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Abstract
The healthcare industry is a dynamic, multi-faceted/inter-dimensional, innovative,
complex system that is in constant change impacted by internal and external forces of
which continue to be led in a traditional dominant culture leadership hierarchy. White
males, the dominant culture in healthcare hierarchy, hold the greatest percentages of
health system C-suite and senior vice-president positions. While the majority of the
healthcare workforce (direct patient care and supervisory management) is dominated by
women. This study’s literature shows a steady and slow growth over the years of women
in executive healthcare leadership positions. There is a minimal increase in all women of
color and an even smaller percentage of Black women leaders (BWLs) hold healthcare
executive roles. The lived experiences of BWLs in healthcare are what this study detailed
in order to understand why there are not more of them in executive healthcare roles.
Identification of barriers to advancement were due to the stereotypes associated with the
intersectionality of gender, race, culture, and age. The phenomena identified through
semi-structured interviews, artifacts, and specially selected text demonstrated the
facilitators the BWLs use to overcome and advance beyond the barriers set for them by
the healthcare industries’ implicit and unconscious biases. The use of a diversity, equity
and inclusion program that emphasizes healthcare leadership education and training is a
suggested as an opportunity to progress BWLs into executive leadership roles.
Keywords: executive healthcare leaders, women of color in leadership,
intersectionality, healthcare organizational leadership, diversity management, Black
women in leadership, Strong Black Woman, Black Feminist Thought.
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CHAPTER ONE: INTRODUCTION
Barriers to advancement in leadership positions are occurring for Black women
leaders (BWLs) through issues of gender stereotyping and racial discrimination (Cheeks,
2018; Davis, 2016; Epps, 2008; Parker, 2001; Stanley, 2009). The duality and
intersectionality of having the identity of a woman and an identity of race/ethnicity
creates a unique space for Black women leaders to occupy as they work to advance in
organizations. In the current organizational leadership climate of inclusion and diversity
there is no one particular standard or best practice to model that will encourage
advancement of diverse leaders (Roberts & Mayo, 2019). It is therefore dependent upon
the understanding and utilization of talent among an organization's executives to
recognize opportunities and seek out Black women that are already pursing leadership
roles within their companies.
Healthcare leadership appears bounded in the traditional hierarchy dominated by
White males as they hold 91% of C-suite roles and 89% of executive and director roles
(Livingston, et al., 2018). These statistics leave Black women in the smaller percentages
grouped with all other male and female minorities at 9% in the C-Suite roles and 11% in
the executive and director roles (Livingston, et al., 2018). Beginning the journey of
discovery as to why and what biases are making the leadership advancement in
healthcare a challenge to BWLs and the strategies BWLs employ to advance in spite of
those challenges are the foci of this research study.
In the following sections, the study introduces through the identification of the
problem and the purpose of highlighting low representation of BWLs in healthcare
executive roles. Concurrent sections will highlight the importance and significance of the
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research based on the research question. The items discussed in this chapter are the aim
of the study for substantiating the purpose, and the relevant definitions for understanding
the study’s direction. A brief discussion on the chosen methodology, the importance of
bias in disclosure, and reflections on the research from this researcher, with the summary
ending the chapter.
Statement of the Problem
As women continue to climb the corporate ladders and sustain positions as senior
level executives in profit and non-profit sectors, Black women continue to struggle to
attain these positions (Cheeks, 2018; Davis, 2016; Roberts & Mayo, 2019; Stanley,
2009). In achieving an executive leadership role, BWLs must foster a type of
preparedness that makes them ever ready for “being ignored and sometimes hyper-visible
under intense scrutiny, with both conditions creating burdens” (Biu, 2019, p. 4). In 1999,
the Center for Women Policy Studies conducted the National Women of Color Work/Life
Survey. The findings for Black women may speak to the reasons for poor advancement
to leadership roles:
1) Top management lacks a commitment to diversity.
2) Senior leaders fail to provide equal opportunities for advancement.
3) BWLs feel pressured to work long hours.
4) BWLs must play down their race and gender.
5) Women of color (WoC) network to avoid exclusion [because they feel they
have no choice] in order to succeed (Tucker, et al., 1999, pp. 2-3).

