fluid called lymph, nutrients, and white blood cells (i.e., cells that 

fight disease). According to ACS, between 2016-and 2017, breast cancer was the leading 

cause of cancer deaths (surpassing lung cancer) among women of color in Florida. 

Akram et al. (2017) and DeSantis et al. (2019) reported that breast cancer is a 

global public health dilemma, and the disease is the most significant common tumor on 
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earth. Although awareness of the disease has risen to universal consciousness, treatment, 

and diagnosis in its late stages because of negligent self-inspection, absence of clinical 

examinations of the breast (Akram et al., 2017; DeSantis et al., 2019), and access to care 

is paramount to battling breast cancer. 

Types of Breast Cancer  

According to (ACS, 2019), about one in eight women will eventually develop 

breast cancer. Many types of breast cancer exist, and there are many ways to describe 

them. However, it is easy to get confused over a breast cancer diagnosis. The National 

Cancer Institute (2015) further suggested that the area in the breast where the cells are 

affected determines the type of cancer. National Cancer Institute (2015) postulated that 

breast cancer could be separated into two main groups: sarcomas and carcinomas.  

Sarcomas, which begin in connective tissues, are the rarest forms of breast cancer, 

accounting for less than 1% of all breast cancer cases. Carcinomas develop in an organ’s 

internal or external lining; about 80% of all breast cancer diagnosis is invasive ductal 

carcinoma (IDC). 

 Breast cancer can also refer to whether cancer has spread or not. In situ breast 

cancer’s two main categories are ductal carcinoma in situ (DCIS) and lobular carcinoma 

in situ (LCIS). DCIS is a precursor to invasive cancer, although not all DCIS progresses. 

DCIS can sometimes go undetected without treatment due to its slow growth, not 

affecting a woman’s health. However, LCIS, also called lobular neoplasia, changes cells 

inside some of the breast lobules, becoming irregular. According to the American Cancer 
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Society (2019), the atypical cells are all contained within the lobules’ inner lining that 

makes breast milk. This type of cancer rarely metastasizes if left untreated (National 

Cancer Institute, 2016). 

According to Yao et al.(2019), a breast tumor that lacks estrogen receptor (ER), 

progesterone receptor (PR), and Human Epidermal Growth Receptor 2/neu (HER2) is 

identified as triple-negative breast cancer (TNBC). TNBC is a highly aggressive subtype 

of tumor that lacks ER, PR, and HER2. Triple-negative breast cancer (TNBC) accounts 

for about 10 to 15% of all breast cancers. According to Felix et al. (2018), TNBC is 

cancer that grows and spreads faster than most other types of breast cancer, also known to 

be the marker of hereditary breast cancer susceptibility for BRCA1 mutations. Felix et al. 

(2018) further stated that the BRCA1 and BRCA2 gene findings were one of the most 

significant results in human genetics. American Cancer Society (ACS) found that among 

African American women, those born in the United States and Western Africa are more 

often diagnosed with TNBC than women born in East Africa. TNBC is more common in 

women of color younger than age 40 or who have a BRCA1 gene mutation. Because the 

cancer cells do not have hormone receptors, hormone therapy does not help reduce cancer 

risk.  

According to the American Cancer Society (2019), invasive lobular carcinoma 

(ILC) also begins in the lobules, making up about 70 – 80%  of all breast cancers that fall 

under this category. American Cancer Society (2019) further stated that although this 

invasive cancer spreads quickly, it is not easily detected; it does not invade through the 
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lobules’ wall or cause a lump. The National Cancer Institute (2016) concluded that it is 

challenging to detect cancer  without a biopsy because it tends to be more challenging to 

identify with a screening mammogram, and at diagnosis, inflammatory breast cancer can 

be either later stage III or IV  

According to ACS (2019), some invasive forms of breast cancers have unique 

features and often develop in ways that affect their treatment and prognosis. These 

invasive cancers are less common but more severe than other breast cancers. Another 

form is an aggressive type of invasive breast cancer is triple-negative breast cancer, 

which accounts for about 15% of all breast cancers cancer. ACS (2019) further stated that 

invasive breast cancer is challenging to treat. Another invasive type of breast cancer is 

inflammatory breast cancer, accounting for about 1% to 5% of all breast cancers. 

Epidemiology of Breast Cancer 

According to DeSantis et al.2(019), the 2015 American Cancer Society review of 

trends in population-based breast cancer, incidence, and mortality among African 

Americans compared with White American women featured data from the Surveillance, 

Epidemiology, and End Results (SEER) Program as well as the North American 

Association of Central Cancer Registries. DeSantis et al.( 2019) further stated that 

historically, incidence rates were parallel for ethnic minority and white women, but with 

lower lifetime rates for Caribbean women of color. However, during the most recent five-

year data collection interval (2008 through 2012), breast cancer incidence rose 

increasingly for women of color (by 0.4% per year) while remaining stable for Caucasian 
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women. DeSantis et al. (2019) posited that the median age at breast cancer diagnosis for 

women of color is 58 years compared with 62 years for White women. Population-based 

breast cancer incidence rates for women younger than 40 to 44 years are higher among 

African American women.  

According to (the American Cancer Society, 2019), a report issued jointly to the 

nation on cancer trends revealed that varying age-adjusted incidence and mortality rates 

since 1975 have continued to decline. The American Cancer Society (2019) further stated 

that standards of occurrence at 130.8 per 1000,000 are highest among non-Hispanic 

(N.H.) Whites, followed closely by non-Hispanic blacks (NHB, 126.7). Nevertheless, 

NHB women have the highest breast cancer death rate 28.4 deaths per 100,000), more 

than double that of Asian/Pacific Islander (API) women 11.5, who have the lowest 

incidence and death rates. NHB women have higher incidence rates than N.H. whites 

before age 40 and are more likely to die from breast cancer. 

Cortés et al. (2019) summarized that BRCA1 founder mutation is unique to 

Caribbean women of color based on a series of patients from Colombia. Although the 

variations in BRCA genes have not been well-assessed yet in Women of color, some 

studies reveal mutations in this specific ethnic group (Felix et al., 2018). 

Breast Cancer Disparities 

Breast cancer outcome disparities between Caribbean women of color and white 

women may be affected by sociodemographic and economic factors, possibly in complex 

ways prevalent in ethnic minority communities. Ragin et al. (2018) posited that breast 
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cancer research in Caribbean populations is limited and requires sharper focus and 

development. Progress in research involving Caribbean women of color would be 

significant because Caribbean people are ethnically diverse. Ethnic minority women have 

the highest death rate of all racial and ethnic groups and are 42% more likely to die of 

breast cancer than white women. Breast cancer incidence rates have continued to rise 

across all races and ethnicities since the 1980s (primarily due to improved 

mammography). Still, while incidence among white women has generally stabilized in 

the past few years, African American women’s occurrence continues to rise. According 

to the American Cancer Society (2019), higher death rates among minority women are 

due to the stage of cancer at diagnosis, comorbidities, obesity rates, tumor characteristics, 

and timely access to screening, diagnostics, and access to services. American Cancer 

Society reported that between 2013 and 2017, the breast cancer death rate declined for 

Hispanics, African Americans, Caucasians, and Asian/Pacific Islanders but was stable in 

American Indian/Alaska Natives. African American women have the highest mortality 

rate (30.6 per 100,000), while the lowest death rate is among Asian/Pacific Islander 

women at 11.3 per 100,000.  

Socioeconomic disadvantages equated to differences in the patterns of cancer care 

delivered. Also reported are the inequities in ethnic minority patients’ frequency of 

utilizing each component of comprehensive, multidisciplinary breast cancer healthcare 

services. Newman and Kaljee (2017) asserted that interaction between patients and health 
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care professionals and biases, leading to discriminatory practices in the health care 

system, might also contribute to disparate outcomes. 

In assessing the trend of this disease relative to race and ethnicity, the American 

Cancer Society reported that from 2013 to 2017, White women had the highest yearly 

incidence of breast cancer, followed by African American women; however, the opposite 

was exact for mortality rates. Although African Americans have a lower frequency than 

White women, their age-adjusted mortality rates are substantially higher; also evident in 

their survival rates (American Cancer Society, 2019). The ACS (2019) stated that breast 

cancer death rates are 41% higher among African American women than Caucasian 

counterparts.  

According to DeSantis et al.( 2017), since 1990, women of color have had the 

lowest implicit bias survival rate of any racial/ethnic group. Breast cancer is classified in 

the U.S. by subtype by HR and HER2 statuses and race/ethnicity. Caribbean women of 

color had the most negligible proportion of HR+/HER2- breast cancer and the highest 

percentage of HR-/HER2- breast cancer than women of other races/ethnicities.  

Women of Color 

Women of color are a subset group of the African Diaspora with varied, diverse 

beliefs and practices; women of color identify as women from the Caribbean (African, 

East Indian, and mixed descent) women from South America. I identify with the women 

proposed for this study from the Caribbean and South America as a woman of color 

based on my Caribbean and Indian heritage; according to Crenshaw (1991), often 
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isolated, women of color when it comes to economic, social, and political status. They are 

less likely to have their needs met than racially privileged women. Women of color 

represent many cultures and speak numerous languages. However, both groups often take 

advantage of women of color, and African Americans share a typical phenotype such as 

racial heritage and physical attributes. They share a more significant number of 

similarities and differences. The marginalization of ethnic minorities propagates the 

misconception that generalizing health intervention aimed at African American women 

also will be productive with women of color. Diversity within ethnic groups is intrinsic as 

beliefs and values often differ among diverse populations. In the absence of literature 

specific to women of color from the Caribbean (African, East Indian, and mixed descent); 

and women from South America living in the United States, general data regarding 

foreign-born populations suffice as the connection for health disparities. 

Factors Influencing Risk for Breast Cancer 

Numerous risk factors, such as sex, age, estrogen, familial history, genetics, and 

unhealthy lifestyles, can increase breast cancer. Still, the highest risk for breast cancer is 

age, and the disease is the most aggressive in younger women of color. According to 

Colas et al. (2019), breast cancer risk factors predispose elements like genetics associated 

with the familial appearance of the neoplastic disease. These components are considered 

independent variables and are out of the control of the individual. Wu et al. (2018) stated 

that the second group of risk factors is labeled extrinsic. Extrinsic factors include diet, 

lifestyle, and long-term medical treatment like hormonal contraceptives or replacement 
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therapy. Wu et al. (2018) further asserted that women could control some risk factors to a 

certain degree. However, modifying the second set of characteristics may reduce the 

frequency of breast cancer appearance in terms of prevention strategies. 

Birthplace may be associated with risk factors for developing breast cancer. 

However, the differences could be due to genetics. Most Black women born in the US or 

the Caribbean are likely to be descendants of individuals who were involuntarily 

migrated from West Africa to North America during slavery via the Caribbean. Another 

aspect could also be risks from values, traditions, social structures, income, or health 

behaviors, such as eating a western diet. 

The cause of breast cancer is multifactorial. The risk factors are distinguished into 

non-modifiable risk factors that cannot be controlled, including age, sex, race/ethnicity, 

and genetic factors. Modifiable risk factors include menstrual and reproductive factors, 

radiation exposure, hormone replacement therapy, alcohol, and a high-fat diet. Women 

have an increased likelihood of developing breast cancer with age. According to the NCI, 

over the next 10 years, a breast cancer diagnosis for women in their 30s is about 0.48% or 

1 in 228, for women in their 40sa risk of 1.53% or 1 in 65, and women at 50 years a 

chance of 2.38% or 1 in 42,  women at 60 the risk increases to 3.54% or 1 in 28 and 

4.07% or 1 in 25  in their 70s. Risk factors, including poverty, lower educational 

attainment levels, and a lack of health insurance, were also associated with lower breast 

cancer survival rates because of limited access to care. 
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DeSantis et al. (2019) revealed the risks of death rates among California breast 

cancer patients filtered by tumor subtype and cancer stage at diagnosis. The most 

significant discrepancies emerged at stage II and III HR+/HER2-breast cancer, with a 

31%-39% increase for ethnic minorities in the risk of death than Whites. Research also 

indicated that Black patients were more prone to present with lymph node metastases of 

small breast tumors (Yao et al., 2019). 

The American Cancer Society’s Facts & Figures publications (2019) suggested 

common themes discussing breast cancer risk factors. They state that these factors have 

international significance and echo familial themes found in other considerations of risk 

factors. The emergence of breast cancer in China has become the most widespread form 

of cancer among women in China. Newly diagnosed breast cancer occurs at the annual 

rate of 12.2%, and deaths from breast cancer amount to 9.6% of worldwide breast cancer 

mortality (Feng et al., 2019). This rate steadily increases due to rising socioeconomic 

factors and unique reproductive patterns. Internationally, demographic differences 

between China and other high-income countries contribute to breast cancer risk factors 

(Feng et al., 2019). 

Feng et al. (2019) further stated that access to quality care disparities between 

geographic regions and socioeconomic status conditions within those regions produced a 

set of unique outcomes. The onset of breast cancer at a younger age paired with the one-

child policy, lower rates of care and screenings for breast cancer, substantially affects 

delays in receiving a diagnosis, delays in the discovery of advanced stages of breast 
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cancer, a lack of resources, and a general lack of breast cancer awareness in the Chinese 

experience.  

 According to NCI (2019), Risk factors researched on breast cancer in 2019 

indicated that the probability of a U.S. female acquiring the disease stood at 12.3, 

equivalent to a 1 – in – 8-lifetime risk for receiving a breast cancer diagnosis. NCI (2019) 

further postulated that the lifetime risk of breast cancer in the 1970s was one in 11. 

However, (Siegel et al., 2019) found that longer life expectancy and escalations in new 

breast cancer cases account for the discrepancy and that rates stabilized in the early 1990s 

and slowly increased in the latter part of the 1990s. (Siegel et al., 2019) also found that 

the rise paralleled increases in mammography screening accompanied by escalating 

obesity rates and menopausal hormone use. 

Signs and Symptoms 

According to (Rivera-Franco & Leon-Rodriguez, 2018), women diagnosed earlier 

than those diagnosed late with cancer are more likely to survive and have better care 

experiences, lower treatment morbidity, and improved quality of life. Cancer symptoms 

amount to uncharacteristic feelings or conditions people notice resulting from cancer. 

(Sharifikia et al., 2019) indicated that the symptoms may include variations in bowel or 

bladder habits, a sore that takes an unusual amount of time to heal, abnormal bleeding or 

discharge, thickening or lump in the breast or any part of the body, or indigestion. Other 

symptoms include difficulty swallowing, apparent changes in a wart or mole, a nagging 

cough, and dryness. According to (Medicinenet, 2016), although these symptoms are not 
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always a sign of disease, they can often be associated with other conditions. Regular 

check-ups with a doctor are essential. 

Silva et al. (2018) showed a linkage between breast cancer and Brazil’s physical 

and psychological signs and symptoms. These researchers report that breast cancer is 

second only to lung cancer as the primary cause of cancer death. In 2014, approximately 

57,120 breast cancer cases emerged; estimated that the risk of 59.09 cases for every 

100,000 females. The study demonstrated how treatment for breast cancer could manifest 

in signs of depression. Silva et al. (2018) found that a lack of treatment for breast cancer 

leads to depression manifested in changes to physical appearance that significantly affect 

self-image and can reduce opportunities for social interaction. Hence, a breast cancer 

diagnosis can trigger a psychological state of depression and affect the quality of life, 

especially for older women.  

Diagnosis 

According to the (English Oxford Dictionary, 2018), the term diagnosis in this 

literature review refers to detecting the features of a disease or some other anomaly by 

investigating the symptoms. During a routine medical examination, when both breasts 

and lymph nodes in the armpit are checked by a physician, feeling for any lumps or other 

abnormalities could indicate the need for additional breast cancer testing. It is mainly 

recognized with a mammogram and later verified by pathological evaluation. When 

cancer is suspected, tissue from a needle biopsy is usually obtained for microscopic 

analysis and less often from a surgical biopsy. According to Ozkhurt et al. (2019), the 
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clinical study embraces bimanual palpation of the breasts and locoregional lymph nodes. 

