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ABSTRACT 

Background: Young women with breast cancer encounter some unique psychosocial 

stressors that develop at diagnosis and persist into survivorship. These stressors include grief and 

concern relating to treatment options; treatment side effects; complications with reproductive 

health; body image disturbances; inadequate role fulfillment as mother and intimate partner; and 

financial strains (Johnson-Turbes et al., 2015). These stressors can interfere with disease 

management by heightening anxiety, depression, and physical consequences of the diagnosis; 

therefore, it is critical to implement psychosocial interventions in the patient’s care plan 

(Christophe et al., 2015). Managing emotional distress may assist the patient with understanding 

her diagnosis; retaining education; enhancing decision-making skills; controlling symptoms 

related to her disease and treatment; and maintaining a functioning role in daily life (Drageset, 

Lindstrom, Giske, & Underlid, 2012).  

Purpose: The purpose of this needs assessment is to gain insight into Nevada health care 

providers’ (physicians, APNs, physician-assistants, and nurses) knowledge of psychosocial needs 

of young women with breast cancer, the providers’ level of comfort for implementing 

psychosocial care to these patients, and barriers to offering psychosocial interventions at the time 

of diagnosis in the primary care setting to young women with breast cancer in Southern Nevada. 

Design: A quantitative descriptive needs assessment in the form of a self-report survey 

that consisted of Likert scale and multiple-choice questions using the web-based software 

Qualtrics administered via email to participants who met inclusion criteria. 

Setting: Om Medical Clinic in Las Vegas, Nevada. 
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Limitations: Some participants chose not to answer all questions in the survey. 

Incomplete surveys may increase bias due to inconsistent data responses for the variables (Polit 

& Beck, 2012). Also, the project requested participants to self-assess their knowledge and 

comfort level regarding psychosocial care for young women with breast cancer; yet, no attempt 

was made to evaluate their actual knowledge or ability to provide care to the particular patient 

population.  

Results: Fifteen providers (83%) agreed to participate in the project and completed the 

survey. The majority of providers reported having a lack of knowledge and comfort level in most 

of the common psychosocial needs experienced by young women with breast cancer. Reportedly, 

over half of respondents needed more education and training in the areas of loss of fertility, 

dating or relationship concerns, and decreased or impaired sexual functioning. Aside from a lack 

of knowledge regarding issues faced by young women with breast cancer, insufficient time to 

provide counseling was another barrier frequently reported by the primary care providers.  

Conclusions: Young women with breast cancer often endure psychosocial distress after 

initial diagnosis and long after treatment because of specific age-related stressors (Ruddy et al., 

2013). Health care providers must pay close attention to the needs of these young women that 

target areas of disease and treatment education, body image, fertility, social support, and 

survivorship to improve their quality of life through enhanced coping and disease self-

management (Ruddy et al., 2013). 
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INTRODUCTION 

The American Cancer Society (2016) reports an estimated 290,000 new breast cancer 

patients in the year 2015. Since 2014, there are over 3.1 million breast cancer survivors in the 

United States (American Cancer Society, 2016). Approximately 14,000 women or one in 227 

women under the age of 40 are diagnosed with breast cancer each year (Ruddy et al., 2013; 

National Cancer Institute, 2012). Young women with breast cancer encounter some unique 

psychosocial stressors that develop at diagnosis and persist into survivorship. These stressors 

include grief and concern relating to treatment options; treatment side effects; complications with 

reproductive health; body image disturbances; inadequate role fulfillment as mother and intimate 

partner; and financial strains (Johnson-Turbes et al., 2015). These stressors can interfere with 

disease management by heightening anxiety, depression, and physical consequences of the 

diagnosis; therefore, it is critical to implement psychosocial interventions in the patient’s care 

plan (Christophe et al., 2015). Managing emotional distress may assist the patient with 

understanding her diagnosis; retaining education; enhancing decision-making skills; controlling 

symptoms related to her disease and treatment; and maintaining a functioning role in daily life 

(Drageset, Lindstrom, Giske, & Underlid, 2012). 

The EARLY Act of 2009 supported efforts from the Health and Human Services (HHS) 

for increased education of health care professionals and the public about young women’s breast 

health, research, and psychosocial assistance (Civic Impulse, 2018b). This act was later 

reauthorized with a funding of nine million dollars for each fiscal year through 2019 and 

amended to require the United States Government Accountability Office (GAO) to identify the 

HHS educational campaigns and evaluate if these efforts duplicate other federal breast cancer 
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education initiatives (Civic Impulse, 2018b). The amended act became a law known as the 

EARLY Act Reauthorization of 2014 (Civic Impulse, 2018b). As a result of this law, the 

Advisory Committee on Breast Cancer in Young Women [ACBCYW] (2016) reports an increase 

in the target population’s interest in breast cancer screening and prevention, early detection, 

genetic testing, and survivorship aid through social media platforms, telephone outreach, and 

publications. 

Many women rely on their health care provider to be the main source of social support 

during diagnosis and treatment phases (Drageset et al., 2012; Ruddy et al., 2013). Studies reveal 

many young women have a vague awareness of age-related issues at the time of breast cancer 

diagnosis and need their healthcare provider to initiate discussions on sensitive topics (Drageset 

et al., 2012; Ruddy et al., 2013). Moreover, women who perceive an adequate level of social 

support from their healthcare provider still desire more personalized support tailored to their 

specific needs (Drageset et al., 2012; Ruddy et al., 2015).  

Background and Significance 

Adler and Page (2008) report psychosocial support is often provided through cognitive 

behavioral therapy, supportive psychotherapy, and psychoeducation. These services can be 

delivered by licensed health care professionals and community resource groups. These types of 

psychosocial care interventions provide patients with necessary disease education, coping skills, 

and support resources to manage treatment side effects, recover, and adapt into survivorship 

(Adler & Page, 2008). 

Shared decision making between the health care provider and patient is a beneficial 

strategy in addressing psychosocial needs and overcoming barriers to interventions (Elwyn et al., 
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2012; Ruddy et al., 2013). Shared decision-making promotes an opportunity for discussion 

regarding psychosocial needs, expressing concerns of uncertainty, and allowing the provider to 

address unrealistic expectations (Elwyn et al., 2012; Ruddy et al., 2015). Specifically, the shared 

decision-making process permits deliberation over best evidence in that the clinician may offer 

support while the patient considers preferences and available options. The patient may then be 

able to make informed treatment decisions (Elwyn, 2012). Shared decision-making can also be 

complemented by the use of decision aids in various formats including paper, digital video discs, 

and web-based content (O’Brien et al., 2014). Relevant knowledge and informed decisions will 

assist in seeking the correct resources that apply to her specific needs.  

This process can begin at the point of cancer diagnosis, which many times is in the 

primary care setting (Jiang et al., 2016; Ruddy et al., 2013). When the process is initiated in the 

primary care setting at the time of diagnosis, the patient may be provided resources by the 

primary care provider (PCP) and therefore become better equipped to manage her stressors and 

improve quality of care (Ruddy et al., 2013). In order to improve the quality of care for young 

women diagnosed with breast cancer, health care providers must understand the challenges and 

barriers of offering appropriate interventions (Tathanhlong, Bristow, & McGuffin, 2015). 

Significance to Advanced Practice Nurses 

Advanced practice nurses (APN) have a pivotal role in enhancing quality of care for 

young women with breast cancer. APNs manage psychosocial and physical needs by applying a 

holistic approach to diagnosing and treating health conditions and are participating in cancer care 

services in the primary care setting (American Association of Nurse Practitioners [AANP], 2018; 

Luctkar-Flude, Aiken, McColl, Tranmer, & Langley, 2015). APNs contribute in different roles 
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throughout cancer care such as: cancer specialists, educators, researchers, care plan navigators, 

and treatment collaborators (Cooper, Loeb, & Smith, 2010). APNs often utilize cancer screening 

and survivorship guidelines to direct patient care and practice within various care models such as 

the shared-care model and nurse-managed health centers (Luctkar-Flude et al., 2015; Cooper et 

al., 2010). Cancer care is frequently geared toward older women because the median age at the 

time of breast cancer diagnosis is 61 years old (Ruddy et al., 2015). Therefore, APNs have the 

responsibility to be knowledgeable of current empirical evidence and existing practice gaps to 

improve patient care designed for younger women that target areas of body image, fertility, early 

menopause, intimate relationships, and familial support (Tymkow, 2017; Cooper et al., 2010; 

Ruddy et al., 2015). Fortunately, APNs serve in many educational, professional, and political 

platforms in order to disseminate evidence-based best practices (AANP, 2018; Cooper et al., 

2010). 

Local Problem 

Nevada, the seventh largest state, had an estimated population of two million residents 

and ranked poorly in cancer health outcomes in 2015 (Callahan et al., 2017). According to the 

United States Census Bureau (2010), 49% of Nevada’s total population consisted of women and 

17% of women were between the ages of 15 to 39 years old. The Nevada Comprehensive Cancer 

Control Plan [NCCCP] Steering Committee (2015) reported breast cancer was the leading cause 

of cancer in women and produced the second highest cancer mortality rate in the state. 

Moreover, the Nevada Central Cancer Registry identified 11,111 new cases of breast cancer 

from 2003 to 2010. At least 68% of those cases were from southern Nevada; one-third of all 

cases occurred in women under age 55; and about 11% of cases involved young women 
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(Callahan et al., 2017). Callahan et al. (2016) report Nevada’s overall five-year breast cancer 

survival rate was 84.4% which is lower than the national average at 89.2%. Likewise, southern 

Nevada’s five-year breast cancer survival rate of 83% was considerably lower than northern 

Nevada at 88.2% (Callahan et al., 2016). The NCCCP Steering Committee (2015), estimated a 

total of $71,000 per hospitalization for cancer and over three billion dollars for cancer 

expenditure between the years 2008 to 2012. Contributing factors to the burdens of cancer in 

southern Nevada are shortages of primary care and specialist providers and the lack of a public 

medical school which reduces breast cancer teaching and research activity (Callahan et al., 

2016).  

