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Abstract

Advances in breast cancer screening and treatment have led to an overall 5-year survival rate of 

90%. Many of these cancer cases are diagnosed in working women. Few studies have explicitly 

examined the cancer–work interface, as experienced by low-wage earning women with breast 

cancer. This study uses in-depth, semistructured interviews with 24 low-wage breast cancer 

survivors to identify employment decisions and factors that influenced or enabled these decisions, 

and examine the individual strategies and workplace supports used to manage the cancer–work 

interface among a subset of women (n = 13) who continued to work. Future research areas and 

clinical implications are discussed.
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Introduction

Breast cancer is the most commonly diagnosed cancer among women in the United States 

(US), with more than 249,000 new cases expected in 2016 (American Cancer Society 

[ACS], 2016). Advances in breast cancer screening and treatment have led to an overall 5-

year survival rate of 90% (DeSantis et al., 2014). Many women are employed when they are 

diagnosed with breast cancer, with almost 60% of cases diagnosed in working-age women 

between the ages of 20 and 69 (DeSantis et al., 2014). Working women diagnosed with 

breast cancer must make important treatment- and employment-related decisions 

concurrently throughout the course of their cancer care. We refer to this phenomenon as the 

cancer–work interface. For example, employed breast cancer survivors may decide to return 

to work1 following treatment (Balak, Roelen, Koopmans Ten Berge, & Groothoff, 2008), 
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whereas other survivors frequently decide to work during treatment (Sandberg, Strom, & 

Arcury, 2014), though specific population estimates are unknown. Although these decisions 

are likely challenging for all working breast cancer patients, they may be especially 

burdensome for women employed in low-wage2 hourly jobs, many of whom are likely to 

experience job insecurity (Roberts, Povich, & Mather, 2013), live from paycheck-to-

paycheck (Williams & Boushey, 2010), and may have limited, if any, access to workplace 

policies and practices (e.g., paid leave, flexible work hours) that might otherwise help them 

manage the cancer–work interface (Farrell & Venator, 2012; Watson & Swanberg, 2013). 

For instance, an oncologist may recommend that a woman take time off from work during 

her chemotherapy treatment. However, low-wage earning survivors may not be able to afford 

to take time off without pay; a reduced paycheck may impact the ability to cover living 

expenses such as rent, medical bills, or groceries. As such, she may manage the cancer–work 

interface differently compared to a woman with access to more than a few days of paid 

leave. Likewise, being able to work flexibly (e.g., work from home, modify number of work 

hours/day or work schedule) has been shown to influence cancer survivors’ decisions to 

continue to work during treatment (Pryce, Munir, & Haslam, 2007), however, many low-

wage jobs are place based (i.e., job tasks must be done at worksite) and/or time bound (i.e., 

fixed work hours), limiting this strategy for low-wage earning survivors co-managing cancer 

treatment and work responsibilities.

Understanding the cancer–work interface—as experienced by low-wage women with breast 

cancer—is critical due to the significant growth in the number of low-wage jobs in the US 

within the past decade and the fact that women disproportionately hold these jobs (National 

Women’s Law Center [NWLC], 2014). Indeed, there are currently 13 million women 

working in low-wage jobs in the US, comprising 65% of the low-wage workforce (NWLC, 

2014). In contrast to those who are employed in higher-wage occupations, low-wage 

workers typically do not have access to employer benefits (Bureau of Labor Statistics [BLS], 

2015a) that have been found to aid employed cancer survivors such as: employer-sponsored 

health insurance (Hsai et al., 2000), paid leave (Mehnert, 2011; Peipins, Soman, Berkowitz, 

& White, 2012), and flexible work hours (Pryce et al., 2007). Among low-wage workers, 

approximately 33% are offered healthcare benefits through their employer, only 25% have 

access to paid sick leave, and 5% have access to paid family leave (BLS, 2015b). 

Furthermore, low-wage jobs frequently require nonstandard work hours, namely, a schedule 

other than Monday–Friday, 8 am–5 pm (Enchautegui, 2013; Henly, Shaefer, & Waxman, 

2006; Kalleberg, Reskin, & Hudson, 2000). These jobs also have unpredictable schedules 

over which employees have little control (Hammer, Kossek, Anger, Bodner, & Zimmerman, 

2011; Swanberg, McKechnie, Ojha, & James, 2011), and have limited access to formal 

flexible work arrangements (Swanberg, Watson, & Eastman, 2014). Moreover, front-line 

1The National Library of Medicine (2016) defines “return to work” as “the resumption of normal work routine following a hiatus or 
period of absence due to injury, disability, or other reasons.”
2Although there is no universal definition of “low-wage,” three general approaches have been adopted by researchers, policy 
advocates, and policymakers. The basic income approach estimates the income required to buy a minimal bundle of goods and 
services needed for daily living; the US poverty threshold is most commonly used (Boushey, Fremstad, Gregg, & Waller, 2007). The 
social inclusion approach defines low-wage as a wage equal to or less than two-thirds the median wage of men (Boushey et al., 2007). 
The third approach, based on the Living Wage Movement in the US, defines low-wage as less than $15/hour (Fight for $15, 2016; 
Tung, Son, & Lathrup, 2015), which is comparable to 125% of the US poverty line for a family of four in 2016 (United States 
Department of Health and Human Services [US DHHS], 2016).
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supervisors seldom receive adequate training in work–life management skills (Kelly et al., 

2014; Swanberg, James, Werner, & McKechnie; 2008) needed to effectively handle 

employees’ issues surrounding cancer and work. These employment conditions inherent in 

low-wage jobs make it difficult for healthy individuals to thrive economically and 

emotionally (Hsueh & Yoshikawa, 2007; Lambert, Haley-Locke, & Henley, 2012; Williams 

& Boushey, 2010) and may be even more burdensome for a woman diagnosed with breast 

cancer.