Evaluation for distant metastases of the bones, liver, and lungs is adopted. In a study by 

(Evans et al., 2018), they found that imaging involves bilateral mammography and 

ultrasound of the breast and regional lymph nodes. Other screen methods, such as 

magnetic resonance imaging (MRI), are usually performed after a positive biopsy for 

breast cancer. (Evans et al., 2018) also found that an  MRI is more sensitive than 

mammography has been widely used for some women to help measure the size of cancer 

or look for other indicators that there are additional tumors in the breast. 

Numerous methods for screening and diagnostic imaging are available. (Baltzer et 

al., 2017) indicated that  3D mammography, 3D ultrasound, shear wave elastography, 

contrast-enhanced mammography, or spectral mammography are several methods to 

detect cancer. Both handheld and automated screening ultrasounds help detect 

mammographically occult cancer in women with dense tissue. Although mammography 

is a powerful screening tool in detecting early breast cancer, it is flawed, particularly for 

women with breast density. Breast density refers to the relative amounts of fat and 

glandular tissue in the breast. According to (Grossberg et al. 2020), separately from 

imaging, pre-therapy ailment assessment embraces a pathology check of the nodes 

nearby’ primary tumor and histology. If the association is assumed, additional appraisals 

are often required to acquire a comprehensive and individual medical record, make 

familial connections to breast/ovarian and other cancers, and complete a physical 

assessment. It also includes knowing the blood count, liver and renal function analyses, 
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and checking alkaline phosphatase and calcium levels. Measuring the menopausal 

standing of patients is essential. The assessment should evaluate serum estradiol and 

follicle-stimulating hormone levels when questions exist. 

Health Disparities and Health Equity 

According to (IOM, 1993), access to quality care is the appropriate use of 

affordable personal health services to achieve the best possible health outcomes. (Healthy 

People, 2020) found that access to healthcare services consists of four components: 

coverage, benefits, timeliness, and workforce. According to American Cancer Society 

estimates, the number of new breast cancer cases among women of color increased 

dramatically from 19,540 in 2009 to 33,840 in 2019. The American Cancer Society's 

(ACS, 2017) goal is to eradicate disparities in cancer by ensuring access to essential 

healthcare services for vulnerable populations regardless of SES, race/ethnicity, 

geographic location, sex, and sexual orientation. The causes of health disparities are 

multifaceted and challenging, interrelated social, economic, racial, environmental, and 

health system factors. According to the ACS (2017), inequalities, including access to 

services and provider/patient assumptions, can affect interactions between patients and 

providers and contribute to miscommunication and the delivery of substandard care. 

According to Ragin et al. (2017), although some cancers are preventable, 

treatable, and even curable, cancer remains the most common cause of death among 

African Ancestry populations internationally. Black communities in the United States are 

diverse, comprising individuals born in the U.S. and immigrants from various countries. 
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Black women in the United States born with West African ancestry have a similar risk for 

TNBC as Black women born in the U.S. Black women born in the Caribbean have a 13% 

lower prevalence. According to the (American Cancer Society, 2016),  black women born 

in East Africa had a 47% lower prevalence. (American Cancer Society, 2016) further 

indicated that Black women have the highest death rate of all racial/ethnic groups and are 

42% more likely to die of breast cancer than white women. Although disparities are 

documented well in breast cancer, early diagnosis, and breast cancer treatment, it may 

increase women’s life expectancy. 

In 2000, Public Law 106-525 was passed by Congress, authorizing NCI to 

improve the lives of minorities (Alvidrez et al., 2019). Developed by the Office of 

Minority Health and Human Services, the National Standards for Culturally and 

Linguistically Appropriate Services in Health and Health Care (The CLAS Standards), 

The CLAS standards aim is to improve health care quality and advance health equity by 

establishing a framework for organizations to serve the nation’s increasingly diverse 

communities. Through ongoing governance, leadership, workforce training, practices in 

policy, and resources. (Wasserman et al., 2019) posited that understanding why there is a 

delay in healthcare services access and how they contribute to population-level health 

disparities is essential in implementing effective equity-promoting interventions in 

delivering healthcare services and reducing health disparities. Yabroff et al. (2019) 

asserted that eliminating disparities in access to care will require increasing patient-
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provider health service barriers that may prevent patients from accessing high-quality 

cancer prevention and treatment services. 

Several factors are related to cancer mortality and morbidity disparities, including 

patients’ access to health care services and inequalities in the social, economic, and 

physical environments in which they live. (Yedjou et al., 2019) indicated that from a 

historical perspective, racial/ethnic minorities, the poor, and the uninsured are less likely 

to receive effective cancer treatment and have reduced survival after diagnosis. 

Individuals and populations alike must gain access to healthcare services early to 

determine dimensions and outcomes across the spectrum of care. Gaining access to 

healthcare services represents individuals from diverse backgrounds interacting with their 

OHPs’. The latter, in turn, are operating in a variety of changing and often constrained 

organizational environments. When diagnosed with cancer, ethnic minority patients are 

less likely to receive optimal care, including cancer surgery, radiation therapy, and 

systemic therapies. Ethnic minority patients also have a more reduced survival after a 

cancer diagnosis. Redvers & Blondin (2020) posited that healthcare providers in the 

United States tend to underestimate the results of traditional indigenous healing systems 

used either alone or with Westernized medicine. McElfish et al. (2017) further indicated 

that it is also beneficial to gain insight into OHPs’ views on caring for people with 

diverse backgrounds. The argument as to whether diversity exists with ethnic minority 

populations has been longstanding. In the absence of literature specific to Caribbean 

women of color (African, East Indian, and mixed descent); and women from South 
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America living in the United States, general data regarding foreign-born populations 

suffice as the connection for health disparities. 

Society and Culture 

Culture shapes the values adopted by women of color, and the subsequent beliefs 

influence their health behaviors. According to predictions, Weir et al. (2021) suggested 

that the incidence of breast cancer worldwide will reach 3.2 million new cases each year 

by 2050. (Akram et al. (2017) postulated that the sheer scale of yearly cases implicates a 

significant effect on international society and raises a flag of urgency in breast cancer 

prevention and treatment. (Akram et al., 2017; Weir et al., 2021) hypothesized that 

considerable gains to enhance early detection and breast cancer treatment and significant 

strides have also been made to fast its development into a metastatic state. 

Adamson et al. (2018) studied patients’ treatment experiences with providers to 

provide primary health care. All groups expressed a perceived lack of enough exchange 

of intelligence and the need to secure evidence outside of the provider-patient 

relationship. The nature of information preferred and influenced how patients 

comprehended the material received.  

Fiscella et al. (2021) studied whether oncologists’ implicit racial bias has many 

negative connotations when providing oncology services. (FitzGerald & Hurst, 2017) 

explored whether oncologists’ implicit bias harmfully affects patients’ lived experience 

of suggested treatments. For example, implicit bias affects the extent of personal certainty 

and anticipated treatment strain. The research initiative predicted that oncologists’ 
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implicit bias would adversely influence patient responses to exchanges and patient 

perceptions of suggested therapies. Fiscella et al. (2021) told that health providers’ 

implicit racial bias destructively affects client responses to numerous examination 

exchanges   

Still, its influences on racially discordant oncology exchanges are mostly 

unidentified. Fiscella et al. (2021) and FitzGerald and Hurst (2017) observed and 

evaluated the patient effect on oncologists’ messages and found oncologists linked 

implicit racial bias to communication. The author also linked patients’ responses to 

racially discordant oncology exchanges and connected patient perceptions of 

recommended treatments. Following patient oncologist interactions, the lived experience 

could significantly influence patient-treatment decisions. According to  Fiscella et al. 

(2021), providers must address racial bias as a likely cause of racial treatment disparities 

during oncology training and practice. Fiscella et al. (2021) hypothesized that with this 

discovery, a body of research is gradually giving voice to ethnic minority cancer patients 

who suffered from unacknowledged racial bias during oncology experiences. 

Women of Color and Breast Cancer 

The oncology community faces a unique challenge in addressing diversity 

because the cancer burden varies by racial/ethnic identity and clarifies the cause of these 

associations. The concept of race implies identification based on ancestry and is closely 

associated with population genetics. OHPs must think globally and act locally to reduce 

cancer death rates because each population brings a unique set of genetics. (Felix et al., 
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2018) posited that an understanding of the genetic build of individuals is essential 

because each populous brings a unique mixture of influences on health, and genetics can 

shape one’s experience of the social-environmental. 

DeSantis et al. (2019) found that from 2008 to 2012, the most recent data 

available in this dissertation project, inclusive breast cancer incidence rates, rose among 

Black females at 0.4% and Asian/Pacific women at 1.5% yearly rates. Rates did not 

change significantly for Caucasian, Hispanic, or Native American/Alaskan breast cancer 

patients. Breast cancer incidence rates rose in the ethnic minority community. In contrast, 

incidence rates remained the same in the Caucasian population, rates increased in the 

minority populace, and ER + Breast cancer increased. The trend parallels increasing rates 

for African American women, where obesity is considered a risk factor. DeSantis et al. 

(2019) found that the obesity rate in African American females rose 39% from 1999 to 

2002, 49% from 2003 to 2006, and 58% from 2009 to 2012. The risk of ER+ breast 

cancer in African American women is obesity for postmenopausal breast cancer and a 

high body mass index. 

Schroeder et al. (2018) indicated that relative to women with IDC, women with 

MBC were more likely to be older (63 vs. 61 years), African American (16.0% vs. 

11.1%), and present with Stage III disease (15.6% vs. 10.8%). HER2 positive and HER2 

negative/HR-positive MBC tumors represented 5.2% and 23.0% cases. It was further 

indicated by Allott et al. (2018) that this confirms a high incidence of basal-like breast 

cancer among minority women. 
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Yedjou et al. (2019). theorized that the failure of minority women of color who do 

not receive timely diagnoses and optimal treatment for breast cancer, including the 

aggressive subtypes, is likely to increase their mortality risk. The authors also indicated 

that some healthcare providers are unaware that racial disparities in health care treatment 

exist and unequal treatment exists. Equal treatment is associated with equitable outcomes 

highlights the need for improvements in health care quality for black women with breast 

cancer. 

Siddharth (2018) found that minority women do not usually have access to 

appropriate guideline-concordant therapeutic regimens and often lack timely screening, 

resulting in a more significant tumor burden at diagnosis. Also, limited access to standard 

treatment modalities leads to increased tumor progression and poor survival. Another 

layer of complexity is that women of color with breast cancer generally have lower 

participation in clinical trials investigating new drug treatments than their White 

counterparts. 

Simon et al. (2017) conducted a study to assess the side effects of chemotherapy 

and found that women of African ancestry receiving treatment for breast cancer suffer 

from neuropathy more than women of European descent. And it is more common in 

women of color and, shockingly so, almost double the risk we see in women of other 

races. This toxicity impacts the patient’s quality of life. It reduces the amount of 

chemotherapy that women of color can receive since neuropathy often leads the OHP to 

lower the dosage of chemotherapy or even stop treatment altogether. Lower doses of 
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chemotherapy contribute to why women of color are more likely than white women to die 

from breast cancer. 

Health Coverage Background 

Despite advances in medical therapies, inadequate coordination of care and care 

transitions remains a serious problem that threatens access to high‐quality care and 

increases healthcare costs. (Sawyer & McDermott 2019) theorized that the American 

health care system is the most expensive globally, and it delivers an inconsistent (and 

sometimes unfortunate) quality of care. (Healthy People, 2019) found that the lack of 

health coverage has been an ongoing problem in the U.S. Health insurance makes a 

difference in how and when people get the necessary medical care and receive their care. 

(Liang et al., 2019). Also found that the consequences of access to care can be severe, 

mainly when preventable conditions or chronic diseases go undetected. (Manchikanti et 

al., 2017) indicated that despite successful efforts in the 1980s and 1990s to expand 

coverage for specific populations, like children and the uninsured, the United States had 

not seen a reduction in the uninsured rate for Medicare and Medicaid. (Pickett et al., 

2017) The United States’ high uninsured quality had negative consequences for 

uninsured Americans, who experienced greater financial insecurity, barriers to care, and 

odds of poor health and preventable death. 

The Affordable Care Act (ACA) enactment made significant progress toward 

challenges facing the US health care system related to access, affordability, and quality of 

care. The Affordable Care Act is the most crucial health care legislation enacted in the 



46 

 

United States since the creation of Medicare and Medicaid in 1965. The law implemented 

comprehensive reforms designed to improve the accessibility, affordability, and quality 

of health care. (Tolbert et al., 2019) In 2017, insurance gains began to fall short and 

continued until 2019; for people of color, Blacks experienced the t most significant 

increase in the uninsured rate by 0.33 percentage points (to 11.5%) in 2018. 

Impact on Oncology Healthcare Providers 

Yedjou et al. 2(019) stated that breast cancer is the second most prevalent type of 

cancer death for women aged 40 – 55   in the U.S. and presently touches more than one in 

10 females globally. And is one of the most significant diagnosed malignancies in women 

both in affluent and impoverished countries. The mortality frequency from breast cancer 

has diminished because of the amplified focus on timely recognition and other beneficial 

therapies in the White populace. Yedjou et al. (2019) further stated that even though 

mortality percentages have declined in several ethnic peoples, the general cancer 

frequency among women from the Caribbean and South America populaces persistently 

grows. Similarities and differences in breast cancer morbidity and mortality rates prevail 

between women of color and white women in the U.S.  

Organization and individual barriers can be significant and provide limitations to 

healthcare services. Most health care providers receive some federal funding through 

Medicare, Medicaid, or other health and human services (HHS) budgets. They must make 

sure that barriers to services do not impact the quality of care provided to their patients. 

According to (Tiwary et al., 2019), a lack of interaction between OPHs and patients can 
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adversely affect healthcare delivery. Dune (2020) posited that Caribbean women of color 

are less likely than white women to receive standards of care according to medical 

guidelines and fewer women of color. Organizational and individual barriers affect health 

care providers’ ability to provide equitable care to Caribbean women of color, even 

though cancer presents a significant challenge to all people. Multiple factors are 

associated with access to care, including provider issues and patient characteristics. 

According to (Ahluwalia et al., 2017), the concept of high-performing health systems is 

providing safe, effective, patient-centered, timely, efficient, and equitable health care to 

all patients. OHPs’ have their own medical culture and individual expectations about the 

traditions and values of specific racial and ethnic groups, including members. (Baciu et 

al., 2017) found that a mismatch occurs when patients and providers have different and 

dissimilar beliefs and outlooks. A mismatch can negatively impact the quality and 

effectiveness of services and the relationship between the healthcare institution and 

providers. 

Significance of Oncology Healthcare Providers 

The Institute of Medicine (US) Committee on Quality of Health Care in America 

(2001) landmark report, Crossing the Quality Chasm, emphasized that healthcare 

providers should be respectful of and responsive to the individual patient. Providers 

should also ensure that preferences, needs, and patient values guide all clinical decision-

making. In a study by (Yedjou et al., 2019), the authors credited racial and ethnic 

disparities in breast cancer to many scientific and non-scientific risk factors. The report 



48 

 

also indicated an advanced stage of illness diagnosis among the poor and unequal access 

to cancer treatment improvements. 

Many minority women have more frequent unidentified or unstaged breast 

cancers than white women. Yedjou et al., (2019) stated that the risk factors might 

elucidate the dissimilarities in breast cancer treatment and survival rate between women 

of color and white women.  (Yedjou et al., 2017) found that new approaches and methods 

are needed to encourage breast cancer inhibition, advance survival frequency, decrease 

breast cancer mortality, and eventually enrich racial/ethnic minorities. 