The statistical evidence proves that breast cancer is a compelling health issue for young 

women in Southern Nevada and there is a sizable population of young survivors of breast cancer 

in this region. Nevada’s cancer surveillance suggests young women with breast cancer may have 

unmet psychosocial needs, so the NCCCP Steering Committee acknowledges the urgency for 

improving health care provider and patient education regarding palliative and survivorship care 

for this population (NCCCP, 2015). Establishing psychosocial needs as a standard of care at the 

time of diagnosis may decrease the impact that breast cancer has on affected Nevada residents. 

Evaluating barriers that may influence the provision of psychosocial care in the primary care 

setting may provide significant value and direction for health care organizations in arranging 

better-quality care for young patients with breast cancer (Wolff, 2007).  

Purpose Statement 

The purpose of this needs assessment is to gain insight into Nevada health care providers’ 

(physicians, APNs, physician-assistants, and nurses) knowledge of psychosocial needs of young 
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women with breast cancer, the providers’ level of comfort for implementing psychosocial care to 

these patients, and barriers to offering psychosocial interventions at the time of diagnosis in the 

primary care setting to young women with breast cancer in Southern Nevada.  

Project Aims 

The first project aim is to explain barriers to care in order to increase access to relevant 

psychosocial interventions through interdisciplinary collaboration to improve quality of life for 

young women with breast cancer. The second aim is to enlighten providers of their own 

strengths, weaknesses, comfort level, and needs in offering care to young women with breast 

cancer. The third aim is to increase provider awareness of this population’s psychosocial issues 

while promoting shared decision making. It is important to understand these issues at the primary 

care level because this setting is typically where multidisciplinary care plans are managed as well 

as the continuity of care into survivorship (Fernandez-Taylor, Adesoye, & Bloom, 2015; 

Luctkar-Flude, Aiken, McColl, Tranmer, & Langley, 2015). Furthermore, addressing knowledge 

and practice gaps in the primary care setting may greatly refine educational strategies regarding 

cancer care and support efforts in improving collaboration among patients, primary care 

providers, and specialists (Luctkar-Flude et al., 2015). 

Stakeholders 

Key stakeholders who may benefit from this quality improvement project are primary 

care providers and nurses in primary care; health care providers in specialized disciplines; 

patients; patients’ families and support systems; and policy makers. Heightened awareness of 

psychosocial needs allows primary care providers to collaborate with specialty providers and 

implement holistic care (Tathanhlong et al., 2015). As a result, patient-centered and family-
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centered care may be offered in a timely manner (Tathanhlong et al., 2015). Additionally, 

recognizing clinician knowledge gaps regarding the needs of young patients with breast cancer 

may improve education campaigns that are supported by political initiatives such as the EARLY 

Act Reauthorization of 2014 (NCCCP Steering Committee, 2015). With the increasing number 

of breast cancer diagnoses because of improved screening processes and the progressive 

movement into patient-centered care, this is an appropriate time to initiate positive change for 

this population (NCCCP Steering Committee, 2015).  

Study Question 

Psychosocial interventions have been found to be beneficial to assist newly diagnosed 

breast cancer patients; however, many health care providers are not providing this service to their 

patients (Weis, 2015; Tathanhlong et al., 2015). Therefore, the study question is: What are 

Nevada health care providers’ knowledge gaps, comfort level, and barriers to providing 

psychosocial care in the primary care setting for young women with breast cancer age 39 and 

younger living in southern Nevada? 

Definition of Terms 

The following terms that pertain to this project include: 

Breast Cancer 

According to the National Cancer Institute [NCI] (n.d.), breast cancer is defined as 

abnormal cell division that occurs in breast tissue. Typically, breast cancer is classified as ductal 

carcinoma, lobular carcinoma, or invasive breast cancer (NCI, n.d.). 
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Decision Aid 

A method of providing information about the options and outcomes pertaining to a 

person’s health status (O’Brien et al., 2014).  

Interdisciplinary Care Teams (ICT) 

A collaborative group of members consisting of professional and non-professional health 

service workers who share expertise and skills that contribute to the patient’s treatment plans. 

Team members have their own responsibly to assess, plan, and evaluate while offering services 

(Nancarrow et al., 2013). 

Interprofessional Collaboration 

Shared planning and decision-making among members of different professions 

(Nancarrow et al., 2013). 

Primary Care Provider 

A general practitioner who provides preventative services and manages chronic 

conditions (Jiang et al., 2016). 

Psychosocial Care 

Interventions that are used to improve psychological adjustment (Mens, Helgeson, 

Lembersky, Baum, & Scheier, 2016). 

Shared Decision-Making (SDM) 

A process by which the clinician and patient review best available evidence, support 

patient preferences, and achieve an informed decision (Elwyn et al., 2012).  
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Standard of Care 

Buppert (2018) defines standard of care as “reasonable, ordinary care, skill, and diligence 

as used by practitioners in good standing in the same general type of practice in similar cases” (p. 

453).  

Survivorship 

Physical, psychosocial, and economic effects of cancer beyond diagnosis and treatment 

phases (NCI, n.d.). 

Young Women 

Women between the ages of 15 and 39 years (Civic Impulse, 2018a). For the purpose of 

this project, this age range is utilized to define young women because the population is of child 

bearing age, they typically have young children not yet in secondary school, these women may 

either be in school or in the midst of their career, they seek quality in sexuality and intimate 

relationships, and they are premenopausal (Christophe et al., 2015).  

THEORETICAL FRAMEWORK 

The Integrated Theory of Health Behavior Change (ITHBC) is a framework that further 

explains the relationship between the project’s concepts and how they may improve quality of 

life for breast cancer patients (Figure 1). Ryan (2009) describes ITHBC as a descriptive 

midrange theory that encourages behavior change through patient-centered interventions. Active 

patient participation in health behavior change and disease management fosters positive 

outcomes that influence recovery and long-term health. The theory concentrates on three specific 

elements that influence behavior change. These elements include: knowledge and beliefs, self-

regulation, and social facilitation.  
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Knowledge and Beliefs 

Per Ryan (2009), knowledge and beliefs are an individual’s perception of a health 

condition or behavior. The theory suggests that individuals are more inclined to practice healthy 

behaviors if they have adequate information and embrace positive beliefs consistent with the 

behavior (Ryan, 2009). The behavior change is more likely to be maintained if the behavior 

coincides with a person’s values, has relevancy to her life, and conveys a perceived benefit 

(Kwasnicka, Dombrowski, White, & Sniehotta, 2016). During a psychosocial assessment, the 

clinician evaluates the patient’s knowledge and beliefs regarding her diagnosis and treatment and 

needs are discovered. Psychoeducation, psychotherapy, and CBT may be provided at this time to 

enhance patient knowledge (Jassim et al., 2015). Subsequently, this process may elevate 

motivation in social facilitation and self-regulation (Ryan, 2009).  

Social Facilitation 

Social facilitation is attained through social influence and social support. Social 

facilitation occurs when knowledgeable people of authority impact another’s thinking and 

motivation toward change therefore affecting the development of knowledge and beliefs (Ryan, 

2009). Individuals are more likely to accept encouragement and guidance from people they trust 

and feel connected to (Kwasnicka et al., 2016). Sources of social influences are health care 

providers, family and friends, and the media. The shared decision-making process allows the 

initiation of social facilitation because it is a time for deliberation over preferences, values, 

treatment options, and problem-solving which are shared among health care providers, patients, 

and family (Barry & Edgman-Levitan, 2012; Drageset et al., 2012). Furthermore, social support 
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containing emotional and educational assistance encourages the patient to strive for self-

regulation (Ryan, 2009).  

Self-Regulation 

Ryan (2009) describes self-regulation as the implementation of behavior change into the 

daily lifestyle. People are more apt to sustain healthy change if they successfully monitor 

behaviors and outcomes and apply effective strategies to overcome barriers to implementation 

(Kwasnicka et al., 2016). According to Ryan (2009), this process of implementation entails goal 

setting, planning, engagement, and reflection. During goal setting and planning phases, the 

patient uses preferences and available options to identify desired outcomes and chooses 

behaviors that may achieve those outcomes (Ryan, 2009). Then, the patient is able to identify 

relevant resources potentially through interdisciplinary care teams and community resources for 

support in engaging these particular behaviors (Kwasnicka et al., 2016). Engagement is active 

participation in behavior that is driven by motivation (Kwasnicka et al., 2016). Reflection occurs 

when the patient cognitively and emotionally evaluates if desired results are met (Kwasnicka et 

al., 2016). Individuals may adjust goals or redirect their efforts to achieve positive outcomes 

(Kwasnicka et al., 2016). Young women who engage in self-regulation may have more effective 

coping skills, better manage cancer treatment side effects, have appropriate outcome expectancy, 

and better adherence to care plans (Ryan, 2009; Fernandes-Taylor et al., 2015).  

Frameworks help clinicians focus on a specific issue, direct patient care, and facilitate 

system change (Ryan, 2009). ITHBC can be used as the foundation to formulate patient-centered 

care plans and offer appropriate interventions to achieve reasonable outcomes. Identifying the 

patient’s knowledge and beliefs about her breast cancer diagnosis may reveal specific needs 
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(Ruddy et al., 2013). Shared decision-making greatly influences self-regulation and social 

facilitation by engaging primary care, specialists, family, and patient support systems in 

formulating goals and multidisciplinary care plans to maintain or improve the patient’s health 

status (Ryan, 2009; Elwyn et al., 2012).  