In addition to employment conditions, there are also numerous medical factors, including 

stage at diagnosis, comorbidities, treatment type, time since treatment, and side effects, that 

may influence survivors’ decisions and strategies related to comanaging cancer treatment 

with job responsibilities (Feuerstein, 2009; Feuerstein et al., 2010). Specifically, the 

presence and severity of treatment-related side effects may influence whether to keep 

working, take time off from work, or leave the labor force entirely (Ahles et al., 2008; Main, 

Nowels, Cavender, Etschmaier, & Steiner, 2005; Stewart, Bieljaw, Colllins, Parkinson, & 

Tomiak, 2006).

Research on the cancer–work interface—specifically, understanding the decisions and 

strategies employed survivors use to co-manage their cancer and work responsibilities from 

diagnosis into treatment and survivorship—among breast cancer survivors who hold low-

wage jobs is scant (Vanderpool, Swanberg, & Chambers, 2013), creating a gap in the 

literature. Furthermore, much of the research on breast cancer and employment has focused 

on return to work3 as a primary employment outcome without drawing any distinction 

between those survivors who continue to work during some or all of their cancer treatment 

and those who take an extended leave, returning to work post-treatment (Feuerstein et al., 

2010; Nitkin, Parkinson, & Schulz, 2011). In fact, minimal attention has been devoted in the 

literature to survivors who continue working during treatment (Sandberg et al., 2014), 

including reasons why they continue to work and strategies used to manage breast cancer 

treatment alongside work responsibilities.

We expect that cancer survivors employed in low-wage jobs may have a heightened need to 

continue to work during their cancer treatment and recovery due to the economic and 

employment precariousness of their situations. Examination of the cancer–work interface 

experiences of breast cancer survivors employed in low-wage jobs enables us to address how 

employers, oncology providers, social workers, and patient navigators can increase the 

likelihood that these at-risk patients both receive appropriate clinical care and keep the jobs 

that provide them with economic security, a sense of self and, in many cases, access to 

health insurance. Thus, this study seeks to enhance knowledge about the cancer–work 

interface among breast cancer survivors employed in low-wage hourly jobs with the 

following aims: (1) to identify the employment decisions of low-wage breast cancer 

survivors and the factors that influenced or enabled these decisions; and (2) to identify the 

individual strategies and workplace supports used by low-wage breast cancer survivors, who 
continued to work throughout their cancer care, to manage the cancer–work interface.

3See footnote number 1 on page 2.
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Method

Recruitment and sample

This exploratory qualitative study recruited 24 breast cancer survivors between June 2012 

and August 2012 who were employed in Kentucky. To be eligible for study participation, a 

woman had to meet the following criteria: (1) received a new, primary breast cancer 

diagnosis within the last three years, (2) be employed at least 30 hours a week at one or 

more jobs at the time of diagnosis, (3) be earning less than $15 per hour at the time of 

diagnosis4, and (4) between 18–65 years old. The study used a community-based, purposive 

sample. Passive recruitment approaches included newspaper articles, word of mouth, and 

distribution of flyers in medical oncology offices, public health clinics, grocery stores, and 

cancer support groups throughout the state. In addition, breast cancer survivors who received 

services from a regional nonprofit cancer advocacy organization serving un- or 

underinsured, low-income clients in the past three years were actively recruited through an 

invitation letter from the organization’s director. Flyers and letters instructed prospective 

participants to call a designated phone number to inquire about study participation. 

Participants were screened for eligibility during the initial call by a research assistant; 

eligible participants were scheduled for a 1-hour telephone interview to take place the 

following week.

Our sample size of 24 was based on theoretical sampling (Glaser, 1992), in which we aimed 

to recruit several participants who were likely to represent a range of experiences and 

insights pertaining to the management of the cancer–work interface among breast cancer 

survivors employed in low-wage jobs. The original research design called for recruitment of 

up to 25 women or until interviews reached a qualitative saturation of information. 

Recruitment of this study sample proved challenging despite extensive recruitment strategies 

implemented throughout a statewide network of nonprofit and medical organizations. This 

difficulty in recruitment may have been due to the economic, health, and employment 

conditions of these women making them “hard to reach.” Nonetheless, we recruited a 

sample size that yielded saturation of information about how breast cancer survivors in low-

wage jobs managed the cancer–work interface.

Data collection

After a woman was reached by telephone to begin her interview, informed consent was 

obtained verbally, and permission to record and take handwritten notes was requested. Prior 

to administering the in-depth interview guide, participants were asked to answer a brief 

questionnaire about their sociodemographic, employment, and cancer characteristics.