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

3

WoC have been stagnant within the “4% - 6% quartiles for senior level to C-suite
positions…since 2015” (Thomas, et al., 2017, p. 5), to date the list of reasons has
remained the same as the 1999 Work/Life survey (Dworkin, et al., 2016).
Overall, in 2016, the Bureau of Labor Statistics (BLS, 2019) reported all women
in management occupations at 39.1% (Torpey, 2017). In another dataset, the BLS reports
that male and female African Americans hold “7.2% of management occupations” (Rolen
& Toossi, 2018). For this portion of the BLS data (2019) there are no definitions or
separate datasets on the management roles to determine if it is a C-suite, director, or
manager role, nor what percentages these roles hold for either Black males or females.
Of the high-ranking officials in 16 of the Fortune 500 companies, 80% are men,
72% of those men are white… [and] 2% are Black men. The demographics of
these companies’ overall employed workforce [suggest that] Asian and white
workers are overrepresented in senior leadership by 15 and 10 percentage points.
Latino/a and black executives are underrepresented by 9 and 13 percentage points
(Jones, 2017, paras. 6-7).
WoC holding executive leadership positions have been more visible of late due to
the increasing ideology of diversity at all levels, however, Black females still lag behind
as promotable to an organization’s top highly regarded positions (Thomas, et al., 2017).
The African-American non-management “workforce is at a 12.3% employment rate” in
jobs that are considered “worthwhile and respectable” (Rolen & Toossi, 2018, para 4).
Thus, it appears that the workforce is more ethnically diverse than its leadership, and the
workforce includes jobs based on lower performing stereotypes, sustaining an idea that
its ‘good-enough’ for this level of employee. With the enhancements of diversity and
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inclusion in leadership creating physical improvements in the workplace, improving
payment gap resolutions and increasing productivity, creativity and innovation (Roberts
& Mayo, 2019), it would seem that top leadership teams will want to lead by example
and mirror their now more diverse workforces in order to excel at achieving
organizational goals.
Organizations whose leaders are equally represented by women and men
demonstrate a 21% increase in profitable performance and 87% increase in
implementable quick decision-making (Reiners, 2019, paras. 23, 28). The new role of
chief diversity and inclusion officer, an executive role that seems favorable for minorities
in leadership, White males hold 56% of these roles as compared to 10% of Black males
and females (Weber-Shandwick, et al., 2019). This continues to demonstrate the roll up
of BWLs in an all-group dataset as opposed to a separate data category, and the data still
reflects them in the lower percentages for these executive positions. Healthcare
leadership roles need differentiation in reporting diversity in leadership data.
Despite what the data reflects, some Black women have achieved these higherlevel positions and continue leading successfully in healthcare organizations. Black men
and women leaders are moving into leadership positions through their own initiatives and
driven performance, higher education attainment and seeking leadership opportunities
outside industry norms, such as starting their own companies (Busch & Tapia, n.d.;
Helm, 2016; Thomas-Breitfeld & Kunreuther, 2017). However, as Cheeks (2018) points
out these multiple accomplishments may get Black women in the door and on the first
rung of the leadership ladder, but “they need to feel supported in ways that are specific to
being a woman of color” (para. 21).
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Herein lies the problem, if specifically, healthcare organizations do not recognize
the talent of their BWLs, then BWLs will gravitate to organizations that do support their
learning, training, and leadership skills. It is difficult to replace a lost skillset of
experiential leadership in the complex management of healthcare. “Teams of both white
and black people are more likely to focus on facts, carefully process information and spur
innovation when the organizational culture and leadership support learning across
differences” (Roberts & Mayo, 2019, p. 6). For healthcare, this translates into a more
agile organization that manages complexity with a more collaborative team environment
in a creative and innovative manner that results in meeting or exceeding organizational
objectives (Patterson, et al., 2016; Taplin, et al., 2013). In the current incessantly
changing climate, the previously mentioned abilities are essential behaviors and skills
that healthcare executive teams successfully perform on a daily operational basis. BWLs
are seeking to utilize their skills to operationalize and collaborate on complex problems
that will benefit the organization through their diverse viewpoints and interactive
approaches (Parker, 2001; Thomas-Breitfeld & Kunreuther, 2017) if given the
opportunity to lead.
Purpose of the Study
The purpose of this qualitative phenomenological study is to discover the barriers
and biases that do not encourage Black women leaders to advance into leadership
positions in healthcare organizations. In addition, the study will explore the acquired
knowledge approaches, life and career experiences that facilitate BWLs advancement
into healthcare leadership roles.