Recognizing the provider’s knowledge and beliefs regarding breast cancer may also 

determine the provider’s level of comfort and capability in addressing the patient’s needs (Ryan, 

2009). Health care providers may apply self-regulation into improving how they deliver cancer 

care. Knowledge of their professional needs and barriers in offering quality care can be used in 

setting goals for improvement. Providers can enhance their breast cancer knowledge through 

further education or incorporate relevant clinical guidelines to inform themselves of the needs of 

young breast cancer patients and propose effective interventions and referrals to meet those 

needs (Ryan, 2009; Tathanhlong et al., 2015; Luctkar-Flude et al., 2015). Providers may then be 

able to reflect on their efforts for improvement by assessing for an increase in knowledge, 

comfort level, and desirable patient outcomes.  
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ITHBC Elements Project Concepts

Knowledge & Beliefs

Patients’ perceptions about 

diagnosis &/or behaviors.

Social Facilitation

Influences from health care 

professionals, family, & media.

Self-Regulation

• Goal setting

• Planning

• Engagement

• Reflection

Psychosocial Needs

• Psychoeducation

• Supportive Psychotherapy

• Cognitive Behavioral Therapy

Shared-decision making

Partnerships among patient, 

health care provider, family

ICT

• Specialty Health care 

providers

• Community Resources

Health Behavior Change
 

FIGURE 1. The integrated theory of health behavior change. 

REVIEW OF LITERATURE 

The literature review was conducted to gain better insight on psychosocial needs specific 

to young women with breast cancer and to learn appropriate interventions for improving quality 

of life during and after treatment. The search was conducted using PubMed, Cumulative Index to 

Nursing and Allied Health Literature (CINAHL), and PsycINFO. Search terms include “breast 

cancer;” “psychosocial care;” “barriers;” “young women;” “quality of life;” “education;” and 

“coping.” Inclusion criteria were English language and published within 10 years. The search 

resulted in 77 articles and of these, 23 articles were reviewed because they were specific to 

psychosocial interventions for breast cancer patients that affected quality of life and coping. Ten 

of these articles were utilized for the synthesis of evidence because the articles addressed the 
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project’s concepts of psychosocial needs, shared decision making, and interdisciplinary care 

teams (Appendix A).  

DeVries and Berlet (2010) indicate the rationale for establishing levels of evidence for 

clinical research is to emphasize the research question and methodology while encouraging 

researchers to strive for advanced scientific analysis. DeVries and Berlet (2010) discuss the 

levels of evidence for scientific communication in therapeutic studies which they have adapted 

from the Center for Evidence-based Medicine in Oxford, United Kingdom: 

• Level I: The strongest level of evidence consisting of a high quality randomized 

controlled trial or systematic review of randomized controlled trials. 

• Level II: Lesser quality randomized controlled trials with no blinding or improper 

randomization; prospective comparative study; or systematic review of level II 

studies. 

• Level III: Case control studies; retrospective comparative study; or systematic review 

of level III studies. 

• Level IV: Case series. 

• Level V: The weakest level of evidence involving expert opinion.  

The evidence for this project included two level I, one level II, and seven level III studies. The 

literature uncovered regarding health care provider or organizational challenges when addressing 

psychosocial needs of breast cancer patients was quite limited. These articles consisted mainly of 

non-experimental qualitative studies that revealed psychosocial needs and health related quality 

of life issues of patients with breast cancer that continued to be unmet and potential interventions 

to address them.  
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Wolff (2007) discussed some barriers that impede adequate psychosocial needs 

assessments for this vulnerable population. One barrier is the assumption that depression always 

accompanies a breast cancer diagnosis and can be resolved with the management of physical 

issues of cancer (Wolff, 2007). Another barrier is the lack of health care provider education and 

training to provide adequate psychosocial support (Wolff, 2007). In addition, patients with breast 

cancer may receive treatment from numerous specialists who do not collaborate with one another 

and the responsibility for a psychosocial assessment is lost (Halley, May, Rendle, Frosch, & 

Kurian, 2014).  

Effective cancer treatment plans incorporate aspects of psychoeducation, cognitive 

behavioral therapy (CBT), and supportive psychotherapy (Jassim, Whitford, & Hickey, 2015). 

Revealing psychosocial care needs of young women with breast cancer can promote shared 

decision making between the health care provider and patient and increase interdisciplinary 

collaboration to address those needs (Ruddy et al., 2013). The project concepts identified via the 

synthesis of the literature are psychosocial care needs (including psychoeducation and types of 

therapy), shared decision making, and interdisciplinary care teams. 

Psychosocial Care Needs 

One of the psychosocial care needs that this population has is psychoeducation. 

Psychoeducation provides patients with the necessary information to understand disease 

processes, treatment options and side effects, and community resources (Belkora et al., 2015). 

Belkora et al. (2015) surveyed 917 women diagnosed with breast cancer regarding their 

informational needs and treatment decisions. Respondents rated a maximum importance for 

informational material, question and answer lists, and note-taking before and during the initial 
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clinic visit after diagnosis which was when eighty percent of respondents made treatment 

decisions. The results were clear that respondents desired this information in order to increase 

confidence levels regarding disease and treatment knowledge before care decisions were made 

(Belkora et al., 2015). Some of the participants (14%) reported doctors offered breast cancer 

information material prior to the first visit and 92 respondents asked questions regarding the 

disease. Half of the respondents were dissatisfied with the education received during the clinic 

visit and rated the quality of information below ‘5’ and 25% had ratings less than ‘7’ concerning 

their treatment decisions (Belkora et al., 2015). This study emphasizes the importance of the 

timing, content, and relevancy of education to ensure patients feel well-informed and confident 

while making treatment decisions (Belkora et al., 2015).  

The qualitative study by Drageset et al. (2012), revealed similar findings in that 

information and advice were unmet needs after diagnosis. These particular needs were motivated 

by distrust in one’s memory because of a stressful situation and skepticism about information 

from nonprofessional sources (Drageset et al., 2012).  

According to Harter et al. (2015), shared decision-making and decision aids are effective 

strategies to provide appropriate psychoeducation. The authors compared physicians who had 

received shared decision-making training to those who did not. The patients who received 

treatment from the physicians who received training had lower anxiety and depression scores 

both immediately upon diagnosis as well as three months later (Harter et al., 2015).  

Overall, women who have received psychoeducation at time of diagnosis reported less 

emotional distress and greater acceptance of the disease; yet, the effects are brief because new 

stressors arise as the patient progresses through different phases of treatment (Fernandes-Taylor 
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et al., 2015). The data also suggests that providers do not feel confident in their ability to deliver 

this intervention and training provides improved feedback (Fernandes-Taylor et al., 2015).  

Therapy 

The majority of the literature reviewed focused on Cognitive Behavioral Therapy (CBT) 

and supportive psychotherapy. CBT focuses on changing thoughts and behaviors and learning 

appropriate coping skills (Jassim, Whitford, Hickey, & Carter, 2015). CBT strategies include 

behavioral and emotional management; meditation techniques; and exercise. Studies indicate 

these learned coping strategies reduce depression, anxiety, anger, and fatigue during cancer 

treatment (Jassim et al., 2015). Mehrabi, Hajian, Simar, Hoshyari, and Zayeri (2015) conducted a 

systematic review of 20 observational studies which discovered the most utilized CBT strategies 

used by women with breast cancer include: problem solving; seeking social support; avoidance 

and distraction; emotional expression; religion and spirituality practices. 

Jassim et al. (2015) conducted a systematic review of 28 randomized controlled trials 

with 3,940 participants. Participants in the intervention group received some form of CBT and 

were compared to the control group who did not receive CBT for standardized mean differences 

(SDM) in baseline depression, anxiety, stress, and mood disturbance. Results indicated that those 

patients who received CBT interventions had lower depression, anxiety, and mood disturbance 

scores (Jassim et al., 2015). The above studies reveal that there are many strategies with CBT 

and CBT is an effective intervention to reduce depression and anxiety symptoms. Women report 

feeling in control of their stressors and handle situations more constructively when treatment 

plans incorporate CBT (Mehrabi et al., 2015). Unfortunately, a study by Bragard et al., (2017) 

report a lack of compliance with CBT on the patient’s part because of time constraints. Many 
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women choose not to attend CBT sessions because of family and work time restraints as well as 

physical cancer treatments that are considered time consuming. 

The ability to communicate and relate with other young women diagnosed with breast 

cancer is an identified need (Ruddy et al., 2013; Ruddy et al., 2015). Supportive psychotherapy 

provides the patient with education, as well as incorporate meaning and purpose back into their 

lives (Mens et al., 2016). This can occur through peer therapy group sessions or technology 

based social support forums (Mens et al., 2016; Fernandes-Taylor et al., 2015). 

In the study conducted by Mens et. al. (2016), participants with early and late stage breast 

cancer were randomly assigned to a peer-led support group, facilitator educational group, or the 

usual care control group without group meetings. The peer-led group shared current life 

experiences and provided each other with strategies to deal with them. The educational group 

focused on disease education and management of treatment side effects. The impact of these 

interventions on health and life purpose were evaluated revealing reduced depressive symptoms 

and improved life purpose for women with early and late stage breast cancer (Mens et al., 2016). 

The investigators concluded that the act of caring for someone else in the peer-led group 

enhanced participants’ meaning of life which mediated their depressive symptoms (Mens et al., 

2016). Furthermore, coping strategies learned in the education group improved the participants’ 

disease management and allowed them to participate in their regular activities. These acts of self-

determination enriched their meaning of life and consequently decreased depressive symptoms 

(Mens et. al., 2016). 

Although studies indicate the efficacy of support groups for the emotional well-being of 

breast cancer patients in different stages of their treatment, Mens et al. (2016) report their study 
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revealed no long-lasting benefits that increase quality of life and impact life purpose into 

survivorship. This occurs because many breast cancer patients feel they lack healthcare and 

community resources after they transition into survivorship (Mens et al., 2016; Fernandes-Taylor 

et al., 2015). For this reason, research suggests the need for further studies that continue 

psychosocial assessment after cancer treatment ends (Fernandez-Taylor et al., 2015).  