Understanding the unique challenges OHPs’ may experience can inform a more 

holistic and context-relevant healthcare service delivery approach. OHP must 

differentiate the needs of other women and Caribbean women of color. (Newman & 

Kaljee, 2017) indicated that effective diagnosis and treatment cannot happen without 

essential changes to the health system, which traditionally has not prioritized the diversity 

and richness of different cultures and healing practices. Oncology professionals often 

manage interactions, such as delivering diagnoses and engaging patients in shared 

decision-making about sophisticated treatment options to improve health outcomes, 

improve satisfaction, and reduce costs. OHPs must fully understand the historical context 

that communities of color bring. According to Wasserman et al., (2019), unequal funding 

distribution for a hospital providing healthcare services delivery for minorities often 

results in lower quality of cancer care available to minority patients. A healthy 

organization led to a healthy and successful business and increased staff productivity. 
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Figueroa et al., (2019) reported that healthcare staff shortage poses a systemic 

barrier, including resource constraints when coordinating quality of care with minority 

patients. Several studies reported a lack of interaction between higher-level management 

and OHPs presented obstacles to healthcare service delivery. Figueroa et al., (2019) 

identified that OH’Ps language barrier provided services to ethnic minorities who needed 

to offer a complete care episode. Saeed & Masters (2021) assessed that minority patients 

had difficulties navigating the health care system. Notwithstanding, cancer is a significant 

challenge for all people; minority patients have difficulty accessing equitable care. 

(Harrison et al., 2017) asserted that health care organizations are built on awareness of 

the integration and interaction of health beliefs and behaviors, the prevalence of diseases 

and incidence at which they occur, and the treatment outcomes for different ethnic 

populations. Few qualitative studies have been conducted to understand the 

organizational and individual barriers OHP faces within the health care system when 

providing oncology services to Caribbean women of color. 

Organizational and individual barriers affect health care providers’ ability to 

provide equitable care to Caribbean women of color, even though cancer presents a 

significant challenge to all people. Watts et al., (2017) reported that the organizational 

and individual language barriers could impede the interactions between patients and 

OHPs, posing a threat to the patient receiving quality care. Interactions between the 

system and personalized access to care create service engagement barriers. O'Rourke et 

al., (2018) reported that the organizational aspects of responsibility for the oncology 
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patient significantly influence how OHPs view and experience oncology services for 

ethnic minority patients. O'Rourke et al., (2018) further speculated that providers 

identified barriers to quality care, including lack of access to care, reimbursement 

problems, low psychosocial support services, providers' workload, and inadequate patient 

education. 

Leadership 

Organizational leadership is an imperative aspect of the health care enterprise. 

According to (Cohen et al., 2017), there is extraordinary diversity in organizations that 

deliver care, from small group practices to independent practice associations, individual 

hospitals, and large integrated delivery systems. Yet, clinical leaders do not have the tools 

needed to support large-scale improvement. Additional opportunities are required to 

educate health care workers about organizational management, systematic problem-

solving techniques, and process improvement. In a study by  (Desveaux et al. 2017), the 

authors found that leadership must ensure that the strategic planning process is grounded 

in financial and clinical quality realities and the organization’s current and expected 

performance related to these realities. Individual organizations will be able to carve out a 

strategy to deliver only high-end acute-care services. But for most hospitals and health 

systems, effective outpatient services will be crucial to market relevance. 

An organization’s leadership sets the tone for the entire system. According to 

Cohen et al., (2017), leadership visibility makes leaders uniquely positioned to define the 

organization’s mission, gives them the ability to communicate the mission and gain 
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acceptance from staff, create learning a priority, and organize the resources necessary for 

the organization's vision to become a reality. Cohen et al. (2017) stated that obstacles 

occur every day that does not dull or require multifaceted solutions. Eva et al., 2018) 

postulated that leaders who merely give directions and expect them to follow would fail 

in this environment. (Eva et al., 2018) found that leadership can align activities to ensure 

that OHPs’ have the essential resources, time, and energy to comply with the internal 

policies, processes, and procedures. Degrie et al., (2017) highlighted that healthcare 

providers carried out their jobs according to policies and procedures and continued their 

path without taking the time out of their routines to develop relationships with minority 

patients. Although other work has been done on organizational and individual barriers of 

healthcare providers, this study allows us to explore OHPs’’ lived experiences. They 

provide health care services to Caribbean women. 

Organizational Barriers 

According to (King & Redwood, 2016), hospitals are mechanisms of a broader 

ecosystem; they cannot take accountability for tackling inequities that perpetuate poor 

health in communities of color alone. Successful delivery promises to build the brand 

value needed to remain competitive in the evolving marketplace. Health care systems are 

often challenged to raise the performance bar across all these characteristics 

simultaneously. (Eva et al., 2018) also indicated that understanding the delivery of safe, 

high-quality care while reducing patient outcomes is necessary for positive patient 

outcomes. (Baciu et al., 2017) asserted that although the organization of health services 
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and health systems varies from state to state, migrants and ethnic minorities are more at 

risk of experiencing poor health outcomes when compared to the rest of the population  

At the organizational level, healthy organizations that support positive 

relationships for employees’ empowerment through autonomy and self-organization keep 

employees engaged in their work and induce innovative behavior. Baciu et al. (2017) 

indicated that the focus makes the organization a more efficient and happier place to 

work in and more competitive in creating an open culture characterized by sustained 

creativity and innovation and promoting an organizational climate. According to King 

and Redmond (2016), internal strategies focus on operational practices, including how 

clinical systems and services are organized and structured. 

 Health system-related factors such as healthcare service delivery and access 

barriers include fragmented health services management. Organizational boundaries 

occur when an organization is not providing the necessary resources and conditions to 

deliver care. According to Carrera et al.( 2018), the lack of benefits resulting from 

funding from the state and local levels often reduces the treatment services offered. A 

decrease in financing affects the quality of healthcare services provided and a lack of 

equitable medical care access. Organizational obstacles occur when an organization is not 

providing the necessary resources and conditions to deliver care. Huot et al. (2019) found 

a lack of collaboration and administration of health services associated with different 

agencies managing healthcare staffing and created difficulties in executing team-based 

interprofessional collaboration.  
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In a study by (Hostetter & Klein, 2018), the authors found that racial and ethnic 

minority members are less likely to receive healthcare services and often receive lower-

quality care and navigate the healthcare system than their white counterparts. 

Organizational obstacles are policies and routines that inhibit successful planning. 

Organizational barriers to care include funding, job training, language barriers, 

inadequate patient education, identification, and access to professional health services. 

Watts et al., (2017) reported that healthcare providers had difficulties dealing with limited 

access to interpreters’ services. Jaeger et al., (2019) also reported a lack of knowledge of 

arranging interpreter interventions (44%) as the main barrier. However, the system’s 

structure and culture in which OHPs work are often poorly associated with supporting 

their efforts to respond to patients’ needs as their core priority. In a study by (Huot et al., 

2019), the authors reported that staff shortages contributed to higher burnout among 

providers due to increased workload, longer waiting lists for patients, and prioritization of 

caseloads for services.  

Individual Barriers 

King & Redmond (2016) found that health care providers can be influential in 

eliminating racial disparities within clinical settings and serve as anchors to institutions; 

they are socially impactful by using their business models to create opportunities and 

stimulate minority communities. (Geerligs et al. 2018) found that healthcare providers’ 

barriers included staff shortages and high staff turnover, lack of training, professional 

knowledge, attitudes toward ethnic minority patients, and language. Ibraheem and Blasé 
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(2017) indicated that providers’ values, attitudes, and beliefs strongly influence perceived 

concerns about compliance. 

Provider burnout may also contribute to barriers to services among patients and 

providers. Healthcare providers’ obligations have increased; many providers see patients 

while conducting research, mentoring, and career development programs. In a study by  

De Hert (2020), he  found that providers report stress related to increased workload, 

reduced control over the work environment, and frustration with patients’ poor adherence 

to treatment recommendations  

Communication can be a valuable tool for connecting and sharing information 

between healthcare providers, patients, and family members. Nonverbal interaction is the 

emotional tone between people, including how a person speaks, stands, looks, and acts 

when talking with another person. Some examples of where barriers may reduce the 

quality of care include a mismatch between the provider’s approach to health and the 

health beliefs and practices of racial/ethnic minority populations. (Wasserman et al., 

2019), stated that health beliefs and procedures related to illness, holistic views of mind 

and body, prioritizing symptom management versus disease cure. Wasserman et al., 

(2019) further stated that a lack of awareness of providers of patient knowledge, beliefs, 

or biases could reduce patient-provider communication with racial/ethnic minority 

patients. Individual barriers relate to the personal factors to the OHPs’ and patients acting 

as barriers in the communication process, often characterized by less communication with 
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the patient, less discussion of treatment options, and less positive and more disengaged 

nonverbal behavior by providers.  

Patel et al. (2018) asserted that low synergy between the provider and patient is 

associated with disparities in outcomes for chronic diseases and patient satisfaction with 

the quality of care. Several studies identified that cooperation between service providers 

was lacking and created a barrier to patient care (Norouzinia et al., 2016; Watts et al., 

2017). Watts et al., (2017) found a lack of team effort and training within and between 

service systems.  

Individual barriers relate to personal factors to the OHPs’ and patients and act as 

obstacles when providing services. Individual barriers include life experiences, emotions, 

attitudes, and behavior that hinder a person’s ability to communicate effectively. 

O'Rourke et al., (2018) reported that oncology services’ issues were the chief barrier 

when caring for ethnic minority patients. Speaking the patients’ language is of great 

concern for OHPs’. OHPs’ culture is often framed by their views and bias towards the 

therapeutic approach to patient care. The lack of healthcare provider knowledge about 

minority and Caribbean populations is a significant barrier. 

Broom et al. (2019) discussed that OHPs’ values needed to be equal and agreed 

upon by the patient. The study alluded to a need to balance reverence for patients’ beliefs 

and apply them to professional matters. Fitzgerald and Hurst (2017) indicated that 

oncology professionals with better awareness and knowledge would differentiate 
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diversity from individual biases. In some cases, different providers may carry 

unconscious biases towards minority patients.  

Summary  

My literature review provided an insight into the experiences OHPs face when 

challenged with the organization and individual barriers between OHPs and women of 

color from Caribbean cancer patients. The chapter included a detailed discussion of 

healthcare providers’ barriers to breast cancer for Caribbean women of color. The 

literature reviewed indicated that OHPs often face challenges from an organizational and 

individual perspective. The most significant factors determining healthcare access are 

corporate and personal barriers between OHP and Caribbean women of color. 

The fears and uncertainties healthcare professionals experience in caring for 

ethnic minority patients must be considered. However, as the study sample is 

representative and consists only of OHPs’ (not patients), the results cannot be generalized 

outside the sample size. More research is needed to confirm the study findings. Although 

each OHP viewpoint’s relative importance may vary and the amount of time invested 

made may differ, the outcome is essential to improve barriers to access to patient care, as 

all dimensions are interrelated and dependent on each other. 

My research fills a gap in understanding OHPs’ lived experiences when 

challenged with an organization and individual barriers between OHPs and women of 

color from Caribbean cancer patients. My proposed study has shed light on the 

experiences of OHPs’ in this field of health services and provided new insight into how 
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challenges affect OHPs’ lives personally and professionally. Positive social change may 

be affected as communication is fostered and social support created to help OHPs cope 

with the challenges of working with Caribbean women of color. 

Chapter 3 explains the qualitative approach grounded in the work of Husserl’s 

phenomenology and lifeworld. Also included is a discussion of research design, my roles 

as the researcher, qualitative methodology, and trustworthiness issues. 
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Chapter 3: Research Method 

Introduction 

This qualitative phenomenological study aims to build upon the existing literature 

of phenomenology studies regarding OHPs’ lived experiences. The purpose of this study 

was to explore OHPs’. They provide oncology services to Caribbean women of color 

with breast cancer and dive into the subjective experiences and interpretations of the 

patient-provider relations in a community of Caribbean women of color. This chapter will 

discuss the research design and rationale, the researcher’s role, methodology, and 

trustworthiness issues. 

Research Design and Rationale 

The two research questions that guided this study: 

Research Question 1 (RQ1):  What are the individual barriers OHPs experience 

working with Caribbean women of color with breast cancer 

when accessing oncology services? 

Research Question 2 (RQ2):  What are the organizational barriers OHPs 

experience working with Caribbean women of color with breast 

cancer when accessing oncology services 

The design for this study is a phenomenological design, suggested by Patton 

(2015) as a framework permitting researchers to query a person or group of persons’ 

experiences and understand both the meaning and structure of those experiences that 

focus on the participants' lived experiences. DeJonckheere & Vaughn (2019) used the 
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study design to examine human experiences through detailed descriptions of the 

phenomena. The phenomenological method will provide a framework that can further 

evaluate lived experience to understand participants’ points of view.  

Neubauer et al.(2019) stated that phenomenology attempts to reveal and clarify 

behavior as immediacy that is not transparent to itself. The study explored organizational 

and individual barriers between OHPs and Caribbean women of color. 

I used phenomenological design to analyze data collected through interviews. The 

OHPs expressed concerns about the barriers when providing oncological services for 

Caribbean women of color with breast cancer. I used semistructured interviews to guide 

the discussions while allowing for situation-specific questions to be asked for follow-up 

and clarification   

Appropriateness of Phenomenological Approach 

The study used Colaizzi’s method of phenomenological psychology as the 

theoretical foundation. Colaizzi was an existential phenomenologist who proposed that to 

understand the human experience better, Patton (2014) stated that this approach was the 

best choice for this study as the phenomenological point of view highlights the 

importance of exploring issues and understanding phenomena, and answering questions. 

However, the literature lacked qualitative investigations that may offer insight into 

OHPs’ providing healthcare services to Caribbean women of color with breast cancer. 

Neubauer et al. (2109) postulated that phenomenological research methods involve 

gaining insight into a person’s past lived experiences as they recollect them.  
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According to Neubauer et al. (2019), phenomenology’s critical qualities make it 

an excellent choice for qualitative inquiry. This study allows for the opinions and insight 

of OHPs’ into the influences of their lived experience. The rationale behind choosing this 

research design was to capture the essence of OHPs’ lived experiences. Ravitch & Carl 

(2014) stated that phenomenology presents a unique opportunity for capturing the lived 

experience of participants. Indeed, this methodology allows for the unearthing of 

phenomena from the interest of individuals’ lived experiences of a phenomenon 

perspective of how people interpret and attribute meaning to their existence.   

Renjith (2021) stated that data gathering methods are rooted in the phenomenon 

under investigation and that a phenomenological design is best to answer the research 

questions. Simon et al. (2017) stated that to gain insight into how people make meaning 

from their experiences is to attempt to access the thoughts and feelings of study 

participants.  A phenomenological approach was the most favorable choice for the 

current study because I explored the OHPs' lived experiences.  

Lived experiences are essential when conducting phenomenological research. 

Neubauer et al. (2019) stated that researchers must learn from the experiences of others. 

It is a foundational research premise to discover a new understanding of the subject. An 

essential aspect of subjectivity is to understand the uniqueness of each participant. 

Neubaueret al. (2019) stated that lived experiences are how people live concerning their 

views. As described by the study participants, the lived experience generates the 

universal structure of the phenomenon observed. According to Daher et al. (2017), the 
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basis for understanding human phenomena is the direct exchange of experiences and 

meanings between participants and researchers. 

Role of the Researcher 

In a qualitative research study, the researcher’s primary function is collecting, 

analyzing, and organizing data (Leedy & Ormrod, 2013). As an Information Technology 

Director (IT ) with over XV years of experience in the healthcare industry, I understand 

healthcare providers' roles in ensuring patients access quality services. (Yin, 2017) 

indicated that through observations, interviews, and reviews of documents, I strived to 

establish the research data's construct validity, internal validity, external validity, and 

reliability. 

According to (Yin, 2014), researchers must recognize personal views and avoid 

research bias in data analysis. Using research to promote a preconceived idea will negate 

a study. According to (Eitan et al., 2018; Yin, 2017), a possible bias test is a degree to 

which the researcher is open to contrary evidence. Birt et al.(2016) stated that member 

checking is often employed in research to strengthen credibility and transferability. I used 

member checking to validate responses by sharing the findings with the participants and 

maintained the credibility and transferability of the participants’ information through 

member checking by sharing a summary of the results with research participants. By 

listening attentively to the participants and abiding by the basic ethical principles relevant 

to the ethics of research involving human subjects, I was able to gain a better 

understanding of the issue at hand. 
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Methodology 

Participant Recruitment  

Bradshaw et al. (2017) suggested that qualitative samples tend to be small 

because of the importance of interaction with participants, and the findings are not 

generalizable. For this study, the eligibility criteria were that the participants needed to be 

OHPs’ from an organization in Broward County, Florida, that provided oncology services 

to Caribbean women of color. The targeted population consisted of seven OHP with 

knowledge and experience in delivering oncology services.  