The in-depth interview followed a semistructured format, asking questions that explored 

women’s employment decision-making processes, individual and workplace strategies used 

4We classified low-wage using the social inclusion perspective (Boushey et al., 2007), which specifies that a low-wage job is one 
paying less than two-thirds the median wage for men, which was approximately $14.50 per hour in 2012 when the study was 
completed (BLS, 2012). For ease of recruitment, we rounded up and defined low-wage as less than $15.00 per hour, which also 
coincides with the Living Wage Movement’s definition of lower-wage jobs (Fight for $15, 2016; Tung, Son, & Lathrup, 2015). This 
figure is comparable to approximately 135% of the US poverty line for a family of four in 2012 when the study was conducted (US 
DHHS, 2012).
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to manage the cancer–work interface, challenges encountered while continuing to work or 

upon return to work, employer-sponsored benefits or practices that influenced employment 

experiences during or after treatment, and other workplace factors that influenced 

employment experienced during or after treatment. All interviews were audio recorded and 

professionally transcribed, except in two cases where copious notes were taken during the 

interview (i.e., audio-recorder malfunction and one woman’s request not to record the 

interview). Interviews ranged in length from 45 to 90 minutes. Women were compensated 

$30 for study participation. All study procedures were approved by the Office of Research 

Integrity at the last author’s university.

Data analysis strategy

Transcribed recordings, along with the handwritten notes for the two cases noted in the 

previous section, were uploaded to ATLAS.ti (Version 7), a qualitative software program 

used to manage transcripts and generate codes. This study used a constant comparative 

method to analyze the data (Lindlof & Taylor, 2002; Schoenberg, Hatcher, & Dignan, 2008; 

Corbin & Strauss, 2008). Four coders, including the first and last authors, read the 

transcripts line-by-line and generated initial codes through code notes and analytic memos. 

All four coders then met to discuss these initial findings and develop more comprehensive 

categories; this led to the development of a codebook. Two coders then returned to five of 

the transcripts and coded them using the generated codebook; there was nearly 95% 

agreement between the two coders. To strengthen inter-rater reliability, four coders discussed 

the areas that generated most discrepancy, until there was 100% agreement. This process 

continued until all 24 interviews were coded. All coders met repeatedly to discuss the 

findings to resolve any discrepancies and come to consensus about coding and 

interpretations of data. Several additional steps were taken to ensure rigor in the data 

analysis. First, the research team members were selected from three different disciplines 

(i.e., social work, public health, and cancer control), allowing for multiple perspectives 

during coding and interpretation of the data. All research team members had previous 

research experience working with cancer survivors in Kentucky, and one author had 

extensive experience working with the employment community in Kentucky; this allowed 

the researchers to evaluate the findings based on their past field experiences. To further 

ensure internal validity, findings were corroborated and refined through the use of an 

informal advisory council; this team consisted of oncologists, oncology nurses, cancer 

advocacy organization leaders, a clinical psychologist, and academic researchers. In 

conclusion, researchers determined that saturation regarding employment decisions was 

reached with these 24 participants; these women voiced strikingly similar perspectives on 

this topic. Saturation was evidenced by these consistent findings pertaining to employment 

decisions and factors that influenced these decisions such that interviews continued until 

there was no additional new information derived from participants on these specific topics 

and further coding was no longer possible (Guest, Bunce, & Johnson, 2006). All 24 

participants were included in the analysis to answer the study’s first aim; we restricted the 

reporting of our analysis to the 13 women, who continued to work during treatment to 

answer Aim 2.
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Results

Sample characteristics

As presented in Table 1, the majority of women in this sample wereWhite (91.7%) and their 

average age was 49.3 years (SD = 8.5). Almost 60% of the women had at least some college 

education; eight women earned their high school diploma/GED (33.3%), and two women 

(8.4%) did not complete high school. Half of the sample was married/partnered and 29.2% 

of the women had children under the age of 18. Most women reported that they discovered 

their breast cancer through self-detection (58.3%) or mammogram (25%), and the average 

age at diagnosis was 47.4 years (SD = 8.7). The majority were diagnosed with Stage I or II 

breast cancer (I = 29.2%; II = 33.3%) and at the time of interview, just over 60% had 

completed treatment.

Approximately, half of the sample was employed in retail (29.2%) or healthcare/social 

assistance (20.8%) industries. Three-quarters of the women had health insurance through 

their employer or their spouse’s employer. At the time of diagnosis, the average hourly wage 

was $11.25 (SD = $2.18). Table 2 provides a detailed description of selected individual and 

employment characteristics of the 24 women in this sample.

Employment during and after cancer treatment

Four primary employment decisions were identified among the sample of 24 breast cancer 

survivors, which are reported in Table 3. A total of 13 women (54%) continued working 

throughout their cancer care, six women (25%) returned to work after an extended leave 

taken for treatment and recovery, four women (17%) quit working immediately or almost 

immediately following diagnosis, and one women (4%) was still on extended medical leave 

at the time of the interview. Table 3 describes the common reasons, both broadly and in 

detail, which influenced or enabled women’s employment decisions. Although we define 

and describe these reasons individually, women commonly reported multiple reasons for 

why they made certain employment decisions.

Continued to work—Women who continued to work during their cancer care and 

recovery are defined as those who took minimal or intermittent5 time off for medical 

appointments, treatment, and recovery. Women reported two primary factors that influenced 

their decision to continue to work throughout their cancer care: financial necessity and sense 

of responsibility.