Shared Decision Making and Interdisciplinary Care Teams 

Shared decision making is the process of communication between the health care 

provider and patient to discuss possible treatment options which enables an informed decision to 

treatment plans (Harter et al., 2015). Many quantitative studies support evidence that shared 

decision-making increases patient knowledge, confidence in decisions, patient involvement, and 

choices for conservative treatment (Elwn et al., 2012). This process also allows the patient to 

express her concerns of diagnosis and customize her treatment plan to her unique needs 

(Christophe et al., 2015). Customizing care plans also allows incorporation of interdisciplinary 

care teams. Interdisciplinary Care Teams (IDT) deliver comprehensive care plans utilizing the 

expertise and skill of various specialty clinicians. Benefits of shared decision-making and IDT 

include higher patient satisfaction with treatment decisions, enhanced coping with diagnosis, and 

improved health outcomes with treatment plan compliance (Alam, Elwyn, Percac-Lima, & 

Durand, 2016; O’Brien et al., 2014). 

Studies indicate that many breast cancer patients do not receive adequate information 

because many providers lack an educated understanding of the shared decision-making process 

(Harter et al., 2015). The descriptive qualitative study conducted by O’Brien et al. (2014), 

interviewed oncology surgeons regarding potential enablers and barriers to the use of decision 
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aids in clinical practice. The recurring themes for enablers were surgeon training on decision 

aids, the need for communication routines, and a perceived benefit to themselves or the patients 

(O’Brien et al., 2014). Barrier themes were high surgeon confidence in their verbal 

communication skills and the assumption that patients understood relayed information without 

decision aids (O’Brien et al., 2014).  

Strength of Evidence 

A strength of the evidence was that research participants were at different stages of their 

diagnosis and had varying degrees of breast cancer. This provides a comprehensive evaluation of 

breast cancer concerns from the point of diagnosis and into survivorship with no regard to type 

of breast cancer, stage of disease, or phase of treatment. Identification of recurring themes for 

unmet psychosocial needs were consistent throughout most of the studies. Another strength of 

the evidence was that qualitative data were collected from various sources such as focus groups, 

surveys, and questionnaires (Polit & Beck, 2012). The subjective data of study participants were 

useful in specifying interventions and resources that addressed needs of the population.  

Weakness of Evidence 

One weakness of the evidence was most of the qualitative studies did not ensure validity 

through mention of triangulation and member checks which is typically done by validating 

evaluators’ interpretations with participants’ intended meanings of their responses (Polit & Beck, 

2012). In addition, many studies did not discuss evaluator training regarding consistency in 

interpretations. Knowing this information could affect the reliability of the study (Polit & Beck, 

2012). A second weakness was the lack of attention to issues that pertained to family members 

and support systems. This knowledge could be useful in the reinforcement of holistic care. The 
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last weakness identified was insufficient information on specific specialists who are commonly 

used in breast cancer care. This detail could inform providers of which members are critical in 

interdisciplinary collaboration for breast cancer care and direct more effort to these resources.  

Research Gaps 

Based on the synthesis of evidence, multiple health care disciplines have studied effective 

psychosocial care that aimed to improve quality of life for women with breast cancer; however, 

there lacked adequate research addressing challenges that are faced by health care providers in 

implementing psychosocial assessments and relevant interventions specific to young women 

with breast cancer. Awareness of these challenges can inform strategies to overcome these 

barriers and improve breast cancer care (Macdonald et al., 2012). 

METHODS 

Design 

This project utilized a quantitative descriptive needs assessment method. The assessment 

was in the form of a self-report survey that consisted of Likert scale and multiple-choice 

questions using the web-based software Qualtrics given to physicians, nurse practitioners, 

physician assistants, and staff nurses via email. This method and software allowed collection of 

data that reported modes for the measure of central tendency and percentages of variables (Polit 

& Beck, 2012). In this project, primary care clinicians’ knowledge base regarding psychosocial 

issues of young women with breast cancer were examined as well as the comfort level, perceived 

needs, and barriers to providing care for this population in the primary care setting. Provider 

knowledge and comfort level of delivering care were assessed in relation to specific psychosocial 

needs. The knowledge and comfort levels concerning the specific needs were rated using Likert-



 
 
 

34

type items: 1 (excellent), 2 (good), 3 (fair), and 4 (poor). The psychosocial needs included in the 

survey were:  

• Loss of fertility or interrupted infertility. 

• Body image concerns. 

• Dating or relationship concerns. 

• Decreased or impaired sexual functioning. 

• Untimeliness of illness and mortality. 

• Premature menopause. 

• Referrals to hospital or community resources. 

According to Mueller (2011), a way to ensure validity of a study is to utilize an established 

research-based measurement tool. Therefore, this project’s survey was adopted from a study by 

Tathanhlong et al. (2015) and was adapted to fit this project (Appendix B). The Tathanhlong, et 

al. (2015) study assessed knowledge and comfort level of oncology clinicians and their support 

staff regarding issues faced by young women with breast cancer. The study’s original survey was 

developed after an extensive review of literature and was piloted by six experts in oncology care 

representing radiation oncology, nursing, radiation therapy, and occupational therapy. Revisions 

were made to the original survey by the investigator based on those experts’ recommendations 

(Tathanhlong et al., 2015).  

Sample 

A purposive sampling approach was used to recruit participants for this project, which 

was based on certain criteria (Polit & Beck, 2012). This sampling method allowed the 

investigator to enlist participation from individuals in the community who have awareness 
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regarding the project’s topic and consistent characteristics with the project’s target population 

(Polit & Beck,2012). The sample included English speaking participants who provide primary 

care services to a patient population who are likely to have young women with breast cancer. 

Participants were located at a clinic in southern Nevada. Health care providers’ needs were 

evaluated without regard to the frequency or number of breast cancer patients seen in their clinic 

to reflect general knowledge of the research topic. The sample size goal was 20 participants 

consisting of physicians, nurse practitioners, physician assistants, and staff nurses.  

Recruitment 

Recruitment was executed by an emailed recruitment letter from the investigator 

(Appendix C). After site permission was received from the primary care clinic (Appendix D), the 

investigator obtained participant company email addresses from the medical office manager. A 

written disclosure form for participant permission was available on the Qualtrics survey link 

(Appendix E). The needs assessment survey was then accessible to individuals who provided 

participation permission after reading the disclosure form. Clinicians who did not provide 

permission to participate in the survey were excluded, as well as clinicians who were not 

proficient in English. Risks and benefits were outlined on the disclosure form and were minimal.  

Setting 

The setting of the needs assessment took place at the location of choice for each 

participant recruited from the primary care clinic located in Las Vegas, Nevada. The survey was 

online and was taken at the participant’s leisure during a specified two-week time period.  
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Data Collection 

The web-based survey using Qualtrics was individually distributed to company emails by 

the investigator. The participant had two weeks to complete the survey from receipt of the email. 

A read receipt was obtained on each email. A reminder email was sent out one week after 

distribution, and again 12 days after distribution. After the two-week timeline for completion, 

surveys that were submitted back through the Qualtrics program were utilized for data analysis.  

Data Analysis 

Qualtrics software was utilized to analyze the data using descriptive statistics to evaluate 

the mode as the measure of central tendency and percentages of the variables pertaining to each 

question (Sullivan & Artino, 2013). Findings are illustrated using bar graphs and tables with 

frequencies and percentages to convey health care providers’ knowledge, comfort level, needs, 

and barriers regarding the psychosocial needs of patients as well as demographic information. 

The needs and barriers identified can be taken into consideration in developing organizational 

continuing education initiatives.  

Ethical Considerations 

Polit and Beck (2012) explain the importance of the following three principles of ethics: 

respect for persons, beneficence, and justice. The three concepts are discussed further 

surrounding this project.  

Respect for Persons 

The respect for human dignity ensures subjects have self-determination, remain 

autonomous, and have the right to full disclosure (Polit & Beck, 2012). The purpose of the needs 

assessment project was described in the disclosure for participant permission form at the 
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beginning of the project’s survey, so participants were informed regarding the purpose, method 

of data collection, and uses of data. This detailed information allowed the participant to make an 

informed decision and to voluntarily decide whether to participate without coercion (Polit & 

Beck, 2012). Furthermore, providers could refuse to provide information and there were no 

consequences for refusal (Polit & Beck, 2012). The participants were provided the investigator’s 

contact information for necessary clarification or questions.  

Beneficence 

“Beneficence is the duty to minimize harm and maximize benefits” (Polit & Beck, 2012, 

p. 152). Participants were informed that physical injury could not occur because of the non-

experimental design. Participants were reassured that data collected from the survey was not 

used in any way, other than collecting data for this project (Polit & Beck, 2012). Potential harms 

were emotional stress, fear, or shame regarding the information shared in the survey; however, 

this potential harm was minimized due to anonymity of the participants and their answers. The 

participants have the potential to benefit from the needs assessment because it encourages self-

reflection on their personal weaknesses and strengths in providing adequate psychosocial care 

and assesses their own needs for continuing education.  

Justice 

This principle ensures that participants have the right to fair treatment and the right to 

privacy (Polit & Beck, 2012). Participants were not discriminated against regarding age, gender, 

economic status, education, or race. The right to privacy was guaranteed by ensuring confidential 

provision of data. The project survey did not collect personal identifying information such as 

name, date of birth, and address. Limiting access of the data only to the project investigator also 
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assured confidentiality. Participant emails were kept confidential in a password protected server 

and responses received via email were de-identified by the Qualtrics software.  