I used purposeful sampling to extract data for analysis in this study. Bradshaw et 

al. (2017) stated that the size or amount of the data collected in qualitative research does 

not represent the quality. A qualitative researcher strives to improve reliability and 

validity by sampling participants based on their knowledge and experience relating to the 

phenomenon of interest (Busetto et al., 2020). Bradshaw et al.(2017) noted that 

qualitative researchers use purposeful sampling to identify and select information-rich 

instances relating to the phenomenon. 

In a similar study, Watts (2018) examined OHPs’ (oncology nurses, medical 

oncologists, and radiation oncologists) experiences with patients from minority 

backgrounds in two teaching hospitals. Qualitative research favors a small sample size 

(Miles & Huberman, 1994). With larger sample sizes, the researcher may struggle with 

recognizing emerging data because of the complexities of the larger participant group 

(Patton, 2002. The focus of my study was on the phenomenon of OHPs providing 
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oncology services to Caribbean women of color with breast cancer.  I included OHPs, 

whose primary language is English. Because English is my primary language, a translator 

would have disrupted the flow of the semistructured interview process and compromised 

the data collection. 

 According to Patton (2002), purposeful sampling in data collection is a technique 

widely used in qualitative research to identify and select information to produce rich data 

using unlimited resources and involves identifying and selecting participants with a 

phenomenon of interest. Moser & Korstjens (2018) postulated that purposeful sampling 

requires the researcher to identify essential characteristics as inclusion factors to gain 

information relevant to the study’s purpose.  

Participants invited to participate in the study were oncology nurses and medical 

and radiation oncologists working clinically with Caribbean women of color breast 

cancer patients. Each participant received a participant recruitment letter (Appendix A) 

and a consent form after they agreed to participate in the study. The recruitment letter 

provided the study’s purpose, confidentiality information, participant’s rights, and contact 

information of the researchers.  

Instrumentation and Data Collection 

According to Yin (2014), the main components of a phenomenological study are 

(a) questions, (b) proposition, (c) units of analysis, (d) the logical connection between the 

data and the proposal, and the criteria for elucidating the findings. The semistructured 

interviews were multilevel with open-ended questions. I used the research question, 
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proposition, and analysis units to identify the data necessary for the study. I used the 

logical connection between the data and the proposal to develop the phenomenological 

study analysis.  

I served as the primary data collection instrument in this research study design by 

interviewing the participants. I used semistructured interviews and reviewed and 

analyzed the data provided by the OHP. Data saturation was reached when I discovered 

no new information in the analysis, and the redundancy indicated that additional 

interviews were unnecessary. Weller et al. (2018) suggested that the participant can 

envision the topic and respond to the interview questions by providing the interview 

questions before the actual interview. 

Pilot Study 

 I recruited the research participants for the pilot study and the main study. I 

created a letter with a brief synopsis of the research study, including contact information, 

then emailed it to the business office manager at OHPs in Broward County, Florida, 

asking permission to recruit participants for the study. I  also attended office staff 

meetings to discuss the possibility of participating in the research study. In addition, I 

also included a recruitment flyer with the letter intended to be posted at the facility 

location to elicit participation. Interested parties were given my email contact and phone 

number to express interest in participating in the study. Once the OHPs contacted me, an 

email was sent to inform the participants of the interview process, including the consent 

form; I also provided details about the interview process, which allowed clarifications 
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and solicited feedback before scheduling the interview. Once all the questions were 

answered and clarification was made, the participant agreed to participate in the 

discussion; I was able to schedule an appointment at a time convenient to the participants. 

According to (In, 2017), a pilot study tested the feasibility of techniques, methods, 

and interviews to test the prior research. I used the pilot study to examine data collection 

protocols used in the primary data collection. The pretest was on a sample of two 

participants before the final data gathering. The pilot study helped me identify flaws or 

defects with the questions, and I learned valuable information about participant burden 

before the more extensive research. 

Data Organization Technique 

According to (Korstjens & Moser 2018), the researcher’s primary responsibility is 

to collect data, analyze it, and present the findings. According to (Ngulube, 2020,) the 

researcher must ensure that all information relating to the participants’ identities remains 

confidential. Ridder ( 2017) postulated that the conventional methods for analyzing and 

organizing data in qualitative research include generalizations, pattern identification, 

categorizing concepts, and descriptions. 

In this study, I used an alphanumeric code to identify the participants. Yin (2014) 

noted the importance of organizing a database for easy compilation and retrieval of the 

research data. To keep track of research logs, reflective journals, and cataloging and 

labeling systems and analyze and develop themes from the research data, the researcher 

used NVivo software. NVivo is a Computer-Assisted Qualitative Data Analysis 
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(CAQDAS) for analyzing research data. Yin (2014) also emphasized interviews, 

organizational documents, and other sources in the research database. 

All information obtained for this research was kept in a password-protected 

environment. The researcher used pseudonyms for individuals, places, and organizations 

to protect research participants. All files and identifiable information will be kept in a 

secure and password-protected environment. The researcher will keep all data and 

organization documentation for five years after the research. 

Data Analysis 

Having chosen a phenomenological approach for this study, Patton (2014) 

suggested vital data analysis elements that correspond with the preferred method. Patton 

(2014) also stated that when analyzing qualitative data, researchers are encouraged to do 

their best to represent and deliver the data, given the purpose of the study at hand. As a 

researcher, one of the most crucial steps during the data analysis stage is developing the 

appropriate strategy to analyze the research data. Wolgemuth, Hicks, & Agosto (2017) 

described data analysis as data analysis to produce codes and themes that could 

eventually answer the researcher’s questions. Yin (2014) argued that success in analyzing 

the research data depends on the researcher’s approach to empirical thinking, adequate 

presentation of evidence, and careful examination of alternative explanations. Yin also 

noted that selecting specific analytic techniques could help build the groundwork for a 

tremendous phenomenological study. Yin (2017) stated that appropriate analytical 
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methods in qualitative research include (a) pattern matching, (b) time-series analysis, (c) 

explanation building, (d) logic models, and cross-syntheses  

The data described OHPs’ perceptions regarding their lived experiences working 

with Caribbean women of color breast cancer patients. According to (Hanckel et al., 

2019; Yin, 2017), the data analysis process included examining, categorizing, 

formulating, and using a comparative approach to identify common themes to produce 

empirically based findings. According to (Daher et al., 2017), the data analysis process 

revealed several relevant participants' life experiences. According to (Johnson, Adkins, & 

Chauvin, 2020), the data collection and analysis processes increased the rigor of the 

research; Johnson, Adkins, & Chauvin (2020) postulated that the researcher ensured that 

facts were discovered and organized into meaningful patterns to assemble relevant 

material  

According to (Yin, 2014), phenomenological study research requires a detailed 

description of the setting or individual before analyzing themes. After reading and 

examining the transcribed data, the data analysis process began, and the researcher 

determined what information should be investigated and analyzed. (Nowell et al.,2017) 

posited the data analysis was determined and followed by a specific analytical technique 

suitable for coding the interview data and interpreting the findings. The analysis included 

using data collected from the participant interviews to reveal themes, patterns, codes, and 

explanations connected to the study's research question. The investigation aimed to 
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discover themes and ways to understand the lived experiences of OHPs’ individual and 

organizational barriers when providing healthcare services to Caribbean women of color.  

According to (Castleberry & Nolen 2018), a codebook gives the researcher the 

ability to code the raw data. The codes were labeled and described; the researcher defined 

the qualifications and exclusions of the transcripts of the interviews. The information was 

in the text, such as the transcription of an interview. The code is a symbolic interpretation 

that acts as a label, a basic format for recognizing, storing, and retrieving data and 

increasing replicability. I used the auto coding functionality from the NVivo 12 plus 

software program to reduce the repetitiveness of manually coding similar passages of text 

from the interviews. 

According to (Aspers & Corte, 2019), in qualitative inquiry, a code is a 

researcher's process that translates statements in the interview transcript to capture the 

essence of the semistructured interviews. (Ravitch & Carl, 2015; Saldaña, 2015) further 

stated that in qualitative research, a code could be a word, label, or combined short phrase 

assigned to data during the analytic process of qualitative research. I performed a separate 

coding for the pilot group. I developed A priori codes before examining the data. I began 

the coding process by circling the transcripts and highlighting participants with the I  

connected, which allowed the foundation for initial coding. After the initial codes were 

defined, I placed the codes into subthemes to determine thematic analysis. 

  Considering the options available to analyze the data in qualitative 

research, the researcher chose one traditional analytical approach, this approach of 
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phenomenological data. The data analysis employed in this research study was Colaizzi’s 

(1978) descriptive phenomenological method. Hoppe & Clukey (2021) conducted their 

study using Colaizzi’s seven-step data collection method to understand the lived 

experiences of nurses working in critical access hospitals. The following steps represent 

Colaizzi’s process for phenomenological data analysis (adapted from Colaizzi, 1978).  

1.  Transcribe and Familiarize: Each transcript should be read through several 

times to understand the data. 

2.  Extract Significant Statements: Significant statements that pertain to the 

phenomenon under study should be identified and labeled. 

3.  Formulate Meanings: Meanings should be formulated from the designated 

significant accounts. 

4.  Cluster Themes: Meanings found throughout the data should be clustered 

and categorized into common themes. 

5.  Create Exhaustive Description: The study’s findings should be written in a 

detailed description of the phenomenon under investigation. 

6.  Produce Fundamental Structure: Statement that describes the essential 

structure of the event. 

7.  Validate Findings: Present the entire system to participants and verify 

results with their experiences. 
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Issues of Trustworthiness 

Quantitative researchers use statistical analysis to establish research findings' 

validity and reliability (Busetto et al. (, 2020). It is essential to develop a methodological 

approach to enhance research findings (Yin, 2014). Trustworthiness is one-way 

researchers can persuade themselves and readers that their research findings are worthy 

of attention (Lincoln & Guba, 1985). Qualitative researchers speak of trustworthiness, 

which poses the question. Lincoln and Guba (1985) argued that ensuring credibility is 

essential in establishing trustworthiness. Other researchers must replicate the research 

and build dependability Busetto et al. (2020). 

 Busetto et al. (2020) suggested validating the interview process through member 

checking and triangulation. I used triangulation to ensure the study’s reliability by using 

two or more sets of methods to answer one question. By presenting my findings and 

recommendations to the participants, the researcher will establish dependability and 

ensure the information’s accuracy. 

Reliability  

The assurance of a study is the consistency of the study’s analytical procedures 

Busetto et al. (2020) stated that other researchers must replicate the research and establish 

dependability. Researchers use scalable and repeatable processes to determine the 

soundness of an investigation. Busetto et al. (2020) further stated that a study’s 

trustworthiness is how the study’s data will withstand testing and generate similar results 



71 

 

under different situations. The reliability of a study ensures the trustworthiness of the data 

presented in the study. 

Johnson et al. (2020) stated that researchers should obtain the same or similar 

results when applying the same method to the same or similar subjects. To ensure 

reliability and enhance the study’s dependability upon completion of the study, I used 

member checking and triangulation to allow the participants to add or delete anything 

from their interview afterward. Korstjens & Moser (2018) stated that researchers use 

triangulation to ensure the study’s dependability by using two or more methods to answer 

one question.  

Validity 

 Busetto et al. (2020) quantitative researchers use statistical analysis to establish 

the validity and reliability of research findings. Yin (2014) posited that qualitative 

researchers develop methodological approaches to enhance the trustworthiness of 

research findings. (Busetto et al. 2020) further stated that in research, validity describes 

the integrity and execution of the methods used and the degree of correctness in which 

the results accurately represent the data used. In research, it is essential to determine the 

sources’ validity to ensure the accuracy of the data in a study. I used confirmability, 

credibility, and transferability to reference qualitative research. 

Johnson et al. (2020) stated that a qualitative researcher employs the relationship 

between the data and the research outcomes to establish confirmability. According to 

(Busetto et al. 2020), researchers achieve confirmability in qualitative research through 
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truth value, consistency, and applicability. (Johnson et al. 2020) reiterated that 

researchers use member checking to enhance confirmability. Credibility is the 

trustworthiness or the fundamental truth in the data used in a study; Yin (2014) stressed 

that researchers build accuracy and trustworthiness in the data collection, analysis, and 

presentation processes to demonstrate an investigation’s credibility. Member checking is 

an approach researchers use to establish a study ( (Johnson et al. 2020) further indicated 

that verifying the research findings with the participants increases the reliability of 

research. Member checking was the method used to establish and confirm the validity 

and credibility of the research data. 

Credibility 

In addition to knowledge and experience, Lincoln & Guba (1985) observed that 

credibility is the equivalent of internal validity in quantitative research and is concerned 

with truth-value. Strategies to ensure reliability are prolonged engagement, persistent 

observation, triangulation, and member check. Guba and Lincoln (1989) further asserted 

that a study’s credibility is determined when participants recognize it when faced with the 

experience. Lincoln and Guba (1985) suggested several techniques address credibility, 

including participant engagement, observation, data collection, and triangulation. 

Reliability can also be operationalized through member checking to test the results and 

arguments with the participants. 
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Transferability 

 Ravitch & Carl (2016) indicated that a primary doctrine of transferability is not 

striving for factual statements but applying to transfer to similar contexts while 

maintaining the richness of detail in the context provided. Creswell (2014) described how 

providing thick, rich descriptions allows the reader to share the experiences conveyed by 

participants’ narratives, representing their overall experiences. This study included thick 

descriptions of the collected and analyzed data that contributed to the results' 

transferability. The inclusion of detailed descriptions of the research problem and the 

associated methodological approach also contributes to transferring research findings to 

other settings. Patton (2014) added that qualitative resources triangulation allows 

uniformity in understanding the conclusions and draws strength and confidence.  

Ethical Consideration 

When conducting research, a researcher needs to maintain ethical standards. As 

the researcher, I will follow the study’s ethics, as discussed in the Belmont Report 

(1979). The Belmont Report outlines the basic ethical principles relevant to human 

subjects’ research. These principles include (a) respect for persons, (b) beneficence, and 

(c) justice. The focus of respect for persons involves the moral requirement to recognize 

the autonomy and the moral obligation to secure those with reduced autonomy. 

Beneficence relates to the act of treating people ethically by striving to achieve their well-

being and respecting their decisions. Justice refers to treating others equally and 

distributing burdens and benefits fairly. White (2020) indicated that researchers must 
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respect participants’ values and judgments and avoid causing harm to participants. 

DeJonckheere & Vaughn ( 2019) stated that researchers should employ interview 

protocols to maintain consistency during the interview process. Read (2018) also shared 

that using an interview protocol avoids bias and guarantees that the same interview 

process is repeated for all research contributors. 

White ( 2020) found that research requires ethical procedures for incorporation 

throughout the entire study. While it is essential to address any ethical concerns or issues, 

the survey has no intention to impose any potential ethical problems; Walden 

University’s Institutional Review Board (IRB) approved the study before it began. 

Potential research participants received informed consent to explain the purpose of the 

study. Although there is no immediate risk, the interview questions inquired about 

experiences working with Caribbean women of color. The participants were given the 

option to withdraw from the study. 

Summary  

This chapter described the primary methodology for my phenomenological study, 

including the research design, instrumentation, and recruitment methods. Issues of 

trustworthiness and ethical considerations met in qualitative research were discussed, and 

efforts were described to mitigate problems and risks. The research proposal guided the 

study and provided the criteria for selecting participants, the data collection methods and 

techniques, the rationale for choosing the participants, reporting the findings, the research 
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methodology and design, and selecting the method and composition. Chapter 4 continues 

with the study results, in-depth analysis, and evidence of trustworthiness.  
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Chapter 4: Results  

Introduction 

This qualitative study aimed to explore lived experience of oncology OHPs 

regarding their lived experiences working with Caribbean women of color who were 

diagnosed with breast cancer and received oncology services residing in Broward 

County, Florida.  I collected data for this study in seven individual, semistructured 

interviews of OHP. The OHPs’ interviews were conducted in Broward County, Florida, 

and they yielded rich, individualized responses to the research questions. The answers 

formed the basis for assessing the individual OHPs’ lived experiences and interactions 

with their patients. 