Financial necessity: The most common reason that influenced survivors to continue to work 

throughout their treatment and recovery was financial necessity. This theme included topics 

such as a fear of job loss, the need for employer-sponsored health insurance6, the need for 

income, and limited or no access to paid time off from work. Women who reported a fear of 
losing their job believed that if they took any length of time off to focus on their cancer care, 

5Intermittent leave is defined as leave taken in separate periods of time due to a single illness or injury, rather than for one continuous 
period of time, and may include leave periods from an hour or more to several weeks (Intermittent Leave or Reduced Leave Schedule, 
2015).
6This study was conducted before widespread implementation of the Affordable Care Act.
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they would lose their job. Implicit in this fear was the concern that their employer might 

terminate them because of their cancer diagnosis. Job loss would mean loss of income and, 

in some cases, loss of employer-sponsored health insurance, neither of which could the 

women or their families afford, as illustrated by a woman who was undergoing 

chemotherapy treatment:

I ended up just [working] third shift and I worked 4 nights a week which is like 

11:00 o’clock at night until about 9:00 in the morning… I just, I knew that I had to; 

otherwise, I wouldn’t have health insurance and I would essentially lose everything 

and go bankrupt if I didn’t do that so that’s a good motivating factor [Participant 

13].

Women needed the income that their job provided. Without this income, women would be 

unable to “pay the bills.” Financial insecurity, or living paycheck-to-paycheck, seemed to be 

an underlying cause of women’s belief that they did not have a choice to stop working, as 

illustrated by a woman employed as retail clerk:

I had to work. My husband was unemployed, [he] had lost his job.… So we had to 

have my income…. …I had to get up and go to work regardless of how I felt 

physically or emotionally every day…I was blessed in that I didn’t miss any work; I 

went to work every day. The only time I was not at work was if I had to leave early 

for my chemo appointment or my radiation appointment. If I had tests or doctors’ 

appointments that were going to require [time off], I would schedule those on my 

day off, but I never called in [Participant 14].

Limited or no access to paid leave was another reason women believed it was financially 

necessary to keep working during their cancer treatment. Among the 13 women who 

continued to work during treatment, ten women had either no access (n = 5) or limited 

access (fewer than 5 paid days per year) (n = 5) to employer-provided paid leave; two 

women exhausted their annual 3 weeks of vacation time for treatment and related medical 

appointments; and one woman who did not have paid leave when she was first diagnosed 

changed jobs within her same company to gain access to paid leave. One woman had just 

started a new job as a receptionist at a factory when she found out she had breast cancer: “I 

just haven’t been there long enough yet [to have access to paid time off] …I was never 

denied time off due to my illness but it was just not paid [Participant 8].”

Sense of responsibility: Five women reported that they continued to work due to a sense of 

responsibility. This reason included topics such as the normalcy provided by going to work, 

feeling needed at work, and feeling that going to work represented being healthy. One 

woman stated, “sitting at home with nothing to do is not going to make me feel better; 

coming to work, getting up every day with a sense of purpose makes me feel better…it 

makes me tired but it makes me feel better you know [Participant 14].”

Returned to work—For this analysis, we categorized women’s employment decision as 

returned to work if they had taken leave from work for a continuous number of weeks for 

cancer treatment and recovery and returned to the same or comparable job at the same place 

where they were employed at diagnosis. Four primary reasons were identified that enabled 
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or influenced women to return to work after taking an extended leave. Having access to 

short- and long-term disability, a combination of various forms of paid leave, and other 
workplace supports was critical to taking leave and returning to work when appropriate. 

Financial necessity was a primary factor that influenced women’s decision to return to work.

Short- and long-term disability: One woman said that her employer, “pay[s] for our 

disability insurance after you’ve been employed there…for a year…there would’ve been no 

way I could’ve made it without having that little bit of income coming in for those 6 months 

that I was off [Participant 7].” Another woman took time off from work for 9 months after 

her surgery, which required her to use short-term and long-term disability; when asked if 9 

months was enough time off work postsurgery, the woman responded that she wished she 

had had one more week [Participant 12]. As another woman said, “… I was one of the lucky 

ones; I had added short-term and long-term disability to my benefits” [Participant 19].

Combined forms of paid leave: Women who combined forms of paid leave benefits to take 

time off from work for cancer treatment and recovery cobbled together benefits including: 

paid sick leave, paid vacation, sick leave banks (days donated by coworkers), paid personal 

days, paid emergency leave, and disability insurance. Here, one woman expressed gratitude 

to her coworkers and illustrates how important access to paid leave was to her treatment and 

recovery:

I’m very fortunate; we have the sick bank. When I first was diagnosed…it took up 

all my sick days, my personal days, and emergency days. And so then [I] had to go 

into the sick bank. Thankfully, there’s other people that work with me, coworkers 

that donated sick days. If it wasn’t for that, I don’t know what I would’ve done 

[Participant 10].

Use of other forms of workplace supports: The use of other workplace supports to aid the 

transition back to work included: supervisor support, coworker support, flexible work 

arrangements, gradual return to work, and physical job modifications. One woman described 

her return to work as challenging, given the physical nature of her warehouse job that 

required moving boxes. However, the emotional support from her supervisor and the 

instrumental support from her coworker made the return to work easier:

I really couldn’t say anything negative because he’s [supervisor] just supported me 

all the way… …. I had to kind of watch and limit myself as far as lifting and that 

kind of stuff because of my arm you know where all the lymph nodes was took 

out…he [coworker] won’t let me lift anything, even if it’s something that I can lift 

[Participant 16].