Polit and Beck (2012) discuss vulnerable populations as children, the mentally or 

emotionally disabled, the physically disabled, the terminally ill, institutionalized people, and 

pregnant women. The primary care providers participating in this needs assessment were not 

members of these vulnerable populations; however, I did anticipate a diversity in race, economic 

status, and educational level. For this reason, the participant permission form and survey used 

general lay terms. 

In addition, the project investigator was current on the Health Insurance Portability and 

Accountability Act (HIPAA) of 1996, human subjects training, and conflict of interest in 

research training through The Collaborative Institutional Training Initiative (CITI) program. 

Also, the project was reviewed by the University of Arizona and the College of Nursing 

Departmental Review Committee (Appendix F). This review ensured that all appropriate 

measures were taken to establish participants’ permission, safety, and confidentiality (Terry, 

2015).  

FINDINGS 

Description of the Sample 

Some 18 health care providers from a primary care medical clinic in Las Vegas, Nevada 

met inclusion criteria for participation in the quality improvement needs assessment. Of those, 15 

providers (83%) agreed to participate in the project and 12 providers (80%) fully completed the 

survey. The sample included physicians, nurse practitioners, physician assistants, and staff 

nurses. When asked about their number of years in clinical practice: 23% (n=3) had less than five 
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years; 54% (n=7) had 5-15 years; 8% (n=1) had 15-25 years; and 15% (n=2) had over 25 years 

of clinical experience.  

RESULTS 

Personal Knowledge and Comfort Level 

Some 47% (n=7) of participants infer “young” to be under age 40 while considering 

women with a breast cancer diagnosis (Figure 2). Overall, 85% (n=11) agreed or strongly agreed 

that their profession plays an important role in counseling and/or supporting young women with 

breast cancer. The same 85% (n=11) reported lack of special training or clinical experience in 

counseling young women with breast cancer. In regard to the participants’ exposure to young 

women with breast cancer, 53% (n=7) report seeing patients with a history of breast cancer, but 

do not have a special interest in this population.  

 
Number of Responses 

FIGURE 2. Age range of young women with breast cancer considered “young.” 

The same 74% (n=11) of participants agreed or strongly agreed that they were 

comfortable providing care to young women with breast cancer while 69% (n=9) agreed or 
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strongly agreed that they were confident in their abilities to provide counselling and/or support 

for these young women’s psychosocial needs. 

The majority of participants rated their personal knowledge as fair or poor regarding most 

of the specified psychosocial needs of young patients with breast cancer. Loss of fertility (69%) 

and decreased or impaired sexual functioning (62%) were two needs that indicated the highest 

ratings of ‘fair’ to ‘poor knowledge.’ Meanwhile, the participants indicated ‘good’ or ‘excellent 

knowledge’ concerning body image (61%), untimeliness of illness and mortality (54%), and 

hospital and community resources (54%). In comparison, participants’ ratings of comfort level in 

providing care were very similar to ratings given for their knowledge base in regard to each 

psychosocial need. Approximately half of all providers rated their comfort level as ‘fair’ to 

‘poor’ in all seven psychosocial needs. Largely, 69% of respondents rated ‘fair’ and ‘poor’ 

comfort levels in loss of fertility, dating or relationship concerns, and decreased or impaired 

sexual functioning. On the other hand, respondents had higher comfort levels (rated ‘good’ and 

‘excellent’) in body image concerns (41%) and hospital and community resources (55%) (Table 

1). 

Participants were asked to rate their knowledge about three specific breast cancer 

programs in Nevada tailored to young women. Generally, respondents rated ‘poor knowledge’ 

regarding these specific programs: Women’s Health Initiative (46%), R.E.D. Rose Program 

(69%), and Young Women’s Initiative (77%). 
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TABLE 1. Responses to provider knowledge and comfort level in seven psychosocial needs 

(frequency and percentage - %). 

Barriers to Psychosocial Care 

Less than half (43%) of providers indicated they experienced challenges in providing 

counsel and support to young women with breast cancer. And 44% of providers admitted having 

insufficient time to provide the necessary supportive counseling and 33% reported a lack of 

knowledge on the issues that affect this population. Additionally, 22% reported challenges 

accessing supportive materials and resources available to young women with breast cancer.  

Educational Needs 

Mostly all participants (92%) felt they would benefit from educational sessions on the 

unique issues of young women with breast cancer. Just over half of providers (53%) preferred in-

person in-services/lecture/seminar type educational methods and approximately 20% favored 

online learning modules and written articles or guidelines to read on their own. Loss of fertility 

 Excellent Good Fair Poor 

Knowledge 
  Loss or interrupted fertility 2 (14) 3 (21) 7 (50) 2 (14) 
  Body image 3 (21) 6 (43) 4 (29) 1 (7) 
  Relationship concerns 2 (14) 5 (36) 5 (36) 2 (14) 
  Impaired sexual functioning 2 (14) 4 (29) 7 (50) 1 (7) 
  Untimeliness of illness/mortality 3 (21) 5 (36) 5 (36) 1 (7) 
  Premature menopause 2 (14) 5 (36) 6 (43) 1 (7) 
  Community resources 2 (14) 6 (43) 5 (36) 1 (7) 

 

Comfort Level 
  Loss or interrupted fertility 2 (14) 3 (21) 5 (36) 4 (29) 
  Body image 1 (8) 5 (38) 5 (38) 2 (15) 
  Relationship concerns 1 (7) 4 (29) 5 (36) 4 (29) 
  Impaired sexual functioning 1 (7) 4 (29) 6 (43) 3 (21) 
  Untimeliness of illness/mortality 0 (0) 4 (31) 6 (46) 3 (23) 
  Premature menopause 1 (7) 4 (29) 5 (36) 4 (29) 
  Community resources 1 (8) 6 (50) 4 (33) 1 (8) 
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or interrupted fertility ranked highest by the respondents as the most useful educational topic in 

the clinical setting (Figure 3). 

 
Number of respondents 

FIGURE 3. Educational topics found most useful in the clinical setting. 

The results of this needs assessment supported the literature review evidence of health 

care provider knowledge gaps and limited comfort levels in offering care for psychosocial needs 

of young women with breast cancer (Weis, 2015; Macdonald et al., 2012; & Halley et al., 2014). 

The assessment also emphasized key knowledge deficiencies in fertility and relationship issues 

that were often reported in the supporting literature. This could explain why these topics were 

often avoided during clinical encounters as described by young patients (Halley et al., 2014; 
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Ruddy et al., 2015). Furthermore, the challenges disclosed by participants concerning lack of 

knowledge and insufficient time for delivering appropriate psychosocial interventions are 

consistent with the recurring barriers documented in recent studies (Halley et al., 2014; Weis, 

2015; & Macdonald et al., 2012).  

DISCUSSION 

The purpose of this quality improvement project was to gain insight into health care 

providers’ knowledge of psychosocial needs of young women with breast cancer, their comfort 

level in implementing psychosocial care, and barriers to offering psychosocial interventions to 

young women at the time of a breast cancer diagnosis in the primary care setting. The project’s 

design was able to fulfill this purpose by analyzing participants’ answers to survey questions 

according to their personal thoughts and opinions. Moreover, this needs assessment addressed 

project aims with the evaluation of provider awareness and comfort level regarding the most 

recurring unmet psychosocial needs of young women with breast cancer found in current 

literature.  

Participation in this needs assessment encouraged participants’ reflection on their 

personal needs and professional challenges in breast cancer care for young women. This 

reflection could be applied to the selected framework of Integrated Theory of Health Behavior 

Change as an initial step in decreasing the knowledge gap between unmet psychosocial needs 

and the implementation of appropriate interventions. During the completion of the survey, 

participants evaluated the influence of their social facilitation on their knowledge and beliefs 

regarding young women with breast cancer. Additionally, they were able to assess the effect it 

had on their comfort level in providing care. This process may assist self-regulation within the 
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participants, so personal and professional goals can be set to improve breast cancer care and 

enhance quality of life for the young women they may encounter.  

In general, most respondents agreed they were comfortable and confident in their abilities 

to provide standard medical care for young women with breast cancer; yet, the majority of the 

participants rated their knowledge and comfort level fair to poor in psychosocial care for the 

seven specific psychosocial needs addressed in the survey. In comparison to the Tathanhlong et 

al. (2015) study, oncology team members rated higher knowledge and comfort levels in 

psychosocial care than the primary care participants in this project. This disparity further 

supports the need to increase psychosocial awareness at different phases of cancer care and the 

importance of integrating primary care providers into the cancer care team (Jiang et al., 2016). 

Like the Tathanhlong et al. (2015) study, almost all participants reported a perceived 

benefit for educational sessions regarding the unique issues faced by young women with breast 

cancer. It is critical that health care providers overcome these knowledge gaps and organizational 

barriers to effectively implement a holistic care plan in order to improve quality of life for this 

population (Tathanhlong et al., 2015).  

The participants revealed challenges in not only knowledge and comfort level, but also 

identified barriers to this psychosocial care. Lack of awareness and education, time constraints, 

and accessibility of supportive resources could be potential barriers to adequate psychosocial 

assessments and interventions in the primary care clinic as they were in many settings studied in 

the literature review (Weis, 2015; Halley et al., 2014; & Tathanhlong et al., 2015). The major 

difference between the results from this project and the supporting literature is the method of 

data collection. Most studies in the literature review assessed patient perception of barriers to 
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appropriate psychosocial care whereas this project evaluated health care providers’ perceptions 

and beliefs concerning challenges in caring for young women with breast cancer. This needs 

assessment provided a different point of view with valuable information that assisted in targeting 

specific challenges to overcome and areas for improvement.  