The research questions, the primary collection tool used to identify challenges, 

guided the individual interviews.  

Research Question 1 RQ1: What are the individual barriers OHPs experience 

working with Caribbean women of color with breast cancer when 

accessing oncology services? 

Research Question 2 RQ2: What are the organizational barriers OHPs experience 

working with Caribbean women of color with breast cancer when 

accessing oncology services? 

This chapter begins with a description of the pilot study.  I will then describe the 

study’s setting, provide respondents’ demographic information, and outline data 

collection and analysis methods. This chapter will discuss trustworthiness, credibility, 
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transferability, dependability, and confirmability. The chapter concludes with a 

substantive summary. 

Pilot Study 

The pilot study for this research included semistructured interviews of two 

participants. I obtained two potential participants for the pilot from two different 

oncology centers in Broward County, Florida. The potential participants were from two 

different oncology facilities. Both participants responded to a recruitment flyer  

(Appendix B) on LinkedIn to participate in the study. Following recruitment, each 

participant received a request via LinkedIn messaging to submit an email address that 

they would prefer to use throughout the study. Immediately following, I  sent an email to 

both pilot study participants. The initial email included a copy of both the recruitment 

flyer (Appendix B) and the informed consent. Participants shared similar professional 

experiences, were both of the same genders, and shared similar demographics to the final 

subjects in the study. Once the participants agreed to participate, each was given the 

interview consent form as an attached email file. Both participants read the document's 

contents and gave consent by email to participate in the interviews. Zoom video 

conferencing invitations were then sent to both participants. 

The pilot study consisted of interviews of two nurse practitioners who met the 

inclusion criteria of active, full-time employment and oncology healthcare professionals 

working in an oncology setting that provided direct healthcare services to Caribbean 

women of color patients with breast cancer (Table 1). The excluded participants did not 
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work in an oncology setting providing healthcare services to Caribbean women of color 

and those that worked outside Broward County, Florida. Although the sample size was 

small, the two nurse practitioners in the pilot study were necessary and valuable in 

providing the groundwork for the research project by pretesting the interview instrument 

tool used for the main study. Each participant agreed that the interview questions were 

accurate, addressed the main issues, and allowed them to tell their story. 

Participants responded to the questions from their perspective of providing 

oncology services, their daily work, and the institutions. Both participants were asked the 

same questions prepared for the interview guide (Appendix B ). The interviews of the 

two pilot study participants were immediately transcribed using the transcription services 

provided by the Zoom video conferencing service and then uploaded into QSR NVivo 12 

Plus software (produced by QSR International, Melbourne, Australia).). Table 1 

summarizes the demographic characteristics of the participants. The interview questions 

following the pilot study did not need to be modified. The pilot study helped me gain 

confidence and a clear understanding to conduct the other interviews. The pilot study 

helped me determine the interview protocol's effectiveness and ascertain if there was a 

need to revise or enhance the protocol. Malmqvist et al. (2019) indicated that one way for 

a researcher to ensure that validity was achieved is to conduct a pilot study of the 

research instruments. The pilot study helped me validate the research questions' accuracy 

and reliability.  
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Table 1 

 

Pilot Study Participant Profile 
Pseudonym Age Gender Professional 

Status 

Race Country 

of Birth 

First 

Language 

Oncology 

Experience 

(yrs.) 

P-126AC590 40 F NP AA Haiti Creole 7 

P-235BB764 43 F NP AA Haiti Creole 27 

 

I organized and labeled the codes to identify themes and their relationship. The 

codes were then grouped following the theoretical framework; from these groupings, 

themes were extracted and represented the main messages conveyed by their responses to 

the pilot study data. The study participants' responses were similar, construct, and theme-

specific to the questions. Neither of the pilot study participants suggested revisions to the 

interview questions and indicated that the study could proceed without modifying the 

study design and could be used for the remaining study participants’ interviews. 

Therefore, I included the pilot interviews in the study results. Since the results from the 

pilot study did not require any adjustments, there was no need to contact the IRB 

department at Walden University. 

Research Setting 

Recruitment for this study occurred between January and June  2021 at an 

oncology hematology facility in Broward County, Florida. I was invited to attend one of 

their weekly staff meetings to discuss the research study and provide information about 

the possibility of participating in my research. In addition, a recruitment flyer with the 

letter is intended to be posted in the oncology health facility’s break room. I recruited 
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participants who had titles listed in their LinkedIn profiles: oncology provider, oncology 

nurse, hematology-oncology, infusion, radiation oncology, cancer care, and oncology 

residing in Broward County, Florida.  The criteria of the participants included active, full-

time employment as an oncology service provider in a workplace that had direct patient 

care responsibilities. After the network search revealed 75 matches, I sent an email 

directly to their LinkedIn account with a recruitment email and flyer asking participants 

to participate in my study. After receiving my email, the prospective participants could 

accept my email, decline my email, or choose not to respond. I  initially planned to 

interview five to 10 participants for the semistructured interviews, two OHPs to compose 

the pilot study, and nine completed open-ended questions. 

I emailed an initial email, the consent form, the confidentiality agreement, and the 

recruitment letter (Appendix B) to the 25 OHPs’ who agreed to participate in the study. 

After receiving formal consent, I scheduled an interview date and time convenient to the 

participant. I conducted the semistructured interviews via the Zoom video conferencing 

program, a secure and reliable cloud-based video conferencing computational application 

platform. I exercised all the controls within the Zoom meetings; each participant 

interview was one-on-one, with a password entry system. The participants did not have 

access to the recordings or the transcripts once the interview was over. I audio-recorded 

and transcribed each interview verbatim for future reference. Once the interviews were 

transcribed, Zoom sent an email to the researcher advising that the transcription was 
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available. The participants did not download the Zoom application or incur any service 

fee. 

Demographics 

The demographics of the data collected included the participants' age, 

professional status, and oncology experience. I  interviewed seven participants for this 

phenomenological study.  Inclusion criteria included working full time in an oncology 

setting as an oncology health provider providing oncology healthcare services to 

Caribbean women of color in Broward County, Florida. All seven participants (100%) 

were female, five participants (71.4%) were African American, one (14.2%) was White, 

and one (14.2%) was Hispanic. One (14.2%) was a doctoral nurse practitioner, two 

(28.5%) were nurse practitioners, one (14.2%) was a surgical oncologist, two (28.5%) 

had a master’s degree in nursing, and one  (14.2%) was a registered nurse (see table 2). I 

assigned unique pseudonyms to the participants to conceal their identities and maintain 

confidentiality. I gave pseudonyms to each participant in the form of  P and X format, 

where X represented the numerical identifier. 
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Table 2 

 

Participant Demographic 
Participant ID Gender Current 

age 

range 

(yrs.) 

Professional 

Status 

Race/Ethnicit

y 

Country 

of Birth 

First 

Language 

Oncology 

Experience 

(yrs.) 

P-126AC590 F 40 NP AA Haiti Creole 7 

P-235BB764 F 35 Surg. 

Oncol 

AA USA English 5 

P-367CD584 F 43 NP AA Haiti Creole 21 

P-432DD897 F 70 MRN White USA English 32 

P-765EE347 F 44 MRN Hispanic USA Spanish 14 

P-954FB098 F 34 BSN AA USA English 7 

P-908GG257 F 41 DNP AA St. Kitts English 10 

 

Data Collection 

Descriptive phenomenology is an effective way to understand subjective 

experience and gain insights into the participants' actions and motivations. Using 

descriptive phenomenology helped me set aside all biases and preconceived assumptions 

about the OHPs’ experiences, feelings, and responses while helping to uncover the 

participants’ philosophies and thoughts. The steps of the phenomenological methodology 

included identifying the nature of the lived experience of the participants through in-

depth interviews with open-ended questions. I used open-ended questions to explore the 

participants’ understanding and awareness of issues and potential barriers to providing 

oncology services to Caribbean women of color. 

Identifying, recruiting, and collecting data began after I received IRB approval. 

My IRB approval number was  0115210573783. The data collection phase for the pilot 

interviews started on March 5th, 2021, and concluded on March 11th, 2021; when no new 

themes emerged, data saturation was reached. 
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 Upon receiving a participant consent email, I  immediately replied to the email to 

determine a preferred date and time within 24 hours. The researcher adjusted my 

schedule to accommodate the participant’s requested interview time and date requests 

and emailed a Microsoft Outlook invitation. I used the interactive live platform Zoom to 

conduct all interviews. After an initial phone conversation, OHPs were invited to 

participate in the study to verify that they met the inclusion criteria. Before each 

interview, the participants completed a demographic questionnaire including seven items 

soliciting responses for sex, age, professional status, race/ethnicity, country of birth, first 

language, and the number of years of oncology work experience.  

All participants were asked nine identical questions for the semistructured and 

pilot study interviews. The inclusion of nine similar questions ensured the alignment of 

the interviews and maintained the aim of the research topic. I  collected data from seven 

semistructured participant interviews, of which two participants were from the pilot 

study. I conducted all semistructured interviews on Zoom.  

Location, Frequency, and Duration of Data Collection 

To obtain data for my study, I completed seven interviews with oncology 

healthcare providers who had experience providing healthcare services to Caribbean 

women of color diagnosed with breast cancer. Approval was obtained from Walden 

University’s IRB. Permission was granted on January 15, 2021, and the IRB identified it 

as Approval Number 0115210573783. After receiving IRB approval, I sent a recruitment 

letter (Appendix B)  to the oncology and hematology facility. Due to a lack of response, a 
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change in research methodology was necessary; I submitted a change request to Walden 

University’s IRB for research-related activities by adding study sites. IRB approval was 

granted and was indicated by the original approval number.  

I then sent the recruitment letter and flyer (Appendix B) to the oncology providers 

who accepted the networking connections via LinkedIn and my email address and phone 

number. Once a participant sent an email expressing interest in participating in the study, 

the researcher described the research and the interview process. Attached to the email 

response were copies of the informed consent form and the interview protocol 

questionnaire (Appendix D).  

Once participants gave informed consent,  I obtained responses on the inclusion 

criteria, ensuring that each participant had been employed as an oncology healthcare 

provider; the interview was scheduled. All interviews were conducted between March 

and June  2021. Interviews were audio-recorded and transcribed verbatim through the 

Zoom video conferencing program and NVivo 12 plus transcription service. Controls 

were in place to protect participant identity. These recordings were transmitted 

confidentially from  Zoom’s video conferencing program to a  password-protected facial 

recognition authentication computer 

Variations in Data Collection 

 The recruitment process was time-consuming and tedious. It required 

frequent follow-up emails and text messaging for potential participants. During the initial 

recruitment process, the researcher was advised that some of the participants from the 
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oncology facility would not be available to participate in the research study. There were 

seven instances where the interviews had to be rescheduled, and five were even canceled 

with no follow-up or rescheduling. Five potential participants refused to participate after 

agreeing to participate. Three potential participants did not provide any reason for refusal. 

A total of seven participants completed the interviews for this study conducted over 4 

months. 

 Interviews ranged from 19:11 minutes to 54:11 minutes (Table 3). 

Participants' interview time was observed based on their experiences and responsiveness 

to the questions. During some of the interviews, Probing was required to elicit a richer 

response and clarify questions. 

Table 3 

 

Duration of Interviews 

Interview Number Duration 

P-126AC590 44:33 

P-235BB764                                                                                    22:10 

P-367CD584                                                                                    45:20 

P-

432DD897                                                                                    

54:11 

P-765EE347                                                                                     37:26 

P-854FB098F                                                                                   20:56 

P-908GG257                                                                                    19:11 

 

Data Analysis 

Yin ( 2017) posited that in a phenomenological study, the data analysis examines, 

categorizes, tabulates, tests, and converges phenomenological study evidence to produce 

empirically based findings.  I conducted both data collection and data analysis 

concurrently. Data were collected from the pilot study, and participant interviews were 

transcribed verbatim and analyzed using Colaizzi’s (1978) phenomenological analysis. 
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Data analysis included familiarization, identifying significant statements, formulating 

meanings, clustering themes, creating a detailed description, producing the fundamental 

structure, and validating the findings sought from the research participants to compare 

my descriptive results with their experiences.  

The primary data for this study were semistructured interviews and pilot group 

interviews. Qualitative data from semistructured, open-ended questions were sorted to 

understand better OHPs' perceptions of lived experiences working with Caribbean 

women of color with breast cancer. (Castleberry & Nolen, 2018; Maguire & Delahunt, 

2017) indicated that data collected from the interviews and the pilot study uncovered 

essential themes and explanations that gave shape and direction to the study’s two 

research questions.NVivo 12 Plus software was used to record, code, and analyze the data. 

The researcher used NVivo 12 Plus to input the semistructured interview data and the pilot 

study interview results. It was vital for the researcher to avoid biases, assumptions, and 

past personal knowledge about OHPs' perception of providing quality healthcare services 

during the interviews.  

The thematic coding process consisted of an evaluation of data, including 

semistructured interviews and pilot study interviews. In a study (Yin, 2017), the authors 

found that the phenomenological study data analysis process included examining, 

creating codes to facilitate the development of themes, and analyzing the coded data 

using a comparative approach that produced findings through empirical observation. In 

the first phase of data analysis, the researcher used the thematic analysis process (Nowell 

et al. 2017) to analyze the qualitative data collected for this study. The data collection 
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was done through semistructured in-depth interviews. Semistructured interviews helped 

enhance the OHPs' participation and clarify their doubts, thus helping to uncover the 

participants’ philosophies of providing quality healthcare services and thoughts regarding 

the operationalization of care. The coding process generated recognizable patterns that 

could be composed into categories to establish emerging themes. Data were then sorted 

into codes, after which they were reviewed to identify themes or sub-themes they 

indicated. The following codes, subthemes, and themes supported the answer to the 

central research question and the conceptual framework, which sought to understand the 

lived experience of OHPs regarding individual and organizational barriers to healthcare 

services. The final step in Colaizzi’s (1978) method includes returning the results to the 

participants through member checking. 

The themes were generated from the semistructured interviews and the pilot 

group interview findings. The participants answered identical questions in identical order. 

As a result of the findings, similar codes from all two data sources were revealed during 

the data analysis process. The participants answered the central research question that 

described the lived experience of OHPs regarding individual and organization barriers to 

healthcare services.  

Seven members volunteered to participate in this study. Semistructured interviews 

were conducted using a prepared interview guide. Participants were encouraged to talk 

freely and tell stories using their own words. At the end of each interview, I indicated that 

member checking would occur at the end of the study to discuss the analysis findings. 

The level of data saturation was based on the repeating themes. 
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A broad inquiry into participants’ experiences aided this researcher in determining 

the transferability of the phenomenon. The researcher interviewed seven participants 

using the semistructured interview guide. All participants were assigned a number to 

deidentify their identity and protect their human rights. Zoom transcription services were 

utilized to audio-record and transcribe all interviews. I  reviewed audio recordings against 

the transcripts. Some participants' statements related to facilitation techniques and 

comments may not apply to the experiences of those at other institutions where the 

participant’s locations differed. However, some words were broader, thus, appearing to 

reflect participants’ viewpoints that may be more transferable to other participants who 

may have similar experiences in common. 