Financial necessity: Financial necessity was a common reason that influenced women’s 

return to work after completing and recovering from treatment. Of the seven women who 

returned to work, five reported an annual income of less than $25,000. One woman simply 

stated “…the bills don’t stop coming just because you’re sick [Participant 21].” Another 

woman noted that although she had access to short-term disability insurance and was 

covered under Family Medical Leave Act, the reduction in pay while she was out of work 

created financial strain:
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Our facility offers short-term disability which is not going to pay hardly anything; I 

mean it pays $200 a week. I know when I get that check, I’m going to have to turn 

around and give it right back to my employer to pay my health insurance because 

we have to pay that while we’re off work. And even though they’re offering me a 

medical leave of absence to hold my position, there is no sick time, you know 

there’s no other money coming in other than what my husband brings in and we’ve 

grown to rely on my paycheck. What stresses me out more than anything is just 

worrying about how we’re going to pay our bills [Participant 20].

Stopped working—Four women stopped working at the time they were diagnosed with 

breast cancer or within a few weeks of diagnosis and were unattached to the labor force at 

the time of the interview. A lack of employer benefits was a factor that influenced one 

woman to quit her job as a gas station attendant upon learning she had cancer. She knew, 

“there was no chance to get off for anything, so I just went ahead and quit [Participant 18].” 

Inability to work was another reason women stopped working, such as one woman who 

closed her business because she did not have anyone to take over for her (Participant 1), and 

another woman who could no longer perform her physical tasks as a hotel housekeeper 

(Participant 21). Yet another woman employed as a baker had to stop working because of the 

severity of her Stage IV breast cancer condition (Participant 23). The following quote 

describes an accident at work that led her to her cancer diagnosis:

I was at work and I fell. I thought I slipped on something. I went to the nurse’s 

station to check my leg out, took some aspirin, went back to work and my leg was 

still hurting. After work, I went to the emergency [room], they did some x-rays and 

told me they was going to put me in the hospital. I’m like, is my leg broke? And 

they [said] no. I’m like, well I’m not staying in the hospital; I gotta go to work 

tomorrow. They said, no, we really have to put you in the hospital. …. the doctor 

told me the reason that I fell was because my hip was fractured and that was 

because the [breast] cancer had spread into my bones [Participant 23].

All four women who stopped working required some form of financial assistance; they 

relied on friends and family, Medicaid, food banks, and/or disability coverage to survive 

financially.

Long-term medical leave—One woman, a 45-year-old cabinet maker, was on long-term 

medical leave at the time of the interview due to serious health problems; specifically, 

limited range of motion due to a skin graft that did not heal properly. Here she describes 

why she was on leave, “…with the incisions and the stitches, the heavy lifting would bust 

those out and I didn’t have the movement free of pain you know; it was very hurtful to even 

move” [Participant 24].

Primary cancer–work interface strategies

Among the 13 participants who continued to work, there were two main types of strategies 

that were utilized to manage the cancer–work interface as shown in Table 4: individual- and 

workplace-level strategies. Individual strategies were approaches used by women to 

coordinate cancer care within the context of work, whereas workplace-level strategies 
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involved the utilization of formal and informal workplace supports. Once more, although we 

describe individual- and workplace-level strategies separately, women often used a 

combination of these described strategies to manage the cancer–work interface.

Individual strategies—The first individual strategy theme was planning medical/
treatment appointments around their work schedule, which worked particularly well for one 

woman who worked an overnight schedule, “…it worked good for treatment because you 

know I’d get off work and I’d go to treatment…I didn’t have tomiss work” [Participant 11].

A second theme was reported by women who realized their symptom pattern and planned 
for work accordingly. For example, one woman planned chemotherapy for the afternoon 

before her day off, allowing her to recuperate before going back to work [Participant 13]. 

Another woman planned her chemotherapy appointment for Tuesdays knowing that by the 

weekend she would need to rest, stating:

We work Saturdays and Sundays. They [offered] me Saturdays and Sundays off 

because I had my treatment on Tuesday [and] by the third day [after my treatment], 

that’s when I started getting sick. I’d get the nausea, the pain, the fever and I’d just 

stay home….I [would] have the weekend off [Participant 9].

Some women reported they were able to modify their work schedule to attend medical 
appointments by taking advantage of extended lunch hours, coming in early and/or working 

late to make up for time taken off to attend medical appointments, and changing work shifts. 

This strategy allowed participants to take time off from work to attend their medical 

appointments without having to lose pay or use vacation and/or sick time. As an example, on 

the days that one woman, who worked 35–45 hours per week as a bookkeeper for a 

construction company, had her chemotherapy appointments she would arrive to work at 6:00 

am, take a break for treatment, and then return to work until 5:00 pm or until her work was 

complete [Participant 3]. This strategy prevented her from losing her weekly income.

The fourth individual strategy theme in managing cancer and work was to work through 
treatment with minimal time off. Participants who used this strategy did so because they had 

limited or no access to paid time off, wanted to show commitment to their employer, had 

financial pressures, and/or wanted to maintain a sense of normalcy. One participant who 

took time off only when absolutely necessary said:

…I could’ve taken off work, I could’ve taken short-term disability but I didn’t. I 

think I needed to be out in the public though; it made me move. I took off right 

after my surgery for two days and that was it. That was after the surgery before I 

even knew I had to have chemo. The surgery would’ve been nothing; the chemo is 

what was the killer. Radiation was nothing [Participant 5].

Workplace-level strategies—The first workplace strategy theme was flexible work 
hours, including the modification of one’s routine schedule, being able to use daily flextime 

as needed, reducing work hours, and being able to work from home. One woman reported 

that working from home was particularly important, “that helped me be able to manage 

through it because I still worked every day and I even worked through my chemo” 
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[Participant 5]. Another woman reduced her work hours by one hour per day for six weeks 

for her radiation treatment [Participant 6]. For several women, flexible work hours were 

formally arranged, as illustrated in the previous case illustration and informally arranged as 

negotiated with supervisors on a day-by-day or week-by-week as needed basis.