Application to Practice 

Data collected from this project’s survey may inspire organizational and political 

educational initiatives to target specific primary care provider needs. Heightened awareness 

about common psychosocial needs of the patient may lead to an increase in education on shared 

decision making and the use of breast cancer decision aids (Harter et al., 2015). According to 

Harter et al. (2015), training in shared decision making and decision aids improves their use by 

providers and contributes to less anxiety and depression for women with breast cancer. Likewise, 

improving psychosocial needs assessments, shared decision making, and accessibility to hospital 

and community resources may lead to the formation of an interdisciplinary care team better 

tailored to an individual’s needs (Nancarrow et al., 2013).  

The findings of this needs assessment will be communicated to the participating primary 

care site in the form of an executive summary to assist in identifying barriers in clinical practice 

and disseminate recommendations for improving the organization’s provision of breast cancer 

care. Health care providers at the primary care medical clinic in Las Vegas, Nevada may choose 

to continue with a quality improvement and offer education and training on psychosocial care 

according to providers’ learning preferences which the majority of survey respondents report 

favoring in-services and lectures. Also, availability of breast cancer and psychosocial clinical 
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practice guidelines within the organization may also improve knowledge and comfort level in 

providing care for young women with breast cancer (Luctkar-Flude et al., 2015; Weis, 2015).  

Limitations 

Some participants chose not to answer all questions in the survey. Incomplete surveys 

may increase bias due to inconsistent data responses for the variables (Polit & Beck, 2012). 

Furthermore, the project requested participants to self-assess their knowledge and comfort level 

regarding psychosocial care for young women with breast cancer; yet, no attempt was made to 

measure or evaluate their actual knowledge or ability to provide care to the particular patient 

population (Tathanhlong et al., 2015).  

In future projects, one can consider recruitment from multiple primary care sites to gain 

larger sample sizes and make results generalizable. Large sample sizes can help limit bias and 

begin to establish statistical inferences (Polit & Beck, 2012). Moreover, there are only three 

types of challenges to psychosocial care for young women with breast cancer that are assessed in 

this project’s survey. Therefore, another consideration is to provide participants an area for 

personal comments regarding this issue so additional barriers and challenges may be revealed. 

Young women with cervical cancer often experience similar issues with sexual function, 

fertility, and body image; therefore, future quality improvements may also be adapted from this 

project to increase psychosocial care and improve quality of life for patients with different cancer 

types (Tathanhlong et al., 2015; Weis, 2015). 

Conclusion 

Young women with breast cancer often endure psychosocial distress after initial 

diagnosis and long after treatment because of specific age-related stressors (Ruddy et al., 2013). 
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Health care providers must pay close attention to the needs of these young women that target 

areas of disease and treatment education, body image, fertility, social support, and survivorship 

to improve their quality of life through enhanced coping and disease self-management (Ruddy et 

al., 2013). Studies discover potential interventions and educational strategies that foster 

psychosocial well-being for young women with breast cancer, but little is known as to why these 

needs continue to be unmet (Jassim et al., 2015; Drageset et al., 2012).  

The purpose of this quality improvement was to gain insight about health care providers’ 

knowledge of psychosocial needs of young women with breast cancer, the providers’ level of 

comfort for implementing psychosocial care to these patients, and barriers to offering 

psychosocial interventions at the time of diagnosis in the primary care setting to young women 

with breast cancer. This project has exposed a general lack of knowledge and comfort in primary 

care providers who work in a clinic in southern Nevada. Particularly, the participants are not 

comfortable in counseling and may require more education on issues pertaining to loss of 

fertility, dating or relationship concerns, and decreased or impaired sexual functioning. Aside 

from the lack of knowledge regarding the issues young women face, other barriers have been 

identified that may contribute to these unmet psychosocial needs. Examples of these barriers 

include insufficient time for counseling and difficulty accessing supportive resources. Findings 

of this assessment bring to light potential target areas of prioritization for breast cancer education 

initiatives and may help provide a foundation for further research (Polit & Beck, 2012; 

Tathanhlong, Bristow, & McGuffin, 2015). 
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Research 

Question 

Theoretical 

Framework 

Design/Level of 

Evidence 

Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Alam, S., Elwyn, G., 
Percac-Lima, S., Grande, 
S., & Durand, M.A. (2016). 
Assessing the acceptability 
and feasibility of encounter 
decision aids for early 
stage breast cancer targeted 
at underserved patients. 
BMC Medical Informatics 

and Decision Making, 

16(147), 1-13. DOI 
10.1186/s12911-016-0384-
2 
  

Quantitative 
variables: 
-3 types of 
decision aids. 
-understanding 
of disease and 
treatment in 
breast cancer 
patients in low 
SES 

None discussed Multi-phase, mixed 
methods design. 
 
Level II 

Phase 1:  
N=5; 
Phase 2:  
N=268; 
Phase 3: 
N=15 
 
Non- randomized 
from rural 
community 
 

Phase 1: Focus 
groups interviews 
with stakeholders 
 
Phase 2: Web based 
questionnaire 
 
Phase 3: semi-
structured interviews 
with breast cancer 
patients and 
clinicians. 
 
Analysis: descriptive 
statistics, chi-square 
measure of 
association, and 
Kendall B. Analyses 
 

Study reveals 
decision aids are 
acceptable, 
accessible, and 
effective in educating 
breast cancer women 
with low SES. 
 
Limitations: 
Low sample size; 
limited demographic, 
bias with self-
selection bias.  

Belkora, J.K.,Miller, M.F., 
Dougherty, K., Gayer, C., 
Golant, M., & Buzaglo, 
J.S. (2015). The need for 
decision and 
communication aids: A 
survey of breast cancer 
survivors. The Journal of 

Community and Supportive 

Oncology, 13, 104-112. 
Doi: 10.12788/jcso.0116. 

Qualitative 
phenomena: 
Satisfaction 
scores directly 
related to 
patient 
participation 
with decision 
and 
communication 
aids. 

None discussed Prospectively 
planned, cross-
sectional, 
retrospective design. 
 
Level III 

Participants from 
Cancer Support 
Community Registry. 
N=917 
Median age=55 
years; 
Median time at 
diagnosis=3.8 years 
 
80% white race. 

Mailed surveys for 
data collections. 
 
Analysis was done by 
descriptive statistics, 
tabulated nominal 
responses, and plotted 
distributions of 
quantitative ratings. 

Gaps of care 
expressed in patient 
receiving information 
and making treatment 
decisions. 



 
 
 

50

Author / Article Qualitative: 

Concepts or 

phenomena 

Quantitative: 

Key Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design/Level of 

Evidence 

Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Christophe, V., Duprez, C., 
Congard, A., Lesur, A., 
Fournier, E., & 
Vanlemmens, L. (2015). 
The subjective experience 
of young women with non-
metastatic breast cancer: 
The Young women with 
breast cancer inventory. 
Health and Quality of Life 

Outcomes, 13(73), 1-12. 
DOI 10.1186/s12955-015-
0273-x 
 

Qualitative 
phenomena: 
-couple 
cohesion 
-negative 
affectivity and 
apprehension 
about future 
-management of 
family and 
everyday life 
-sharing with 
close relatives 
-body 
image/sexuality 
-deterioration of 
relationships 
with close 
relatives 
-career 
management 
-financial 
difficulty 
 

None discussed Observational, 
prospective 
qualitative design. 
 
Level III 

N=546 women with 
non-metastatic breast 
cancer. 
 
Mean age=40.46 
years 
 
Mean length of 
diagnosis=2.47 years. 
 
Sample collected 
from 27 French 
cancer treatment & 
research centers.  
 

Data collected 
through a mailed 
questionnaire and a 
socio-demographic 
data form.  
 
Participants’ medical 
information was 
collected from cancer 
centers. 
 
The quality of life 
assessment tool (YW-
B136) administered 
to all participants. 
 
111 participants also 
answered standard 
quality of life 
questionnaire (QLQ-
C30 & QLQ-BR23). 
 
116 participants 
repeated the YW-
B136 2 weeks after 
baseline.  
 
Utilized exploratory 
and confirmatory 
analysis  

Research concluded 
that YW-BC136 has 
validity in measuring 
subjective experience 
of non-metastatic 
breast cancer in 
young women under 
45 years of age.  
 
Internal consistency 
of tool and temporal 
stability are >0.75.  
 
Convergent validity 
indicates YW-BC-
136 is comparable to 
standard tools for 
measuring quality of 
life.  
 
Limitations: 
Only tested in French 
women.  
 
No randomization 
addressed. 
 
No theoretical 
framework is used. 
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Quantitative: 

Key Variables 

Hypothesis 
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Framework 

Design/Level of 

Evidence 

Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Drageset, S., Lindstrom, 
T.C., & Underlid, K. 
(2012). “The Support I 
need”: Women’s 
experiences with social 
support after receiving 
breast cancer diagnosis 
and awaiting surgery. 
Cancer Nursing, 35(6), 

E39-E47. 
Doi:10.1097/NCC.0b013e
31823634aa 

 

Qualitative 
phenomena: 
Breast cancer 
patients lack an 
adequate 
psychosocial 
assessment 
leading to 
unmet needs. 
 

 Qualitative 
descriptive design. 
 
Level III 

Sample: a 
convenience sample 
of 21 newly 
diagnosed Norwegian 
breast cancer 
patients; 
age 41-73; awaiting 
primary surgery 
 
time between 
diagnosis and 
surgery= 1-3 weeks 
 
setting: Norwegian 
university hospital 
 

Data collection: 
Individual semi-
structured interviews 
conducted day before 
surgery 
 
Interview length= 50-
120 minutes 

Kvale’s guidelines 
for meaning 
condensation analysis 
used to extract 5 
themes: 
 
-available support 
-information and 
advice 
-care 
-having confidants 
-balancing distance 
and closeness. 
Limitations: 
-No methods of 
triangulation/member 
checks 
 
-no transferability 
because participants 
were Norwegian from 
1 geographical 
region. 
 