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Research Question
People of color (PoC) in leadership roles in many industries and organizations are
currently on the rise as the clarity in equity, acceptability and profitability grows with the
increase use of diverse teams to accomplish complex organizational goals (Wingfield,
2018). If Black leaders are not in key positions, there is no path to bring up other
qualified minority leaders due to the lack of access in networking in the right places at the
right time. In addition, the lack of mentorship by a Black leader to encourage and sponsor
growth of emerging Black leaders into the roles through the succession pipeline is
limited, providing no leadership by example. There will be limited leadership positions to
grow into, if the rate of poor advancement continues to stagnate or sustain minimal
growth for emerging Black leaders. For example, minorities and dominant culture
members of organizational boards are serving indefinite terms on multiple boards, rather
than expanding the board appointed opportunities to an eligible pool of Black and other
minority candidates (Catalyst, 2017, para. 3; Harts, 2019). Therefore, the research
question has a dual role of recognizing the barriers and biases BWLs experience in their
journey up and within their current leadership position; and will explore to understand the
facilitators that assist them in overcoming these barriers to advancement.
Research Question. How do Black women leaders describe their lived
experiences of facilitators, barriers and biases in attaining leadership roles in healthcare
organizations?
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Aim of the Study
The aim of this dissertation in practice (DIP) is to discover how BWLs rise to
leadership roles in healthcare organizations despite the barriers and biases that create
roadblocks and/or delays in their advancement journeys. Achieving a leadership position
for PoC is hard work and still falls far below the averages for White men and women
achieving leadership positions (Jones, 2017).
Black women leaders will have challenges with both racism and sexism in their
advancement goals, some due to the staid dominant culture in leadership and some due to
stereotypical biases and perceptions laid upon the ethnic and cultural differences of being a
Black woman. The significance of this study is to define a set of skills and strategies that
facilitate the advancement of BWLs in healthcare organizations. This set of skills used to
encourage and drive leadership development programs that will enable Black women to
achieve and increase their eligibility for executive leadership positions (Carlton, et al., 2008;
Elias, 2018) within a healthcare institution. This is important for healthcare organizations to
retain the experience, and value the skills and leadership acumen of BWLs (Adams, 2018),
in order to consistently have effective leadership at the top of the organization that mirrors
the diversity in the workforce.
In addition, this study may contribute to the literature of the defined types of
prescriptive and prospective behaviors in the leadership characteristics of agenticdominance (AD) and agentic-competence (AC), (Rosette, et al., 2016) that have impact
on the effectiveness and the potentiality of leadership for women specific to their racial
make-up. The AD and AC leadership behaviors can show the effects of positivity
(facilitators) and negativity (biases and barriers) on the leadership abilities of Black
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women in the theoretical framework of Black Feminist Thought (BFT) (Allen, 1996;
Love, 2016).
Education development and human resource /talent acquisition departments of
healthcare systems may benefit from this study’s findings. The findings may assist them
in viewing what comprises leadership talent differently for BWLs than traditionally
observed skills for the dominant culture. They may also lend to greater understanding of
and encourage the creation of a leadership development program that is reflective of
BWLs’ strengths and learning capabilities.
A hopeful nuance of the study may be that it benefits the participants in their
ability to look upon a career that has overcome barriers to achieve advancement that will
allow reflection and acceptance of the differences in leadership as compared to traditional
dominant culture leadership. The study may provide the opportunity for the participants
to be appreciative of one’s gains and see that the challenges gave them a lessons-learned
advantage.
While the aim of this DIP is to discover how barriers and biases effect BWLs’ rise
to executive lead roles in healthcare organizations, it will need to begin by understanding
the overall challenges for PoC holding leadership roles through the intersectionality lens
and the preponderance of the dominant culture (Jones, 2017; Livingston, et al., 2018;
Parker 2001).
Definition of Relevant Terms
The following terms utilized within this study and present terminology frequently
used interchangeably when discussing race and ethnic types, and healthcare industry
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abbreviations and terminology. For the purpose of this research, the following terms and
abbreviations apply:
1) Interchangeable use of Black, African-American, Non-Hispanic Black,
and Black minority of any ethnicity. It is the racial make-up and
celebrated culture of the individual in which they claim their
identification.
-