The themes were generated from the semistructured interviews and the pilot study 

interview findings. The participants answered the same questions in the same order. As a 

result of the findings, identical codes from all two data sources were revealed during the 

data analysis process. The participants answered the two research questions that 

described the lived experience of OHPs’ working with Caribbean women of color 

providing oncology services. The resulting 23 codes, six themes, eight subthemes from 

the five semistructured interviews, and the two-participant pilot study group interview are 

presented below in Table 4. 
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Table 4 
 

Coding, Subthemes, and Themes 

Codes Subthemes Themes 

Different types of 

insurance plans 

Insurance issues Insurance barriers 

Lack of insurance Delay in treatment  

Financial difficulties Specific diagnostic 

procedures are not 

approved 

 

Certain insurances are not 

contracted with those 

bigger institutions 

  

 

Different insurance 

providers 

  

 

Medications are denied 

  

Reinforce education Patient education Lack of knowledge 

Educate the patients to 

make a well-informed 

decision 

  

 

Providing adequate 

education for the patients 

and families 

  

 

Services that they can refer 

the patient 

Access to care Services/Accessibility 

 

Connecting all the patients’ 

needs 

  

 

Patient advocate 
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Codes Subthemes Themes 

Improvement in the 

services 

 

Interpretations and 

translations 

Language barrier Services/language 

 

Language referral line 

  

Missed appointments Appointments Services/Utilization 

Lack of trust of the doctors   

Noncompliance   

Patients do not follow up 

after surgical procedures 

  

 

Patients not sticking to 

their schedules 

  

 

Ignoring signs and 

symptoms 

  

 

everybody on the care team 

is communicating with one 

another 

Coordination of care Multidisciplinary approach 

 

communicate with each 

care team member 

  

interdisciplinary care    

coordinators   

nurse navigators    
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(Nowell et al., 2017), The data analysis process included reviewing discrepant 

cases, which were new or unexpected findings. There were no areas of concern while 

coding or transcribing, and conflicting data was absent since the participant group 

consisted of OHPs. The participants shared similar experiences and, for the most part, 

lived experiences of providing healthcare services to Caribbean women of color. After 

verifying the frequency of the words and transferring the two data sources to NVivo 12 

Plus software, the researcher did not find new or unexpected findings. It is necessary to 

disclose that the researcher did not encounter any problems during the semistructured 

interviews or pilot study interviews during the data gathering process that could cause 

any concern during the data analysis phase of this study. 

Extraction of Significant Statements 

Significant statements were extracted and reviewed from the participants’ 

interview transcripts to ensure each applied to the study’s objectives. Only the wealthiest 

and most descriptive information that characterized the study's goals were analyzed. To 

support the trustworthiness of the study. The researcher formulated the interview 

questions (Appendix B) to respond to and discuss their lived experiences working in an 

oncology setting. The researcher collected and analyzed responses to answer the main 

research question and the three sub-questions. A total of 15 questions with some variation 

were asked depending on the interview flow: the last question allowed participants to ask 

questions or make revisions or adjustments to their responses. The interview questions 
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answered more than one research question. I  analyzed each participant’s response to 

identify patterns and themes. 

Issue of Trustworthiness 

The issue of trustworthiness in qualitative research encompasses several levels of 

validation. (Johnson et al., 2020) suggested that the reliability of qualitative findings is 

enhanced by implementing procedures to strengthen trustworthiness. In this section, the 

researcher will discuss evidence of trustworthiness and the strategies used during the 

study. 

Credibility 

Lincoln and Guba (1985) suggested several techniques addressing credibility, 

including prolonged engagement, persistent observation, data collection triangulation, 

and researcher triangulation. (Ravitch & Carl, 2016) indicated that the researcher-

maintained credibility in the study by having an independent evaluation of the data by the 

dissertation chair, a doctoral-prepared researcher, to determine if the results were 

consistent and ensure no personal bias influenced the participants' thoughts, feelings, or 

experiences. 

The detailed descriptions of the qualitative single phenomenological study with 

embedded units ensured an understanding of the lived experiences of OHPs’. The OHPs 

provide direct patient care to Caribbean women of color breast cancer patients. In a study 

by (Nowell et al., 2017), the authors indicated that the researcher must ensure that the 

readers understand the study's phenomena in a single phenomenological study. I checked 
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the interview questions against one another, allowing readers to make decisions that 

would apply to other situations to achieve transferability. Sowicz et al. (2019) indicated 

that comparable target participants and the descriptive stories of their lived experiences, 

methodology, and interview questions should be consistent with findings in further 

studies.   

One of the essential concepts in the vocabulary of qualitative researchers is a 

thick description, originated by Clifford Geertz (1973). Thick descriptions present detail, 

context, emotion, and relationships that connect one individual. Thick description evokes 

emotions and self-feelings,  inserts history into the experience, and establishes the 

significance of an experience, or the sequence of events, for the individual or individuals 

in question. (Berry, 2018) believed that the individuals' voices, feelings, actions, and 

meanings are portrayed in the thick description. 

Dependability 

Nowell et al. (2017) postulated that the consistency of the findings over time 

when the entire research process leads to the conclusions replicated by other researchers. 

I ensured dependability by following the participant inclusion criteria and the interview 

protocol. All 11 questions were presented for semistructured interviews and the pilot 

study interview. The semistructured and pilot study interviews were recorded and 

transcribed verbatim.  

I established dependability for the study by describing the research steps taken 

from the start of a research project to the development and reporting of the findings. I  
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identified, audited, and documented the methods used during data and collection to 

improve dependability. I  developed a step-by-step process that included audit trails 

(Carcary, 2020), recording, and describing all activities and decisions during the data 

collection process. The audit trail was maintained and updated as necessary and included 

notes taken during the transcription of the semistructured and pilot study interviews. I  

used multiple methods for the study, in which the interview questions for the 

semistructured interviews and pilot study interviews were recorded and applied to 

triangulate themes (Appendix D, Interview Guide).  

Confirmability 

Confirmability was employed using field notes and the interview transcripts to 

ensure the findings reflect the participants’ responses. The interviews were conducted 

based on interview protocol approved by the Walden University IRB to maintain 

confirmability.  Additional questions were asked for clarification and probing purposes 

and adjusted to incorporate triangulation. The participants were from significant 

oncology healthcare settings that provided different viewpoints. I also used NVivo 12 

plus to practice conformability in this study. NVivo 12 plus was used to upload the 

interview transcripts, code the transcript data, and highlight emergent themes. Utilizing 

NVivo 12 plus to manage the data derived from interviews is an additional level of 

trustworthiness. 
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Study Results 

The data collection instruments consisted of seven main questions and eleven 

probing questions. As outlined in the interview protocol in Appendix B, these questions 

were designed to obtain responses from the participants to answer the central research 

questions. The research question used to guide this study were: (a) What are the 

individual barriers oncology health providers experience working with Caribbean women 

of color with breast cancer when accessing oncology services? (b) What are the 

organizational barriers oncology health providers experience working with Caribbean 

women of color with breast cancer when accessing oncology services? In my analysis of 

the data, five main themes emerged related to the research questions: (1) Insurance, (2) 

lack of knowledge, (3) Services /accessibility, (4) Services/language, (5) Services/ 

utilization, and (6) coordination of care 

The following sections present the five themes representing the participants’ 

responses from the semistructured interviews and the pilot study. Examples and verbatim 

quotes from the participants’ responses provided in-depth insight into the lived 

experiences of OHPs individual and organization barriers experienced when providing 

services to Caribbean women of color and answered the research question. Themes 1, 2, 

3, 4, and 5 (Table 5) address the research Question 1) What are the individual barriers 

OHPs experience working with Caribbean women of color with breast cancer when 

accessing oncology services? Themes 3, 4, 5, and 6 address Research Question 2) What 
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are the organizational barriers to OHP experience working with Caribbean women of 

color with breast cancer when accessing oncology services? 

All the themes identified addressed the research questions; What are the 

individual barriers OHPs experience working with Caribbean women of color with breast 

cancer when accessing oncology services? What are the organizational barriers OHPs 

experience working with Caribbean women of color with breast cancer when accessing 

oncology services? The lived experiences of the OHPs’ participating in the 

semistructured interviews are in Table 5 below.  
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Table 5 

 

A Priori Coding for Research Questions 1 and 2 

 
A priori codes Categories Subcategories Participant 

identifiers 
Excerpts 

Individual 

barriers 

Individual Insurance P-126AC590 “Women of color would tend to be in those settings 

because of the financial limitations insurance 

barriers. 
   P-235BB764 “I think we need continue access continue to 

affordable insurance I wish that there were so one 

that before, because this really more so affects the 
elderly population.” 

   P-367CD584 “ Some insurance would approve the chemotherapy 

but deny them, and then you have to appeal.” 
   P-432DD897 “ Yeah, so a lot of the times, unfortunately, the 

patients are either uninsured or underinsured.” 

   P-765EE347 “ Insurance everybody has problems with 
insurance, and you know there's you know used to, 

we were able to get funding from different 
organizations last year. 

   P-908GG257 “If they're limited to because of their insurance and 

can only see those doctors and the doctors outside, 
there is some limited access.” 

  Lack of 

Knowledge 
(education) 

P-126AC590 Lack of trust and the healthcare system and 

sometimes there is that noncompliance and the 
patient are not really transparent, you can give 

them the education and tell them. 

   P-235BB764 “And not providing adequate education once again 
   P-765EE347 “And a lot of it goes back to the lack of the 

education and the support in that whole financial 

journey so you've got patients.” 
   P-854FB098F The ones who not necessarily educated people but 

whose education is very limited. 

 Services Accessibility P-126AC590 “There are services there, and they cannot always 
utilize those services either because of fear. 

   P-235BB764 ” On now, then you know when they would have 

come before, okay yeah, so being in a larger 
system, of course, it's more expensive and certain 

insurances are not contracted with those bigger 

institutions that have all of these access that they 

can connect the patients with. 

   P-367CD584 “Access to health care is a huge problem even to 

get access to a clinic. I don't know how to verbalize 
it, but yeah, it's very, very difficult for patients 

trying to gain access to care, and they don’t have 

health insurance.  
   P-432DD897 “It is for a patient to get lost in the system because 

they're moving from literally separate building a 

separate building separate modalities complete 
different you know needs of care, so it ends up 

being piecemeal, making it even more fragmented 

and more difficult to accept. 
   P-765EE347 “Is it two years, three years down the line, you 

know, is this person going to have a reoccurrence, 

or you know, was this the way to go in the first 
place, that of doing all the surgery, and everything 

first You know, so you know you could say, well, 

maybe that was the low end of care right there, but 
it was still care. 

Continued 
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A priori codes Categories Subcategories Participant 
identifiers 

Excerpts 

   P-908GG257 “So because there's only maybe a doctor gives us 

the data that's on our campus now, if they're limited 

to because of their insurance and can only see those 
doctors and the doctors outside, there is some 

limited access for them. 

 Services Language P-235BB764 ” Speaking for myself, one of the challenges here 
in Hialeah, Florida within Miami, Florida is the 

language barrier. 

   P-367CD584 And there's issues, too and the kind of Hispanic 
women and men, in particular, have this fear that if 

they vocalize to their physician, they're having side 

effects. 
   P-908GG257 “Well, because they might not understand what's 

really happening and because there's a language 

barrier, they might not really fully understand 
what's going on. So, they don't ask the questions 

and they don't see clarification.” 

 Services Utilization P-26AC590 “You know, I see where there are some barriers for 
some, and it's basically resources. 

   P-432DD897 “ it's those resources that they need to be able to get 
access to care so, whether it be their transportation, 

whether it be their funding, whether it be just them 

understanding the process, we talked a lot about 
what are their goals of care, how is it that they feel 

that they want to approach the treatment. 

   P-854FB098 “ I hear that often they'll tell me when I say lack of 
resources, or maybe lack of when I say education, 

maybe. 

Organizational 
barrier 

Services Resources P-26AC590 “You know, I see where there are some barriers for 
some and it's basically resources. 

   P-235BB764 “Okay, and I wanted to say, like I said before, 

submit through the cracks, So patients don't come 
back. 

   P-908GG257 “Just to remind them that there are resources 

available so that these patients are not confused or 
bewildered about what is happening in their care. 

 Services Language P-235BB764 ” I’m for myself, one of the challenges here in 

Hialeah, Florida within Miami, Florida is the 
language barrier. 

   P-367CD584 “And there's issues too and kind of the Hispanic 

women and men in particular and have this fear 

that if they vocalize to their physician, they're 

having side effects.” 

   P-908GG257 “Well, because they might not understand what's 
really happening and because there's a language 

barrier, they might not really fully understand 

what's going on. So, they don't ask the questions 
and they don't see clarification. 

Organizational 

barrier 

Coordination 

of care 

Multidisciplinary 

approach 

P-235BB764                                                                                    “They communicate with each care team member, 

and we make sure that even before consultations, 
they're on the phone and saying we're talking to the 

medical oncologists determining what's going to be 

that initial plan, even before we even see the 
patient.” 

   P-

367CD584                                                                                    

“We practice interdisciplinary care, so we get 

together, and we cover every area in every aspect.” 
   P-765EE347                                                    “Care coordinators and nurse practitioners, where 

we can get together day in and day out to focus on 

disparities and  cancer care.” 
   P-854FB098F                                                                                   “Maybe adding on new nurse navigators  just in the 

healthcare system.” 



99 

 

 

Theme 1: Insurance Barriers  

Health insurance was reported as a significant barrier to accessing oncology 

healthcare services. Lack of insurance and the time it takes to process medications and 

the necessary tests caused delays in treatment and diagnosis. The underinsured also 

presented difficulties getting second opinions and seeing an oncologist once diagnosed. 

Participant 235BB764) stated, "I think we need to continue access to affordable 

insurance. I wish there were before because this affects the population” Multifactorial 

components of this barrier exist and are a significant determinant for accessing 

healthcare. Health insurance is a crucial barrier; without insurance, primary care cannot 

be accessed; therefore, secondary care referrals cannot be made, and only emergency care 

can be sought. Health insurance was reported as a significant barrier to accessing 

healthcare. Participants reported delays in diagnosis and or treatment because of lack of 

insurance coverage or delay in insurance processing of physician referrals. Insurance 

restrictions on tests, medication, and procedures presented difficulties in getting second 

opinions from providers regarding diagnosis, prognosis, or treatment plans. 

Theme 2: Lack of Knowledge (Education) 

Many participants acknowledged a lack of education and knowledge about breast 

cancer diagnosis and treatment as barriers to care. Participants admitted that patients were 

not always fully knowledgeable about breast cancer, treatment options, or the duration of 

treatment. Patients relied on the OHPs’ to provide such information or direct them to 
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credible resources. In some cases, patients were misinformed about the causes of breast 

cancer. There were misconceptions that breast cancer was only caused by history or 

genetic predisposition. Still, most Caribbean women of color diagnosed with breast 

cancer have no family history of the disease or inherited genes that increase cancer risk. 

Patients who were not provided with adequate education have also identified a 

lack of education and knowledge about breast cancer diagnosis and treatment as barriers 

to their care. Caribbean women of color were not always fully knowledgeable about 

breast cancer, treatment options, duration of treatments, and the short-term and long-term 

effects. They often relied on the provider to disclose the information or social media from 

the internet. Providers found providing necessary educational counseling on needed 

cancer treatments and services challenging due to the limited health literacy of many of 

their patients.  Participant 126AC590  stated a “lack of trust and the healthcare system, 

and sometimes there is that noncompliance and the patient are not transparent, and you 

can give them the education and tell them.” 

Theme 3: Services/Accessibility 

Study participants felt that fear associated with a cancer diagnosis prevented some 

Caribbean women of color from seeking treatment. Participant 126AC590 stated that 

“there are services there, and they are not always able to utilize those services either 

because of fear.” Participant 654FB098 noted that “in addition to the financial burdens 

placed on Caribbean women of color and their families, comprehensive care was 

undermined by the lack of insurance.” 
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Access to care was an essential obstacle to Caribbean women of color receiving 

oncology healthcare services. Data associated with this theme were derived from the lack 

of referrals or treatment services resulting from the uneven distribution of providers, 

combined with access to oncology medicine. Participant 608GG257 stated that “when it 

comes to where I sit, mostly because we don’t have many oncologists on board, the 

challenge is that you would want them to stay within our system to have more access to 

be available for them. So, the physicians who do the surgeries refer them out of our 

system”. 