-lacked dependability 
because researcher 
interpretations may 
vary in further studies 
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Author / Article Qualitative: 

Concepts or 

phenomena 

Quantitative: 

Key Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design/Level of 

Evidence 

Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Harter, M., Buchholz, A., 
Nicolai, J., Reuter, K., 
Komarahadi, F., Kriston, 
L., Kallinowski, B., Eich, 
W., & Bieber, C. (2015). 
Shared decision making 
and the use of decision 
aids. Deutsches Arzteblatt 

International, 112, 672-
679.  

Quantitative 
variables:  
Physicians 
competence 
with decision 
aids; patient 
anxiety & 
depression 

None discussed Parallel-group, 
cluster randomized 
trial.  
 
Level I. 

N=86  
 
Randomized 
sampling into 
intervention (N=44) 
& control (N=42) 
groups 

Measuring tools: 
-Decisional conflict 
scale 
-Satisfaction with 
decision scale 
-Shared decision 
making questionnaire 
-Consultation and 
relational empathy 
scale 
-hospital anxiety and 
depression scale 
-Cancer specific 
questionnaire of the 
European 
organization for 
research treatment of 
cancer 
 

Patients treated by 
physicians trained in 
SDM had lower 
anxiety and 
depression scores 
immediately after 
consultation. 
 
Limitations: 
Lack of 
generalizability from 
small sample group. 

Jassim, G.A., Whitford, 
D.L., Hickey, A., & Carter, 
B. (2015). Psychological 
interventions for women 
with non-metastatic breast 
cancer. The Cochrane 

Review, 5. 1-110. DOI: 
10.1002/14651858.CD008
729.pub2. 
 

Quantitative 
question: 
What the effect 
is of 
psychological 
interventions on 
the 
psychological 
impact, quality 
of life, and 
survival among 

None discussed. Systematic review of 
randomized 
controlled trials. 
 
Level I. 

Inclusion articles 
included randomized 
controlled trials that 
assessed the 
effectiveness of 
psychosocial 
interventions. 

Review of research 
studies that assessed 
the effectiveness of 
psychological 
interventions on 
quality of life and 
survival for non-
metastatic breast 
cancer in women. 
 
2 review authors 

CBT and 
psychotherapy 
showed significant 
improvement in 
quality of life. 
 
Limitations: 
Differing 
characteristics of 
control groups 
throughout the 
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Concepts or 
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Quantitative: 

Key Variables 
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Research 

Question 

Theoretical 

Framework 

Design/Level of 

Evidence 

Sample (N) Data Collection 

(Instruments/tools) 

Findings 

women with 
non-metastatic 
breast cancer. 

independently 
appraised and 
extracted data from 
eligible trials; any 
disagreement was 
resolved by 
discussion 

studies, these can 
influence the 
effectiveness of 
intervention 
 
Differing methods 
and timing of 
outcome 
measurements and 
assessments. 
 
Lack of blinding in 
numerous studies 
 

Mehrabi, E., Hajian, S., 
Simbar, M., Hoshyari, M., 
& Zayeri, F. (2015). 
Coping response following 
diagnosis of breast cancer. 
Electronic Physician, 

7(8),1575-1583. 
 

Determining 
specific coping 
strategies for 
women with 
breast cancer in 
early stages 
after diagnosis. 

None discussed Systematic review. 
 
Level III. 

Review of 
quantitative and 
qualitative studies 
with observational 
design 

2 reviewers 
independently 
reviewed all relevant 
articles using the 
Newcastle Ottawa 
Quality Assessment 
Scales. 
 
Chosen articles were 
in English and 
focused on coping 
strategies or 
behaviors that were 
used by breast cancer 
survivors. 
 

Reviews positive 
effects supportive 
psychotherapy. 
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Concepts or 

phenomena 

Quantitative: 

Key Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design/Level of 

Evidence 

Sample (N) Data Collection 

(Instruments/tools) 

Findings 

O’Brien, M.A., Charles, C., 
Lovrics, P., Wright, F.C., 
Whelan, T., Simunovic, 
M., Kennedy, E., & 
Grunfeld, E. (2014). 
Enablers and barriers to 
using patient decision aids 
in early breast cancer 
consultations: A qualitative 
study of surgeon’s views. 
Implementation Science, 

9(174), 1-8. Retrieved 
from: 
http://www.implementation
science.com/content/9/1/17
4 
 

Qualitative 
concepts: 
Recurring 
themes to 
barriers are: 
-demographic & 
practice 
characteristics 
-awareness of 
decision aids. 
-surgeons’ 
perceptions 
 
 

None discussed Descriptive 
qualitative design. 
 
Level III 

Purposeful sampling 
from academic and 
community practices 
in Ontario, Canada. 
 
N=22 surgeons 
 
Median age= 50; 
Median years of 
practice=15 
 
Male = 60% 

Semi-structured 
interviews lasting 40 
minutes. Interviews 
were audio recorded. 
 
Data was coded using 
MAOB & MHM by 2 
members; and themes 
were created and 
reviewed by a third 
member. 

Surgeons valued the 
effect of DAs on 
patient interactions. 
 
Limitations: 
Lacked 
generalizability due 
to one geographical 
region. 
 
Did not discuss 
triangulation. 

Ruddy, K.J., Greaney, 
M.L., Sprunck-Harrild, K., 
Meyer, M.E., Emmons, 
K.M., & Partridge, A.H. 
(2013). Young women with 
breast cancer: A focus 
group study of unmet 
needs. Journal of 

Adolescent and Young 

Adult Oncology, 2(4), 153-
160. DOI: 
10.1089/jayao.2013.0014 
 

Qualitative 
concepts: 
-Participants 
felt different 
from older 
breast cancer 
patients. 
-Participants 
dealt with 
exclusive 
challenges 
while 
transitioning 

None Qualitative 
descriptive design. 
 
Level III 

N= 36 females with 
stage I-III breast 
cancer within past 4 
years. 
 
Mean age=37.8 years. 
 
Sample collected 
from patients at 
Dana-Farber Cancer 
Institute in Boston, 
MA 

Data was collected 
from 4 focus groups. 
Semi-structured 
interviews lasted 90 
minutes. 
 
Handwritten notes & 
audio tapes were 
used. 
 
A moderator 
summarized points 
with participants. 

The study reveals 
young women with 
breast cancer have 
various unmet needs 
and gathered 
recommendations for 
interventions that 
may help to address 
them.  
 
The 3 main study 
concepts were further 
detailed with 
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into 
survivorship. 
-Participants 
need assistance 
with connecting 
with other 
young breast 
cancer patients, 
navigating 
healthcare 
system, 
education 
material, 
consultation 
referrals. 

Transcripts were 
analyzed, themes 
were coded into 
categories using 
NVivo software v2.  
 
Demographic data 
frequencies were 
obtained by SAS 
v9.3. 

recurring themes. 
 
Limitations: 
-Study does not use a 
theoretical 
framework. 
-Small sample size 
from one site. 
-Participants’ stage of 
treatment was 
unknown.  
-Does not include 
longer term 
survivorship issues. 
-Majority of 
participants were 
white, well-educated, 
and financially 
secure. 
  

Ruddy, K.J., Greaney, 
M.L., Sprunck-Harrild, K., 
Meyer, M.E., Emmons, 
K.M., & Partridge, A.H. 
(2015). A qualitative 
exploration of supports and 
unmet needs of diverse 
young women with breast 
cancer. The Journal of 

Community and Supportive 

Qualitative 
concepts: 
Existing 
supports: 
-relationships 
-supportive 
work 
environments 
-
faith/spirituality 

Ecological Model Qualitative 
descriptive design. 
 
Level III 

N=20 females with 
stage I-III non-
metastatic breast 
cancer within 
previous 4 years. 
 
Sample collected 
from 18 different 
hospitals and 
organizations across 

Semi-structured audio 
recorded telephone 
interviews using 5 
essential open-ended 
questions with 
follow-up questions 
based on patient 
responses. 
 
Interviews took place 

Young women with 
breast cancer have 
similar needs and 
preferences 
regardless of 
ethnicity.  

 

Limitations restrict 
generalizability  
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Oncology, 13(9), 323-329. 
DOI 
10.12788/jcso.0169. 

Unmet needs 
requiring more 
support: 
-side effects of 
treatment 
-reproductive 
functioning/sex
uality 

-future 
social/romantic 
relationships 
-effect of 
disease on job 
performance. 
-transitioning 
into 
survivorship 
-connections 
with other 
breast cancer 
survivors 
-support for 
family members 
 

North America 
 
25% Hispanic; 15% 
Black; 50% White & 
non-Hispanic; 10% as 
another race. 
 
Mean age=35.9 years. 

May-November 2011 
 
Analysis:  
-Audio recordings 
were transcribed.  
 
-Collaborative 
immersion/crystalliza
tion used to analyze 
data. 
 
-2 researchers 
reflected on data, 
took detailed notes, 
and coded emerging 
themes. 
 
-SAS version 9.3 
used for demographic 
means/frequencies. 
 

-Small sample size.  
 
-Does not include 
non-English speaking 
women. 
 
- All women were 
educated with an 
average household 
income of 
$75,000/year 
 
-Participants were 
finished with 
treatment and 
transitioning into 
survivorship. 
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APPENDIX B: 

NEEDS ASSESSMENT SURVEY 
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Survey 

 

For each item, please choose the best possible response according to your own opinions and 

self-assessment.  
 