People of Color or Persons of Color (PoC): All males and females
who identify in racial minority groups.

-

Women of Color (WoC): All females who identify in racial minority
groups.

2) Interchangeable use of White, Caucasian, Anglo-Saxon, Non-Hispanic
White and non-minority. It is the racial make-up and celebrated culture of
the individual in which they claim their identification.
3) The dual spelling of ‘healthcare and health systems’ will be utilized to
mean the same for all organizations providing health services – healthcare
and health care; health systems and healthsystems.
4) Interchangeable use and multiple identifiers for those employees working
in healthcare - healthcare workers (HCWs), healthcare professionals
(HCPs) and healthcare providers (HPRs).
If any of these words appear in a cited quote, the spelling is as that author has
spelled it to keep the citation accurately intact. For the purpose of this research, the
following definitions apply:
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Agentic-Competence (AC): A role in which a person “denotes task functioning,
skill, and good performance…[that] is perceived as instrumental and represents a means
or utility by which a purpose or responsibility is accomplished” (Rosette, et al., 2016, p.
3).
Agentic –Dominance (AD): A role in which a person utilizes “dominant and
controlling behavior with a competitive functioning toward winning in relation to
others...and connotes the pursuit of control and advancement over others” (Rosette, et al.,
2016, p. 3).
Black Feminist Thought (BFT): The dynamic interaction of historical experiences
of oppression, resistance, and dominance in Black women’s everyday challenges and
opportunities to interpret the collective issues by using knowledgeable thought for social
justice movement on the behalf of Black women (Minno, 2015).
Black Women Leaders (BWLs): All women who identify as Black, AfricanAmerican, Non-Hispanic Black, Afro-Caribbean descent, Afro-Latino/a and serve in a
leadership role with direct reports and departmental/divisional/regional oversight.
Dominant Culture: In healthcare, this is the leadership group whose members
wield the most power in the healthsystem. They are majority C-suite and senior vicepresident positions held by White males from the Baby Boomer and/or Gen-X
generations. They set core values and basic assumptions shared by their intrinsic
leadership majority, including the senior leadership team, directorate leadership team,
and board members (B.E. Smith, 2018; Ebrary.net, n.d.; SparkNotes, n.d.).
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Dual Identity: “Individuals who belong to two (or more) different groups,
regardless of those groups’ category domain…one’s defined initial identity” (Gocłowska
& Crisp, 2014, p. 216).
Healthcare Leadership: A definition for this research is difficult to state due to
the healthcare literature defining it in numerous iterations depending upon the area of
focus, i.e. healthcare services (hospitals), healthcare providers (physicians), support
service organizations (pharmaceutical companies, surgical equipment companies). It is
frequently termed as evidence-based leadership because the operational decisions are
research-based with data sources used in order to improve patient care and lower the cost
of care (Institutes of Healthcare Improvement (IHI), n.d.). For the purposes of this
research, a combination of IHI and the United Kingdom’s National Health Service (NHS)
will be useful:
Healthcare Leadership is a partnership/collective team model to influence and
improve the provision of health care services and organizations to have
characteristics of a consistent vision that has relevant values based on operational
processes, the demands of regional/local healthcare services and cost-efficient
strategies. The healthcare leadership approach using evidence-based data and
research is most effective when it is supportive, developmental, and appreciative
and sustained which will enable and engage the delivery of high quality patient
care (IHI, n.d.; West & West. 2015).
Intersectionality: “The study of the meaning and implication of simultaneous
membership in multiple social, [gender, ethnic. political, and nationalities that] when
grouped together become interrelated…creating a social system that may frequently be
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oppressed and result in numerous forms of social inequality” (Rosette, et al., 2016, p. 5).
For example, a person who identifies as an Afro-Caribbean, gay woman who is a mother,
partner and Green Party, social activist leader. “Kimberlé Crenshaw identified three
phenomena on intersectionality theory - structural, political, and representational”
(Carastathis, 2014, p. 307).
Intersectional Oppression: The word intersectionality is a concept that derived
from originators of Black feminism – Kimberlé Crenshaw, Patricia Hill Collins and
Audre Lorde. Intersectional and oppression are considered synonymous terms because
they both are a result of inequalities being pressed upon interlocking or interconnected
systems and beliefs, i.e. – race, gender, class, education, etc. (Carastathis, 2014).
Leadership: The research will use two definitions:
1) Northouse (2019, p. 5) states, “leadership is a process whereby an individual
influences a group of individuals to achieve a common goal”.
2) Bennis and Thomas’s (2011, pps. 111-112) leadership essentials – a) “the ability
to engage others in shared meaning; b) a distinctive and compelling voice; c)
sense of integrity, including a strong set of values; d) adaptive capacity/applied