Theme 4: Services/Language 

OHPs’ found it challenging to enact their vision of excellent care, including 

establishing trust, communication exchange, respecting cultural needs, and managing 

time. They emphasized establishing trusting relationships to ensure adherence to 

prescribed plans. Study participants felt that poor communication between the oncologist 

and the patients was a significant obstacle to patients’ quality of care. There was a 

concern regarding how diagnoses and prognoses were relayed to patients. Participant 

608GG257 stated, " well, because they might not understand what’s happening, and 

because there’s a language barrier, they might not fully understand what’s going on. So, 

they don’t ask the questions, and they don’t seek clarification” Another participant stated, 

“A lack of trust and the healthcare system and sometimes there is that non-compliance, 

and the patient is not transparent. You can educate them and tell them.”  
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Communication was a significant challenge: language mismatch and limited 

health literacy. Participant 26AC590 stated, "I educate the patients, and I direct them to 

encourage them to make a well-informed decision. I always try to tell patients and nurses 

to listen; your knowledge is true” The participants reported language barriers as 

negatively impacting communication. Language differences imposed a barrier on critical 

aspects of communication such as rapport building and giving and receiving subtle verbal 

and nonverbal cues. OHPs’ also indicated that poor communication between oncologists 

and patients was a significant impediment to patients’ quality of care. The National 

Academies of Sciences, Engineering, and Medicine (2018) found that patients who face 

language barriers are less likely than their English-speaking counterparts to have a usual 

source of medical care and have a greater probability of nonadherence to medication 

prescription. Participant 367CD584 stated that “If you have a patient who is Spanish 

speaking, like these are the resources that are available. Just a reminder, just to remind 

them that there are resources available so that these patients are not confused or 

bewildered about what’s happening in their care”. 

Mistrust of the medical community is an absence of trust that health care 

providers and organizations genuinely care for patients’ interests, are honest, practice 

confidentiality, and have the competence to produce the best possible results. Participant 

235BB764  stated that “one of the things that we’ve found just over the years, dealing 

with Caribbean women, regardless of the disease that they’re diagnosed where there’s a 

lot of them are skeptical and not trusting of the medical community.” Participant 
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126AC590 stated that “It kind of falls into buckets, so it’s just the trust of the medical 

community, so it’s not necessarily distressing, so it’s either there’s it falls under two sides 

Either the patient, that is distrusting of the medical community entirely or the ones that 

are so trusting of their community that they don’t seek or don’t get appropriate care 

because they just they’re blinded by their physician, so you don’t go, and you know you 

have a physician, that is not you know, maybe a general surge.” Participant 235BB764  

stated that “they do not know what you’re talking about, you know, so they agree with 

everything and because they know they don’t understand what you’re talking about. So, 

they tend to not be compliant, you know what I mean, so I see the lack of trust, I see the 

noncompliance because, not because, and the lack of trust start from there. Two major 

things are lack of trust and non-compliance when dealing with our women of Caribbean 

descent”. 

Theme 5: Services/Utilization 

The lack of services results from program funding cuts and the lack of oncologists 

for referrals and treatment services. Having the resources or services available and the 

patient not accessing the services due to insurance limitations or the oncologist not 

referring the patients to it. Participant 26AC590 stated, “You know I see where there are 

some barriers for some, and it’s basically resources.” Participant 765EE347 said, "Our 

access to care access to resources as an institution having that awareness and you know 

educating just self-awareness of your own biases and setting that culture and I think we in 

my institution specifically. If any, and that and, as far as having a more diverse staff of 



104 

 

providers that take part in comprehensive care, yeah, I mean there’s been a lot of 

improvements in my specific area. I think those same interventions that we’re taking”. 

Participant 765EE347 stated that “And then you have you know when the insurance is a 

barrier, the patient must go out and seek or get referred to a smaller or private oncologist 

that will treat the disease process, but then the whole psychosocial need.” 

Healthcare utilization impacts the care that Caribbean women of color receive. 

They include poverty, relating the geographic area of residence, race, ethnicity, sex, age, 

and spoken language. Accessing care, including available, timely, convenient, and 

affordable, affects healthcare utilization. The National Center for Health Statistics 

(2017b) NHIS4 found that about 10% of 18–64 years old had difficulty accessing needed 

medical care, including experiencing delays or not receiving needed care because of cost. 

Theme 6: Coordination of care 

A multidisciplinary approach is defined as the cooperation between different 

specialized professionals to reduce the potential for errors and improve health care 

outcomes to improve treatment efficiency and patient care. Participant 235BB764 stated, 

“that a multi-disciplinary approach is necessary for the continuum of care, meaning that 

everybody on the care team is communicating with one another.” Participant P-

235BB764 stated, "And they communicate with each care team member. We make sure 

that they're on the phone even before consultations. We're talking to the medical 

oncologists determining what's going to be that initial plan, even before we even see the 

patient.” Participant P-854FB098F stated that “  For me, I think what has become the best 
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thing is providing patients with like nurse navigator and helping them navigate through 

the system; I find that when they don't have that support or lack of support, they do think 

that that falls under the category of no oncology care.”  

The management of cancer patients is multifaceted and requires involvement from 

a range of healthcare professionals working alongside oncology specialists to address 

patients’ needs while optimizing outcomes. A coordinated approach enables shared 

decision-making and comprehensive care of patients with cancer through a variety of 

medical specialties and support initiatives. The team also diagnoses and treats the disease 

and supports the social, psychological, dietary, and physical needs and survivorship of 

cancer-based on the patients’ individual preferences and circumstances.                                                                                                                                                 

Member Check Validation of Findings  

Nowell et al. et al. (2017) recommended utilizing member checks to maintain the 

trustworthiness of a study and support its credibility. Member checking is a specific data 

analysis component and is referred to in step seven of Colaizzi’s (1978) 

phenomenological analysis as a validation method. Participants in the research study will 

be provided a summary of the study results and a description of the phenomenon for 

confirmation.  

Summary 

The following  research questions guided my study:  
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Research Question 1 (RQ1): What are the individual barriers OHPs 

experience working with Caribbean women of color with breast cancer when 

accessing oncology services? 

Research Question 2 (RQ2): What are the organizational barriers OHPs 

experience working with Caribbean women of color with breast cancer when 

accessing oncology services 

Interviews were conducted to answer the two research questions. Six themes arose about 

OHP’s experiences with individual and organizational barriers when providing healthcare 

services to Caribbean women of color with breast cancer. The participants in this study 

identified commonalities that were presented in all two data sources.  

This chapter explained the data analysis process, which included the setting in 

which the interviews took place, demographic information of the participants, the data 

collection process, and results. Evidence of trustworthiness during the data collection 

process was presented, and the answers provided by the research participants helped 

answer the research questions guiding my study.  

In the final chapter of this research study, Chapter 5, I provided a conclusion 

based on the interpretation of the results, the potential impact of the study on social 

change, and recommendations for future research based on this study’s findings. 
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Chapter 5: Discussion, Conclusions, and Recommendations 

Introduction  

Individual and organizational barriers adversely affect delivering high-quality 

oncology healthcare services to Caribbean women of color. This study provided a rich 

description of the lived experiences of OHPs’ who provide healthcare services to 

Caribbean women of color diagnosed with breast cancer.  

I used a descriptive phenomenological approach to depict the phenomenon in-

depth. Limited information exists regarding OHPs’ individual and organizational barriers 

when providing oncology healthcare services to women of color, especially women of 

color from the Caribbean. Two research questions served as a guiding framework for the 

study :  

1. What are the individual barriers OHPs experience working with Caribbean 

women of color with breast cancer when accessing oncology services?  

2. What are the organizational barriers OHPs experience working with 

Caribbean women of color with breast cancer when accessing oncology 

services?  

I aligned the research questions with the study and offered a holistic approach to 

answering the research questions. I used semistructured interview questions to gather 

views and opinions to achieve the study's objective to answer the questions about the 

lived experiences of OHPs’ on the barriers that influenced Caribbean women of color 

with breast cancer access to healthcare services in Broward County, Florida. I  used  
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Colaizzi’s (1978) method for data analysis and semistructured it to determine the 

participants' views and lived experiences. 

Concerning the sample size, a sample of seven OHPs’ was purposely selected for 

the study using the prescribed inclusion and exclusion criteria. I used NVivo 12 Plus 

software to manage the data on a password-protected computer and employed an 

inductive coding method to analyze the data. In this chapter, I  presented the critical 

findings established from data analysis, interpretation of the data, necessary limitations of 

the study, implication of the research, and concluding remarks. 

This qualitative study of OHPs providing services to Caribbean women of color 

breast cancer patients revealed several familiar perceived individual and organizational 

barriers. I  found that insurance coverage restrictions, appointment scheduling, failure to 

educate the patient appropriately, treatment process, lack of services, lack of resources, 

lack of funding, access to care, lack of trust in providers, and lack of coordination of care 

were prevalent amongst Caribbean women of color and OHPs providing oncology 

healthcare services. Oncology treatment center administrators, clinics, and providers can 

use the results from this study to understand how working with Caribbean women of 

color may be affected by individual and organizational barriers.   

In a study by Nilsen et al. (2020), the authors postulated that organizational and 

individual changes in health care are more likely to succeed when health care 

professionals can influence the difference, feel prepared for the change, and recognize the 

value of the change. The benefit of the shift in delivering high-quality care to Caribbean 
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women of color can be perceived by the actions when implementing this change. By 

coordinating care, OHPs can help Caribbean women of color navigate the healthcare 

system by reducing the time to treat, improving access to care, and connecting Caribbean 

women of color with the appropriate care teams. The multidisciplinary team can further 

assist by providing education and resources to facilitate informed decision-making and 

timely access to quality healthcare throughout the cancer care continuum. Thus, 

improving quality patient care and enhancing social change within their respective 

organization. 

The semistructured interviews took place between March 2021 and Jun 2021. A 

total of 23 codes emerged, comprising six themes and eight subthemes.  

Interpretation of the Findings 

The findings suggest that OHPs’ have a permeating influence on how Caribbean 

women of color with breast cancer navigate the health care system. Their impact has a 

long-lasting effect on Caribbean women of color’s willingness or motivation to access 

healthcare services. In particular, the study revealed that OHPs’ have an invaluable role 

in helping Caribbean women of color understand symptoms related to breast cancer, the 

type of services necessary for their treatment, and recommendations on how to get the 

required services needed, both within and outside the health system. The study findings 

showed that OHPs’ could impact Caribbean women of color seeking treatment. In effect, 

I found that OHPs’ may motivate Caribbean women of color patients through education 

and have the ability to dispel any cultural or religious practices that can impede access to 
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quality healthcare services. An increase in access to healthcare services may improve the 

emotional, psychological, and physical well-being of Caribbean women of color with 

breast cancer along the continuum of care, 

One finding emphasized the resourcefulness of OHPs’. In the present study, I  

found that OHPs’ were more resourceful in various access to equitable care and have 

used their resourcefulness to influence Caribbean women of color patients’ access to 

quality healthcare services, notwithstanding insurance coverage for medications and 

transportation. The findings from the questionnaire yielded six themes. The six themes 

are vital to the present analysis in that they emerged from the research questions that 

guided the current study. I divided the six themes into individual barriers: insurance 

barriers, lack of knowledge (education), services (accessibility), and organizational 

barriers: services-resources, services-language, and coordination of care. 

Theme 1: Insurance Barriers  

I examined the lived experiences of OHPs’ individual and organizational barriers 

when providing oncology healthcare services to Caribbean women of color. I found a 

significant impact of barriers to accessing healthcare services. OHPs’ reported delays in 

diagnosis and treatment because of the lack of insurance and delays in the insurance 

processing, clinician request, insurance carriers not wanting to pay for prescription 

medication, and the necessary test needed by the patient. Some of these delays were due 

to the Caribbean women of color not obtaining insurance or often not providing adequate 

information, constantly feeling an invasion of privacy, and their immigration status.  
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Insurance restrictions on test procedures often present difficulties in getting opinions 

from OHPS regarding diagnosis, prognosis, or treatment plans. Oftentimes, rushing 

through consultations makes it challenging to provide cancer care to Caribbean women of 

color. Dealing with insurance restrictions on test procedures often presented difficulties 

in getting opinions from OHPs’ regarding diagnosis, prognosis, or treatment plans, and 

rushing the consultations often made it challenging to provide cancer care to Caribbean 

women of color. All OHPs’ identified insurance coverage as one component of access to 

care and the ability to provide adequate services to Caribbean women of color, whose 

family responsibilities and financial stress can make it difficult to focus on their health. 

Caribbean women of color, most of whom live in low-income neighborhoods and often 

cannot afford the coverage offered by their employer or have difficulty affording private 

coverage when it is available.  

Findings showed inequities in accessing care and how Caribbean women of color 

face significant insurance barriers due to the coverage gap and inability to obtain 

insurance coverage. Caribbean women of color without health insurance often face 

financial barriers to accessing care. The study results added further evidence that the lack 

of health insurance coverage and inadequate coverage for Caribbean women of color are 

barriers to health access.  

Theme 2: Lack of Knowledge (Education) 

OHPs’ also identified a lack of knowledge and education about breast cancer 

diagnosis and treatment as barriers to care for Caribbean women of color. Patients were 
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not always knowledgeable about breast cancer, treatment options, or duration of 

treatments. Caribbean women of color often relied upon their OHPs’ to disclose 

information or direct them to a subject matter expert source. OHPs’ found inadequate and 

inaccessible patient information regarding a lack of targeted education materials geared 

toward Caribbean women of color breast cancer patients in clinical practice. OHPs’ 

stated that Caribbean women of color often were unaware of the side effects of various 

treatments and the varying degrees of risk or preventative methods to mitigate their risk. 

They were not aware of clinical trials that could help them play a more active role in their 

health care. OHPs believe that they must remind their patients as they finish treatment 

how environmental factors, lifestyle choices, the need to care for themselves, and respect 

for what they put into their bodies are imperative. My study revealed that the information 

was not always delivered as expected. The provider often used medical jargon that 

Caribbean women of color, especially those whose primary language was not English, 

could not understand. 

Theme 3: Services/Accessibility 

Access to care was reported as an essential obstacle to treatment services. While 

the notion of access to health care has been variously defined (Ryvicker, 2018), it offers a 

practical conceptual framework for identifying the components and determinants of 

access to health care. For instance, (Levesque et al. 2013) identified access as the 

opportunity to have health care needs to be fulfilled’, and their framework distinguishes 

five dimensions of accessibility of health services: 1) approachability; 2) acceptability; 3) 



113 

 

availability and accommodation; 4) affordability; and 5) appropriateness. Service 

availability is thought by the healthcare community (Huot et al. 2019) to be influenced by 

the widespread oncology staff shortages and salary disputes within the healthcare sector 

across the country. In the current study, OHPs’ felt diversity in the oncology workforce 

would lead to better patient outcomes if Caribbean women of color could identify with a 

provider that shared their cultural background. The need to coordinate care to 

accessibility and develop strategies to preserve and enhance healthcare services for all, 

especially Caribbean women of color. 

Theme 4: Services/Language 

A substantial proportion of participants themselves were Caribbean women of 

color. Almost all participants described the language barrier as a significant challenge 

when working with Caribbean women of color. The participants felt that it imposed 

limitations on the amount and quality of information the oncologist could convey and the 

depth they could explore topics surrounding the patient’s diagnosis, prognosis, and 

treatment options. Language and communication barriers (Subtheme 2) involved using 

medical jargon and language that the patient cannot understand, negatively impacting the 

doctor-patient relationship and resulting in the consults being misunderstood (Turabian, 

2019). Language differences created a barrier between the OHPs’ and Caribbean women 

of color on critical aspects of communication such as relationship building and giving 

and receiving subtle verbal and nonverbal cues. The language barrier was an obstacle in a 

predominantly Spanish-speaking community in Broward County, Florida. OHPs’ had 
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trouble explaining risk to patients, mainly due to language and cultural barriers. 

However, (Kedia et al., 2018) found that with patients who could speak both English and 

Spanish but couldn’t read, language and cultural differences added another factor. 