Women who reported the second theme of job task modification by their employer included 

strategies such as being assigned less physically demanding work, temporarily switching job 

roles, being given more time to complete tasks, and being permitted to take intermittent 

breaks. Modification of job tasks—as supported by a healthcare provider—allowed women 

to keep working as illustrated by this youth counselor, “when I was doing chemo, I got to the 

point where I realized that I couldn’t do a whole bunch of heavy lifting stuff and…. so my 

doctor wrote a note for me to just do sedentary stuff” [Participant 13].

Another theme was senior management and supervisor support, which was evidenced by 

assurances of job security, assisting in the creation of patchwork benefit combinations to 

ensure paid time off was available, approval of schedule change requests, and/or the 

accommodation of rest breaks. Supervisor support was particularly important to women who 

lacked paid time off. In some instances, supervisors and senior management would make 

accommodations to ensure a woman’s financial or job security. For example, one small 

business owner provided an additional nine days of paid time off to a woman who had used 

up her three days of annual sick leave [Participant 3]. In another case, a woman’s supervisor 

encouraged her to take naps during the work day as needed and to modify her work load 

according to her postchemotherapy physical stamina [Participant 8]. This woman continued 

to work during her treatment because, as a recently hired employee, she did not have access 

to any form of paid leave.

Last, workplace policies and practices reported as strategies used in managing cancer and 

work included paid time off (e.g., vacation and sick leave) and excess paid time off 

accessibility when regular paid time off was exhausted. Paid time off allowed women to take 

intermittent leave for medical appointments, treatment, and to rest as characterized by one 

woman who said, “…at the time of the surgery I think I was off for about 4 days on sick 

leave and then once the radiation started, I was, I guess I took an hour off every day for 

radiation treatment” [Participant 6].

Discussion

This qualitative study broadens the research knowledge base about the experiences of 

employed breast cancer survivors by focusing specifically on those employed in low-wage 

jobs. Specifically, this study aimed to identify the employment decisions of low-wage breast 

cancer survivors throughout their cancer care and to explicitly understand the strategies used 

by women who continued to work during treatment to manage the cancer–work interface.

Three important findings emerged from this study. First, slightly more than half the women 

in this study continued to work during treatment. Lack of or limited access to any type of 

paid leave influenced women’s decisions to keep working. Many of these women could not 

afford to take time off from work to focus solely on their cancer care. Instead, they 
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developed an array of individual strategies to “fit” their cancer treatment within the context 

of their work responsibilities, accessing formal and informal workplace supports to negotiate 

the concurrent demands of treatment and employment responsibilities.

Few studies—to the authors’ knowledge—have exclusively examined employment decisions 

of breast cancer survivors working in low-wage jobs and the strategies to co-manage work 

with their cancer care (e.g., Vanderpool et al., 2013). As illustrated in this study, low-wage 

earning breast cancer survivors frequently continued to work throughout their treatment out 

of financial necessity. These women planned medical appointments around their work 

schedule, modified work schedules to accommodate their treatment schedule, worked 

through treatment while taking minimal time off, and many became attuned to their body’s 

response to chemotherapy and radiation, modifying their work schedule accordingly. 

Without or with limited paid time off, employment commitments were equally as important 

to women as their cancer treatment. As such, the combination of low wages and lack of 

access to workplace supports required that many of these women continue to work during 

treatment.

Access to employer-sponsored health insurance was another reason that influenced women 

to continue to work during their treatment and cancer care. Many of the participants feared 

that if they took time off, they would jeopardize their job and subsequently their health 

insurance coverage. Furthermore, although several workers had insurance through their 

employer or spouse, the financial burden associated with cancer care, in the form of high 

insurance deductibles and medical and office copayments, was perceived as significant by 

these women. Even with the passage of the Affordable Care Act (ACA) in 2012, survivors in 

low-wage hourly jobs may still face serious challenges if they lose their employer-sponsored 

health insurance. The most notable coverage provision of ACA for low-income individuals, 

who often cannot afford health insurance premiums, was expanded access to Medicaid 

which Kentucky adopted in 2014.

However, the authors posit that even if study respondents who lost their employer-sponsored 

health insurance were eligible for Medicaid coverage, this does not mean they would 

necessarily receive the same health services or pay the same fees. Indeed, access to high-

quality care remains difficult for many cancer patients covered by Medicaid. The 

reimbursement rates offered by Medicaid are lower than those paid by private insurance or 

Medicare (Tozzi, 2014); therefore, fewer specialists are accepting Medicaid (Kaiser Family 

Foundation [KFF], 2013), increasing the demand on the remaining providers and creating 

barriers to care for patients such as longer waiting times for appointments and other 

scheduling delays. Additionally, national data show that patients covered by Medicaid are 

less likely to receive standard cancer diagnostics (Thompson, 2014) or cancer treatments 

(Thompson, 2014; Walker et al., 2014). Especially for our respondents, a change in health 

insurance might have triggered a change in healthcare providers and/or treatment options 

and survivorship care, as not all doctors choose to accept Medicaid or other health insurance 

plans. Given these considerations, we expect that study respondents would have had similar 

concerns post-ACA implementation as they reported when this study was conducted. From a 

national perspective, 19 states opted out of Medicaid expansion leaving a significant gap 
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(KFF, 2016) that may leave women similar to our study population even more vulnerable if 

they were to lose their employer-sponsored health insurance.