1) In your opinion, what age groups would you consider to be “young” when thinking 

about breast cancer patients?  
� <30 years � <40 years � <50 years � <60 years  

 

2) Overall, I am comfortable providing care to young breast cancer patients.  
� Strongly agree � Agree � Disagree � Strongly disagree  

 

3) Overall, I am confident in my abilities to provide young breast cancer patients with 

counseling and/or support for their psychosocial needs.  
� Strongly agree � Agree � Disagree � Strongly disagree  

 

4) My profession plays an important role in counseling and/or supporting young breast 

cancer patients.  
� Strongly agree � Agree � Disagree � Strongly disagree  

 

5) Regarding young breast cancer patients, how would you rate your personal knowledge 

of the following issues:  
a) Loss of fertility or interrupted fertility  
� Excellent � Good � Fair � Poor  
 
b) Body image concerns  
� Excellent � Good � Fair � Poor  
 
c) Dating or relationship concerns  
� Excellent � Good � Fair � Poor  
 
d) Decreased or impaired sexual function  
� Excellent � Good � Fair � Poor  
 
e) Untimeliness of illness and mortality  
� Excellent � Good � Fair � Poor  
 
f) Premature menopause  
� Excellent � Good � Fair � Poor  
 
e) Hospital and community resources available  
� Excellent � Good � Fair � Poor  
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6) Regarding young breast cancer patients, please rate how comfortable are you in 

supporting and/or counseling them with the following issues:  
a) Loss of fertility or interrupted fertility  
� Excellent � Good � Fair � Poor  
 
b) Body image concerns  
� Excellent � Good � Fair � Poor  
 
c) Dating or relationship concerns  
� Excellent � Good � Fair � Poor  
 
d) Decreased or impaired sexual function  
� Excellent � Good � Fair � Poor  
 
e) Untimeliness of illness and mortality  
� Excellent � Good � Fair � Poor  
 
f) Premature menopause  
� Excellent � Good � Fair � Poor  
g) Referrals to hospital or community resources  
� Excellent � Good � Fair � Poor  

 

7a) Have you experienced any challenges providing counsel and/or support to young breast 

cancer patients?  
�Yes �No  

 

7b) If you have, what challenges have you faced? (please choose all that apply)  
� Insufficient time to provide the necessary supportive counselling  
� Lack of knowledge on the issues that affect young breast cancer patients  
� Accessing supportive materials and resources available to young breast cancer patients  

 

8a) Do you feel you would benefit from educational sessions on the unique issues faced by 

young breast cancer patients?  
�Yes �No  

 

8b) What kind of educational sessions would interest you the most? (please choose all that 
apply)  
� In person in-service/lecture/seminar  
� Online e-learning module  
� Written information (articles/guidelines) to read on your own  

 

9) Which topics surrounding young breast cancer patients would you find most helpful in 

your practice? (please choose all that apply)  
� Loss of fertility or interrupted fertility  
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� Body image concerns  
� Dating or relationship concerns  
� Decreased or impaired sexual function  
� Untimeliness of illness and mortality  
� Premature menopause  
� Hospital and community resources available  
 

10) How would you rate your personal knowledge of the following programs for young 

breast cancer patients?  
a) PYNK  
� Excellent � Good � Fair � Poor  
b) Couplelinks.ca  
� Excellent � Good � Fair � Poor  
c) Rethink  
� Excellent � Good � Fair � Poor  

 

Demographics  

 

11) How many years of clinical practice do you have?  
� <5 years � 5-15 years �15-25 years �>25 years  

 

12) Which of the following describes your exposure to young breast cancer patients? (please 
choose all that apply)  
� I work with these patients in my current workplace  
� I have a specific interest in breast cancer  
� I see patients with a history of breast cancer, but do not have a special interest  
 

13) Have you had any special training and/or clinical experience counseling young breast 

cancer patients?  
�Yes �No  

 

Thank you for completing the survey! 
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APPENDIX C: 

PARTICIPANT RECRUITMENT LETTER 
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Project Title: Understanding barriers to providing psychosocial interventions in the 

primary care setting for young women with breast cancer 

Principal Investigator Name: Rizalyn Delgado, BSN, RN 

 

Dear Health care provider, 
 
My name is Rizalyn Delgado and I am a Doctor of Nursing Practice student from the University 
of Arizona. I am writing to invite you to participate in my quality improvement project that I will 
conduct at the Om Medical clinic. You are eligible to participate in this project because you are a 
health care provider in a primary care setting (physician, advanced practice nurse, physician’s 
assistant, or a registered/practical nurse) who provides care to a patient population that may 
consist of young women with breast cancer. As a health care provider in primary care, you are in 
a central position to provide psychosocial support to enhance the health and lives of these 
patients. 
 
The purpose of this quality improvement project is to gain insight into health care providers’ 
knowledge of psychosocial needs of young women with breast cancer, the providers’ level of 
comfort for implementing psychosocial care to these patients, and barriers to offering 
psychosocial interventions at the time of diagnosis in the primary care setting to young women 
with breast cancer. Participation is helpful with no regard to the frequency or how many breast 
cancer patients are seen in this clinic. This assesses general knowledge.  
 
If you choose to take part in this project, you will be asked to complete a Qualtrics on-line Likert 
scale and multiple-choice survey via email at your convenience. It has 13 items and will take 
approximately five to ten minutes to complete this survey. There are no foreseeable risks 
associated with participating in this project and you will receive no immediate benefit from your 
participation. Survey responses are anonymous.  
 
If you choose to participate in the project, participation is voluntary, refusal to participate will 
involve no penalty or loss of benefits to which you are otherwise entitled. You may withdraw at 
any time from the project. In addition, you may skip any question that you choose not to answer. 
By participating, you do not give up any personal legal rights you may have as a participant in 
this project.  
 
For questions, concerns, or complaints about the project, you may call Rizalyn Delgado at 757-
353-2289 or radelgado@email.arizona.edu. 
 
Thank you for your consideration. 
 
Sincerely, 
 
Rizalyn Delgado 
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APPENDIX D: 

OM MEDICAL CLINIC SITE PERMISSION FORM 
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17	April	2018	

	

University	of	Arizona	Institutional	Review	Board	

c/o	Office	of	Human	Subjects	

1618	E	Helen	St	

Tucson,	AZ		85721	

	

Please	note	that	Mrs.	Rizalyn	Delgado,	BSN,	RN,	UA	Doctor	of	Nursing	Practice	student,	has	

permission	of	the	Om	Medical	Clinic	to	conduct	a	quality	improvement	project	at	our	facility	

for	her	project,	“Understanding	barriers	to	providing	psychosocial	interventions	in	the	

primary	care	setting	for	young	women	with	breast	cancer”.		

Mrs.	Delgado	will	conduct	a	survey	of	health	care	providers	at	Om	Medical	Clinic.	She	will	

recruit	providers	through	email.	The	email	will	provide	a	description	of	the	project,	what	they	

will	be	asked	to	do,	the	time	involved,	and	a	link	to	the	online	survey.	Mrs.	Delgado’s	activities	

will	be	completed	by	August	1,	2018.	

Mrs.	Delgado	has	agreed	to	provide	to	my	office	a	copy	of	the	University	of	Arizona	

Determination	before	she	recruits	participants.	She	also	agrees	to	provide	aggregate	results	to	

Om	Medical	Clinic	upon	request	at	the	conclusion	of	her	project.	

If	there	are	any	questions,	please	contact	my	office.	

		

Respectfully,	

				

	

Dr.	Dipti	S.	Patel,	D.O,	CPI	

Om	Medical	Research	

6841	S.	Eastern	Ave,	Suite	100	

Las	Vegas,	NV	89119	

O:702‐456‐7546,	Cell:	201‐725‐1244	

DPatel@ommedical.org	

	

6841	South	Eastern	Ave,	Suite	100,	Las	Vegas,	NV	89119.	702‐456‐7546,	info@ommedical.org,	

www.OmMedical.org	
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APPENDIX E: 

WRITTEN DISCLOSURE FORM FOR PARTICIPANT PERMISSION 
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Written Disclosure Form for Participant Permission 

 
Project Title: Understanding barriers to providing psychosocial interventions in the primary 

care setting for young women with breast cancer 

 
Principal Investigator: Rizalyn Delgado, BSN, RN 
 
You are being asked to participate in a quality improvement. Your participation in this quality 
improvement project is voluntary, and you do not have to participate. This document contains 
important information about this study and what to expect if you decide to participate. Please 
consider the information carefully. Feel free to ask questions before making your decision 
whether or not to participate. 
 
This quality improvement project is a descriptive design and may help determine the needs and 
barriers of primary care health providers in implementing psychosocial interventions to young 
breast cancer patients or whether there is a need for continuing education on the issues faced by 
these patients. 
 
The assessment will be in the form of a self-report survey consisting of 13 item Likert scale and 
multiple-choice questions using Qualtrics. The emailed survey should take five to ten minutes to 
complete at your own convenience and will be available for two weeks. Requirements for 
participation are that you offer primary care services to a patient population that may consist of 
young women with breast cancer, regardless of the frequency or total number of these women 
seen in your clinic, and proficiency in English. 
 
There are no foreseeable risks associated with participating in this project and you will receive 
no direct benefit from your participation. The survey responses are anonymous as it does not 
collect personal identifying information such as name, date of birth, or address. Information that 
you provide and all email correspondence will be kept confidential on a password protected 
server. Data is accessible only by the project investigator. Information collected will not be used 
or shared for future research studies. 
 
For questions, concerns, or complaints about the study you may contact: Rizalyn Delgado at the 
following email radelgado@email.arizona.edu. 
 
For questions about your rights as a participant in this study or to discuss other study-related 
concerns or complaints with someone who is not part of the research team, you may contact the 
Human Subjects Protection Program at 520-626-6721 or online at 
http://rgw.arizona.edu/compliance/human-subjects-protection-program. 
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Participant Permission 

I have read this form, and I am aware that I am being asked to participate in a quality 
improvement. I have had the opportunity to ask questions and have had them answered to my 
satisfaction.  

 

I have read the disclosure form and voluntarily agree to participate in this project as 

indicated by completing and submitting the survey through the Qualtrics software. 

 

 

���� Agree ���� Disagree 
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APPENDIX F: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD (IRB) APPROVAL 

LETTER – HUMAN SUBJECTS REVIEW NOT REQUIRED 
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