Language barriers have a significant impact on the cost and quality of healthcare. They 

commonly occur between OHPs and Caribbean women of color when they do not share a 

native language.  

Theme 5: Services/Utilization 

Patients use healthcare services to diagnose, cure, alleviate, maintain and obtain 

information about their health status and prognosis. Health status and the need for 

healthcare services to improve or maintain health are significant determinants of 

healthcare use. OHPs’ found that patients were delaying the necessary care and forgoing 

critical care due to financial barriers. A lack of understanding of the language was a 

direct cause of the underuse of services. A study by (Allen et al. 2017) found that limited 

breast cancer knowledge affected patient access at OHP and patient levels. Participants 

also noted that the lack of services resulting from program funding cuts and COVID-19 

and the lack of referrals and treatment services played a pivotal part in the underuse of 

available services for their patients. The COVID-19 pandemic and cancer care are rough 

for everyone, especially for Caribbean women of color from low-income communities. In 

a study by Maringe et al. (2020), the authors indicated that the COVID-19 pandemic 

caused cancer screening and diagnostic tests to be canceled and thousands of surgical 

procedures postponed to protect cancer patients. 
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Theme 6: Coordination of care 

Quality cancer treatment depends on careful coordination between multiple 

treatments and OHPs, the exchange of information, and regular communication between 

OHPs involved in treatment and their patients. (Taberna et al., 2020) posited that 

multidisciplinary teams are becoming increasingly popular for long-term patient care to 

provide high-quality, individualized care to patients fighting chronic diseases. Selby et al. 

(2019) indicated that multidisciplinary teams improve cancer care and outcomes. 

Working with a multidisciplinary team allows the OHP to treat the patient holistically 

and provide comprehensive care.  With each OHP focused on a different aspect of the 

patient’s health, OHPs’ are more likely to identify areas of need and then effectively 

manage those needs while improving patient outcomes. Flowers & Shade (2019) 

indicated that the multidisciplinary care coordination program confirms the positive 

impact has on utilization and health outcomes by optimizing the overall quality of care 

and controlling hospital costs incurred by vulnerable populations. 

Limitations of the Study 

As discussed in Chapter 3, there are inherent limitations that exist in qualitative 

research. Qualitative data analysis utilizes the researchers’ subjective perspective but 

risks increasing personal biases during data analysis and interpretation of results. This 

study has several limitations. First, I  experienced difficulties finding OHPs’ to 

participate in the study. If potential participants did not contact me after sending emails, 

text messages, and voice mail, I did not pursue the participants further. Second, as the 
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participants represented Broward County in the study, the results are not generalized to 

the entire state of Florida. However, they do offer important information regarding 

OHPs’ barriers to providing quality healthcare services for Caribbean women of color 

with breast cancer. Third, the sample size of this study, while not uncommonly small for 

qualitative research, was limited due to the lack of response from many OHPs’ who were 

initially contacted for participation in the research study. Fourth, the limitations of 

purposive sampling should also be considered when reviewing the findings of this study. 

Data in this study reflects the perspectives of a specific sample of individuals who 

volunteered to share their experiences. The views and experiences are not representative 

of all OHPs’ across all cancer treatment programs who participate in the study, nor does 

it represent the experience of individuals who chose not to participate in this inquiry. 

There were no male participants in this study, and only one reported participant of 

Caucasian background. Including other ethnicities and genders may influence data 

outcomes and overall experiences. 

Other variables to consider that may have impacted the results of this study 

include the ages, genders, and races of participants. Future studies may repeat this inquiry 

while sampling for a more inclusive range of ages, genders, and ethnic groups that were 

not appropriately represented in this investigation. Cultural and social factors were not 

addressed as variables in this study and may have a significant impact on the lived 

experience of the experiential group. 
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Implications 

Oncology administrators can apply the study findings to take steps toward asocial 

change in improving individual, corporate, and policy levels. The results of this 

experimental study may advance the knowledge on this vital topic in quality patient care. 

The findings of this study may also contribute to positive social change by guiding 

OHPs’ in developing a multidisciplinary approach and expanding the literature. 

Oncology administers organization, defines policies, and provides services directly to 

cancer patients and practices to minimize individual and organizational barriers that 

OHPs face when providing services to Caribbean women of color. 

This study is critical because it addressed a problem specific to OHPs’ lived 

experiences of their individual and organizational barriers when providing oncology 

services to Caribbean women of color breast cancer patients. The study extends the 

knowledge-based phenomenological approach, particularly to the OHPs’ perception and 

the explanation related to the lived experiences of a specific phenomenon. Thick 

descriptions are conditioned by cultural, social, and interpersonal contingencies.  

The anticipated social change is to bring attention and awareness to the 

approaches to enhance individual and organizational barriers when providing services to 

Caribbean women of color. Healthcare managers and leaders face administrative 

inefficiencies in delivering health and referral services to address highly complex and 

shifting needs, often resulting in the waste of resources. Organizations must be flexible 

and fluid while providing higher quality care at a lower cost considering the pace of 
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change. Many organizations are beginning to adopt a lean mindset and culture from a 

fundamental belief that people are the experts in the process and are better equipped to 

identify problems and solutions. 

Recommendations 

The findings of this study provided descriptive data that can be used to guide 

future areas of research. Expanding this research may lead other researchers to construct 

new hypotheses and formulate theories to enhance the field of oncology. The use of the 

qualitative research method in future studies is encouraged. It would be suitable to 

develop additional in-depth questions to increase the understanding of the lived 

experiences of OHPs in providing oncology services to Caribbean women of color. I 

collected the data from participants who work in Broward County, Florida. The 

recommendation for future research, such as a quantitative study, can help expand how 

perceived individual and organization barriers hinder OHPs in providing oncology 

services to Caribbean women of color. I  would develop the questions from the studies 

based on the six areas on the following themes: (a) insurance barriers (financial 

limitations), (b) lack of knowledge (education), (c) Services/Accessibility, (d) 

Services/Language, (e) Services/Utilization, and (f) coordination of care. These six 

recommendations for future research may inform how the researcher can develop 

strategies and evidence-based practices to identify and understand how these barriers can 

help OHPs work with patients to alleviate these stressors in an already difficult time. 

Although this study took place in Broward County, Florida, this study can be replicated 
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and localized within a specific region, city, state, hospital, or clinic based on geological 

location. In addition, the localized focus can also include for-profit hospitals, not-for-

profit cancer centers, or comprehensive cancer centers for data analysis comparison. In a 

study by (Castleberry & Nolen, 2018; Yin, 2017), the authors postulated that the 

comparison of various themes should be reported separately from multiple sources. 

Comparing the findings with the theoretical proposition would emerge from the analysis 

generated from the data. 

The findings and recommendations that resulted from this research may be 

helpful to leaders, managers, administrators, health care organizations, cancer care 

facilities, or systems facing similar issues. The lived experiences of OHPs provide a 

professional application that may contribute to the formation of strategies, education, and 

policies that affect positive social change that heighten the awareness of barriers to 

quality healthcare services. 

Based on this study’s strengths and limitations, future research should be 

encouraged to validate these findings. Using the appropriate qualitative inquiry or 

replicating this study by implementing qualitative research models that address the 

OHPs’ lived experiences regarding individual and organizational barriers when providing 

oncology healthcare services to Caribbean women of color with breast cancer.  
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Researcher’s Reflections 

This phenomenological study reflects the potential of OHPs’ obstacles hindering 

their individual and organizational barriers to providing services to Caribbean women of 

color. Descriptive phenomenological approach research of this nature allowed me to gain 

insight into the various challenges that individuals and healthcare leaders face when 

working with Caribbean women of color with breast cancer when providing healthcare 

services. I work in the healthcare industry, and I see the gradual decline in the volume of 

services due to changes in insurance laws and policies. Increased utilization of services is 

often left upon the responsibility of the health care system to recognize and play its 

appropriate role within the intersectionality of governmental health agencies. 

By conducting semistructured in-depth interviews with the participants, the 

researcher obtained firsthand knowledge of OHPs’ expressions and nonverbal 

communication that other telephone or online surveys would not provide. (Yin, 2014) 

postulated that it is possible to introduce personal biases or preconceived ideas and value 

emotional tendencies throughout the research process in qualitative research by 

maintaining objectivity and following the interview protocols. Data saturation was met 

when the researcher was able to determine the consistency of the information received 

from the participants. This study’s findings demonstrated a better understanding of 

OHPs’ perceived barriers when providing oncology services. 
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Conclusion 

With my experiences with the constant changes that occur in the healthcare 

services industry, I am in the firm belief that there is always going to be an opportunity to 

create a multidisciplinary approach to care. The evolution of the diversity of our patients 

and the care that comes along with it will be at an all-time high; a much-needed 

alternative approach to the current care model is in demand. A multidisciplinary team 

approach specifically to people at risk for or diagnosed with cancer, in theory, a team that 

can promote connectivity between OHP and Caribbean women of color patients. A 

network of multidisciplinary OHPs’ can better coordinate patients’ appointment 

schedules and physician referrals and communicate the next steps in the care delivery 

model. This will help eliminate the barriers to care and improve patient outcomes and the 

quality of health care delivery, especially for Caribbean women of color. 

OHPs often encounter significant organizational and individual barriers when 

providing health services to Caribbean women of color with breast cancer. The data 

obtained from this study can inform interventions to dismantle barriers OHPs face and 

thus create meaningful health care interventions to improve outcomes for Caribbean 

women of color with breast cancer. They utilize quite a few strategies to facilitate these 

interactions. The study findings will offer valuable insight into eliminating or minimizing 

these barriers. Strategic plans will require help to mitigate insurance-related, language 

barriers, knowledge acquisition education, accessibility,  resources, and coordination of 

care and translate them into actionable items across the spectrum of quality improvement 
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in cancer care. This study is one of the first studies conducted to understand the 

individual and organizational barriers regarding the lived experiences of OHPs providing 

healthcare services to Caribbean women of color with breast cancer. Additional research 

is needed to explore these barriers and develop viable solutions. 

This study aimed to explore the lived experience of OHPs’ individual and 

organizational barriers to providing healthcare services to Caribbean women of color 

with breast cancer. Significant statements were extracted from data using a descriptive 

phenomenological approach, and a formulation of meaning was assigned to each account. 

This researcher believes the findings from this study effectively capture the essence of 

the lived experience of  OHPs’ individual and organizational barriers to providing 

healthcare services to Caribbean women of color with breast cancer. The study findings 

highlight a need for greater involvement of OHP and administrators in correcting the 

individual and organizational barriers, including insurance limitations, lack of 

knowledge, services/accessibility, services/language, and services/utilization through the 

coordination of care. The responsibility for these improvements’ rests in the hands of 

both institutions and OHP. 
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Appendix A: Letter of Invitation 

Letter of Invitation 

Title: Oncology Providers Barriers to Providing Quality Healthcare Services for 

Caribbean Women of Color with Breast Cancer 

 

My name is _____________, and I am a doctoral student in the School of Health Services 

at Walden University in Minneapolis. 

 

I am conducting a research study to gather oncology healthcare professionals' perceptions 

to identify organizational and individual barriers that limit OHPs’ from providing full-

spectrum oncology treatment services to Caribbean Women of Color with breast cancer.  

 

If you decide to participate, the researcher will arrange the interview at a time and place 

of your convenience. The interview would last about 30 to 45 minutes, recorded via 

Zoom video conferencing. If you agree to participate, your responses to the questions will 

be kept confidential. The researcher will assign a number code to ensure that personal 

identifiers are not revealed during the analysis and findings. The researcher will share the 

study's results with each participant via a 1 to 2-page summary or verbal presentation, 

whichever is deemed most appropriate. 

 

There is no compensation for participating in this study. However, your participation will 

be a valuable addition to our research. This study's findings may identify barriers to 

helping providers achieve the Healthy People 2020 goals of equitable, high-quality 

cancer care for the Caribbean Women of color with breast cancer. 

 

If you are willing to participate, please suggest a day and time that suits you, and I will do 

my best to be available. If you have any questions, please do not hesitate to contact me. 

You can reach the Research Participant Advocate (if you have questions about your 

rights as a participant) at  

 

Respectfully, 
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Appendix B: Recruitment Email/Flyer 

 

Hi Oncology Healthcare provider, 

 

My name is______________, and I am a Ph.D. student at __________. The proposed 

study described in this letter is being conducted as a part of my doctoral research. The 

study is being completed independently and is not affiliated with any OHP programs. I 

am interested in learning about your experiences as an OHP, specifically surrounding 

experiences with working with Caribbean women of color. 

 

My dissertation study gathers oncology healthcare professionals’ perceptions of barriers 

to healthcare services for women of color breast cancer patients in Broward County, 

Florida. 

 

If you agree to participate in this study, I will send you a consent form for review, which 

you may sign upon arrival at the interview. I will also have you complete a brief 

demographic questionnaire. The interviews will be online interview via Zoom video 

conferencing program meeting. I will request the consent form before conducting the 

interview. This interview should take no longer than 60 minutes of your time. Each 

participant will be asked a series of semistructured questions regarding their experience 

working as an OHP providing healthcare services to Caribbean women of color. Your 

participation in this study is voluntary and can be ended during the interview process.  

 

If you are interested in participating in this study, please email, and I will respond to set 

up a day and time to meet. Additional questions or concerns may also be addressed by 

contacting my dissertation committee chair,___________. I appreciate your consideration 

in participating in this study! 

  

 

Thank you so much! 
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Appendix C: Interview Guide 

Interview Guide 

Oncology Provider Barriers to Providing Quality Healthcare Services for Caribbean 

Women of Color with Breast Cancer 

Introduction: ___________, Oncology Providers Barriers to Providing Quality 

Healthcare Services for Caribbean Women of Color with Breast Cancer. This study 

explores challenges between Caribbean women of color receiving oncology services with 

breast cancer from diverse backgrounds residing in Broward County, Florida, and OHPs’. 

The IRB approval number is  01-15-21-0573783. 

Thank you for agreeing to be a part of this research project. I am very interested in 

hearing your views and experiences. I hope that this study may help healthcare leaders 

address healthcare service barriers for Caribbean women of color in receiving quality 

healthcare services in an oncology setting. 

The current research was guided by two main points: (a) the increasing ethnically diverse 

patient population, b) health services challenges, and c) quality of care between 

Caribbean women of color and OHP. 

RQ1: What are the individual barriers oncology health providers experience working 

with Caribbean women of color with Breast Cancer when accessing oncology services?  

RQ2: What are the organizational barriers oncology health providers experience working 

with Caribbean women of color with Breast Cancer when accessing oncology services? 

Background/demographic  : 
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1. Sex 

2. Age (yrs.) 

3. Professional status 

4. Race/ethnicity 

5. Country of Birth 

6. First Language 

7. How many years of oncology work experience do you have? 

Question 

1. Can you tell me about your role in providing oncology services?? 

• What have been your experiences with Caribbean women of color within 

the past year? 

• What are your specific responsibilities? 

• What does a typical day entail??  

2. Are there any challenges in providing oncology services? 

• How are these issues addressed, and by whom? 

• What is your idea of low-quality oncology care? 

• What do you think prevents high-quality access to oncology care? 

3. How do you overcome those challenges?  

4. What fraction of patients is Caribbean women of color? 

• Are there any opportunities for improvement in the oncology services that 

Caribbean women of color receive? 
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5. What do you feel prevents Caribbean women of color from receiving quality 

healthcare services? 

• What is your idea of high-quality care? 

• What aspects of the services make it a success? 

6. What do you feel are the challenges to healthcare services to Caribbean women of 

color? 

• How are healthcare services to Caribbean women of color adversely 

affected?  

7. What organizational policies do you perceive will be needed to be put in place? 

• How do you feel this will affect CWOC access to quality healthcare 

services? 

8. What strategies can OHPs use to support their patients to a better quality of life 

and improve their health outcomes. 

 

9. Do you have any comments or questions you would like to add? 

Thank you for taking the time away from your schedule to participate in this research and 

your answers.  

1. Do you have anything else you would like to share? 

2. Do you have any questions for me? 

Thank you for your time.  

 

OHPs is an acronym for Oncology Healthcare Providers 
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