A second important finding from this study is the role played by informal workplace 

supports in breast cancer survivors’ management of the cancer–work interface. Most cancer 

and work studies identify formal workplace policies (e.g., paid leave, short-term disability) 

as instrumental to survivors’ treatment and return to work (Nitkin et al., 2011; Taskila & 

Lindbohm, 2007). In this study, although access to and utilization of formal supports 

enabled survivors’ to return to work after taking leave, lack of formal workplace supports 

partially contributed to survivors’ need to continue working during treatment. In fact, for 

women without access to formal workplace supports, informal supports—such as a 

supervisor negotiating schedules, supervisors offering flexible work hours and intermittent 

break times, and/or coworkers donating sick leave or assisting with physical work tasks—

were essential to facilitating continued work during treatment.

These informal workplace supports provided a “social safety net” that was unavailable 

without formal workplace supports. In essence, these individualized arrangements facilitated 

women to “fit” their cancer care within the context of work responsibilities and workplace 

supports. The uniqueness of each person’s cancer treatment plan and personal response 

requires a cancer–work interface strategy that adjusts to a survivor’s changing needs. Access 

to informal workplace supports allowed survivors who continued or returned to work to 

adjust to the changing needs of their cancer experience.

A third important finding from this study is the illumination of the strategic approaches 

women developed to manage the cancer–work interface. Women used multiple individual 

and workplace-level strategies to ensure they could keep their jobs with minimal disruption. 

We term this phenomena “cancer-work fit”—the act of developing strategies that allow a 

breast cancer survivor to “fit” her cancer care with her job responsibilities in such a way that 

she is able to participate in cancer care and continue to meet job requirements and maintain 

employment. This term is an extension of the concept of work–life fit (Yost, 2004) which is 

the way that work “fits” into one’s life, recognizing everyone has a unique set of work and 

life circumstances. Accordingly, achieving optimal work–life fit is accomplished through 

strategic action, which assumes that there is no right answer for one person on any given 

day. This definition parallels the experiences of the low-wage earning breast cancer 

survivors in this study. Achieving optimal cancer–work fit among the women in this study 

was accomplished through tactical planning. Even under intense financial strain, women 

developed individual strategies that ensured they received their treatment, while sometimes 

garnering the support of supervisors and coworkers, modifying work schedules, and/or 

utilizing formal workplace supports.

Limitations and implications

This study has several limitations that should be considered when interpreting its results. 

First, due to its small sample size, convenience sampling, and qualitative methodology, the 

results are not generalizable to all breast cancer survivors employed in low-wage jobs. 

Rather, our findings provide an exemplar of the context and experiences of breast cancer 

survivors employed in low-wage jobs in managing the cancer–work interface. Second, 
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although we tried to recruit a racial and ethnically diverse sample, the demographics of the 

state in which this study was conducted made it difficult to recruit said participants into our 

study. Third, given that our data was self-reported, it is possible that the information 

provided is not a complete representation of the experiences of breast cancer survivors 

employed in low-wage jobs in managing the cancer–work interface.

Although there is an expanding body of literature on the effects of breast cancer on women’s 

employment, return to work is the primary outcome of interest in most studies of employed 

cancer survivors (Feuerstein et al., 2010; Nitkin et al., 2011). Few studies have examined the 

prevalence of and reasons for cancer survivors “continuing to work” during treatment 

(Sandberg et al., 2014). Moreover, to the authors’ knowledge, no research has examined 

individual and organizational factors associated with, or barriers to, continuing to work 

during breast cancer treatment, particularly in a low-wage employment environment. This is 

an overlooked area of research, especially given the widening inequality and economic 

insecurity among US workers (U.S. Government Accountability Office, 2015; Hacker et al., 

2012) that may require more breast cancer survivors continue to work during treatment.

This study provides valuable information for practitioners (e.g., social workers, cancer 

patient navigators, nurses, physicians) working with women employed in low-wage jobs 

who have been diagnosed with breast cancer and/or are currently undergoing treatment. This 

is particularly relevant given research indicating that cancer care providers feel limited in 

their ability to address work-related topics with their patients (Bains, Yarker, Amir, Wynn, & 

Munir, 2012). Gaining a better understanding of the strategies used by women who are 

diagnosed with cancer and employed in low-wage jobs to manage the cancer–work interface 

gives insight into potential areas where practitioners can aid in this process. For example, by 

ensuring that patients are given extensive counseling on what side effects to expect from 

treatment, women who work during treatment may be able to more effectively schedule their 

treatments and work hours and/or ask for workplace accommodations or flextime 

opportunities from their supervisors. Also, oncology practitioners could collect best 

practices from women who are concurrently managing treatment and work to share with 

other patients.

Future research is needed to identify the prevalence of breast cancer survivors who continue 

to work during treatment and reasons for doing so, as well as, the individual and 

organizational factors that support or hinder women to continue to work during treatment. 

Moreover, research is needed to understand the interaction between these factors, their 

influence on women’s treatment and employment decisions, and the tactics and strategies 

that women use to negotiate the concurrent demands of cancer treatment and employment. 