creativity – an ability to transcend adversity, with all its attendant stresses, and to
emerge stronger than before”.
3) In addition, the leadership roles utilized in the study will be defined as:
C-Suite level executive and presidents (CEs): Has direct reports, is responsible for
all company operations and profitability. In healthcare, this could be oversight of
one campus of health-related services or multiple campuses locally, regionally or
nationally.
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Senior vice presidents (SVPs): Senior leader with direct reports is responsible for
the organization’s significant specific business units and functional oversight. In
large health systems, SVPs may also have corporate roles, holding dual titles as
SVPs and a CE.
Vice presidents (VPs): Leaders with direct reports that have responsibilities over
specific or multiple service lines and/or divisional responsibilities that report
directly to SVPs. In healthcare, services lines link multi- and inter-disciplinary
teams and variant services into one cohesive provision of patient care.
Senior managers/Directors (SMDs): Experienced leaders with responsibility for
multiple interdisciplinary teams with discrete functions, service lines and
operating units/departments. In healthcare, may also have oversight of multiple
sites-of-service that could be local, regional, state or cross-state lines.
Managers (MGs): Employees who have management responsibilities over a
specific area, unit or project. In healthcare, this includes all the staff and services
provided by that area, unit or project. It could include a one-discipline service or
multiple disciplines of service. (Thomas, et al., 2019).
Racial Blindspot/Color Blindness: “A form of racism whereby dominant groups
assume that race no longer matters…that nonracist means being color-blind [but it really
means] refusing to recognize or treat a person’s racial background and identity as
significant…denying the impact of racial inequality” (Anderson & Collins, 2019, pps. 3940), therefore, no need to do anything about the inequalities.
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Methodology Overview
This study will use a qualitative phenomenological approach (Babbie, 2018;
Creswell & Poth, 2018) that will utilize the phases of interpretative phenomenological
analysis (IPA) (Smith & Osborn, 2009) to assist in constructing and analyzing themes.
The phenomenology approach will best advance the connection of behavior with
understanding why the strategies and facilitators exist for BWLs. The IPA approach
allows observations on their advancement and sustainment strategies achieving the
healthcare leadership roles. As a qualitative phenomenological study, this will allow
BWLs to describe how their experiences create the meaning-making of a specific groups’
efforts to be leaders, therefore the study will have a construct based on the
“transformative worldview” (Creswell & Creswell, 2018, p. 9). The transformative
worldview will encourage the presentation of experiences for a marginalized group,
BWLs, which will have political and business relational implications within healthcare
organizations.
The sample size consisted of 12 participants who identified as an adult Black race
minority, woman (she, her, hers, they), and is in a current healthcare leadership role with
a title of manager, director, executive director, vice-president, senior vice-president,
and/or chief officer executives.
The data collected from the participants through questionnaire and verbal
discourse. The data sources used were a demographic questionnaire, a semi-structured
interview utilizing open-ended questions and artifacts. These sources to captured
logistical qualifiers (education level, years of work experience, etc.), and narrative
statements and reflections of the participants’ leadership experiences and capabilities.
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Delimitations, Limitations, and Personal Biases
One limitation is the lack of data and research specific to BWLs in healthcare.
Although, the challenging 2020 year has shed more light on inequity issues in healthcare.
The current inclusive data sets – Black women with White women; Black women with all
minority women; Black women with Black men; Black women with all-women appears
to provide information that excludes or hides the differences that Black women
experience in their leadership journey.
A second limitation was in the nature of self-reporting especially in the
comparison of the interview documentation, as there is the possibility of timelines of
interactions and actions out of chronological order decreasing the ability to make
appropriate assumptions from the transcripts. Holley and Colyar (2012) encourage
researchers to “remain vigilant in terms of the distinction between temporal influences
and causal influences” (p. 120). This is the result of the storytelling timeframes – past,
present and future, often bypassed in the interpretation of the research, which can create
stories that are out of sequence. This may lead to making assumptions from causes that
are not readily evident for interpretation.
A third limitation was the sample size of twelve Black women leaders as too
small a sample size to generate dependable data with statistical significance. Due to the
sample size, replication of the study and generalization to a larger population of Black
women leaders may be challenging (Atieno, 2009).
Hearing the voices of the participants and having the ability to relay their
experiences and skills has created a rich and complex study. The closeness of this study