Finally, research should examine how these issues may vary across the socioeconomic 

spectrum. A prospective, longitudinal assessment of breast cancer and employment issues 

among low and higher wage workers would provide greater depth into understanding the 

cancer–work fit strategies used by women earning different wages and how employment 

context may impact the selection and implementation of such strategies. Understanding the 

“work” aspect of the cancer–work interface will only provide a partial picture of women’s 

cancer–work fit experiences. Future research is also needed to understand what type of 

information and recommendations oncology teams provide cancer survivors about 
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employment and to assess supervisors and managers’ knowledge of cancer, its effect on 

employment, and ways to accommodate survivors in the workplace.

This is one of the first studies of the experiences of breast cancer survivors employed in low-

wage jobs in managing the cancer–work interface. Findings suggest that more than half 

survivors continued to work during treatment, while others returned to work after an 

extended leave, or resigned from a job and applied for unemployment or disability 

assistance. Survivors utilized a variety of different individual strategies and workplace 

supports to negotiate the job responsibilities with their cancer care. Future research is needed 

to systematically understand how employment context may influence the strategies that 

breast cancer survivors engaged in low-wage work use to manage the cancer–work interface 

and whether these strategies differ from those used by higher wage earning survivors.
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Table 1

Socio-demographic, employment, and cancer diagnosis characteristics of sample (n = 24).

Variable n (%)

Highest level of education

  Less than high school 2 (8.4)

  High school diploma/GED 8 (33.3)

  Some college/associates 6 (25.0)

  At least a college degree 8 (33.3)

Race

  White 22 (91.7)

  Non-White 2 (8.3)

Marital status

  Not married/partnered 12 (50.0)

  Married/partnered 12 (50.0)

Parental status

  At least 1 child < 18 years of age 7 (29.2)

  No children < 18 years of age 17 (70.8)

Industry

  Food/hospitality 3 (12.5)

  Healthcare/social assistance 5 (20.8)

  Manufacturing 4 (16.7)

  Retail 7 (29.2)

  Other 5 (20.8)

Source of health insurance

  Employer/spouse employer 18 (75.0)

  Self-insured 1 (4.2)

  Medicaid 3 (12.5)

Access to paid leave

  Yes 16 (66.7)

  No 8 (33.3)

Stage at diagnosis

  Stage I 7 (29.2)

  Stage II 8 (33.3)

  Stage III 0 (0.0)

  Stage IV 3 (12.5)

  Unknown 6 (25.0)

Cancer discovery method

  Mammogram 6 (25.0)

  Breast self-exam 14 (58.3)

  Exam and symptom(s) 4 (16.7)

Treatment status at time of interview

  Pretreatment 1 (4.2)
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Variable n (%)

  In treatment 8 (33.3)

  Completed treatment 15 (62.5)

Mean (SD)

Age at diagnosis (years) 47.36 (8.69)

Number of people in household 2.21 (1.18)
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Table 3

Reasons that influenced or enabled low-wage breast cancer survivors’ employment decisions to continue 

working/return to work (n = 24).

Employment decision
Broad reasons that influenced
or enabled decisions

Detailed reasons that influenced or
enabled decision

Continued to work

  Influenced by Financial necessity Fear of losing their job

Fear of losing employer-sponsored health insurance

Need for income from job

Limited/no access to paid time off

  Influenced by Sense of responsibility Need for normalcy provided by work

Feeling needed at work

Feeling that going to work represented health

Returned to work

  Enabled by Use of short- and long-term 
disability

Able to use disability income to meet needs during leave

  Enabled by Use of combined paid time off Access to a combination of paid time off enabled them to take extended leave 
including: sick leave, vacation, sick leave banks, personal days, and 
emergency leave as well as disability benefits

  Enabled by Use of other workplace supports Access to supports enabled them to return to work after leave including: 
supervisor support, coworker support, flexible work arrangements, gradual 
return to work, and job modification

  Influenced by Financial necessity Need for income from job

Stopped working

  Influenced by Lack of employer benefits No access to paid time off for treatment

  Influenced by Inability to work Not able to perform usual work duties due to side effects

No one to cover their work if they took time off

Unable to work due to severity of illness

  Enabled by Financial assistance Needed assistance from friends/family, Medicaid, food banks, and/or 
disability coverage to survive financially

Long-term Leave

  Influenced by Serious health problems Limited range of motion and/or advanced-stage cancer diagnosis
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Table 4

Individual level and workplace level strategies used by low-wage breast cancer survivors, who continued to 

work throughout their cancer care, to manage the work–cancer interface (n = 13).

Level Broad strategy Detailed strategy

Individual Planned appointments around work 
schedule

Scheduled appointments on days off and/or times that they were already going to be off 
work

Knew symptoms and planned work 
accordingly

Knew when fatigue and/or illness would occur post-treatment and would proactively plan 
when to work according to this pattern

Modified work schedule to attend 
appointments

Extending lunch hour, changing shifts, and/or coming into work early/staying late to make 
up time

Work through treatment with 
minimal time off

Planned when to take off and how to use paid time depending on hours scheduled that 
week, so that a minimum number paid hours were able to be worked each week

Workplace Flexible work hours Modified routine schedule, allowed daily flextime as needed, reduced work hours, and/or 
worked from home

Job task modification Assigned less physically demanding tasks, temporary switch of job roles, allowed more 
time to complete job tasks, and/or allowed to take intermittent breaks during work

Senior management and supervisor 
support

Assurance of job security, assisted with combining paid time off to meet needs, approved 
schedule changes, and/or accommodated rest breaks when needed

Workplace policies and procedures Access to paid time off, health insurance, and/or additional time off when paid leave time 
had been exhausted
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