to my own work life indicates the need for me to often reflect, listen long, and understand
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other points of view and to disclose my own relational preferences consistently
throughout the study.
A delimitation in the study was that I did not including leaders at supervisory
levels, leaders without titles and emerging leaders. The data was gathered purposefully
from leadership roles between the manager and C-suite as these positions are the most
difficult to attain for BWLs in healthcare (Dworkin, et al., 2016). Supervisory levels,
leaders without titles, and emerging leaders are positions within the healthcare workforce
and will have a different set of complex challenges and opportunities that differ from
executive leadership roles. For example, direct management of front line staff in one
particular area likely will not have responsibility for fiduciary planning and
implementation or have oversight of mass multiple and inter-department functions.
Another delimitation was choosing not to include women and men participants of
other minority and ethnic nationalities that include Black men, and White women and
men. As described earlier, many female and male minorities and White leaders are
extensively included and grouped together in the literature on leadership studies. These
studies are the main data sources for the literature review chapter and therefore continue
to demonstrate the need for a more focused effort to draw out the singular experiences of
Black women leaders. The grouping of Black women with women, men or other
minorities, their issues tend to be overlooked, and are too uncomfortable to discuss, or are
trivialized as a subset of a larger issue (Selzer, et al., 2017). This is demonstrated when
gender is considered the larger issue for all women so racial issues are relegated to a
lesser importance for a later date discussion.
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A final delimitation was choosing to include only one industry of Black women
leaders. The specificity of healthcare for this study was due to a lack of information on
BWLs in healthcare leadership. Leadership across all industries has some assumptions
that higher-level leader positions have the same type of problems, issues and operational
responsibilities with resolutions that translate or generalize to all industries. There are
“timeless leadership skills needed by leaders throughout an organization, regardless of
role, industry, or location” (CCL, n.d., para. 2). However, enough variations in
healthcare’s operations per each healthcare organization create the complexity that needs
a defined difference from any other type of industry.
Specifically interviewing only Black women healthcare leaders about their
experiences with intersectionality oppressions that may cause barriers to their leadership
attainment may produce very specific results only pertaining to this population. A
delimitation of the study will be excluding other minority men and women to give the
opportunity to explore more specifically BWLs’ expressions, experiences and thoughts
about the effects of their race and gender on leadership.
Reflections of the Scholar-Practitioner
The leadership attributes surrounding women-driven leadership philosophies are
often seen as soft skills in leadership due to the nurturing and caring components that are
supposed to be intrinsic in all women, as they are traditional gender-prescriptive. Since
the beginning of my DIP journey, the use of intuition, discernment and foresight have
been allies for me as I learned to navigate a full-time healthcare administration role and
become a dedicated student once again. I had been using these attributes in my early
years in leadership and taking them for granted rather than using them intentionally. As I
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grew as a leader, I learned how I obtained them and utilize them now with intention and
purpose. I believe I obtained them through strong faith and continuous experience –
discernment through spirituality, my calling and purpose; and foresight through my
practical experience/outcome knowledge; and intuition on decisions that require me to
follow a path that informs my heart and gut. I do not consider these soft skills or even
skills that are only bound to women naturally; however, I see them as how I choose to use
them in my leadership journey and now my DIP journey. Each attribute has a unique
ability to help me establish:
-

My values, meanings and purposes (discernment & intuition);

-

Environments that perpetuate collaborations (foresight);

-

My self-assurance and servant leader-assurance (discernment &
intuition); and

-

A continuous learning mind set for work, school and life (foresight &
intuition).

I am also not assuming that BWLs are the only ones that have these attributes or use
these particular attributes to further their advancement. These are my own personal
choices of attributes that I consistently use throughout my career and in daily operational
decisions.
I would like to believe that I am a consistent user of discernment, foresight and
intuition to position myself in a path to strongly invest and impart my skills and
experiences as leadership education for women, particularly Black women who need
mentorship and sponsorship to make gains in healthcare leadership advancement. This
investment in others creates a confidence within me to support peer women leaders and
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emerging women leaders to project their confidence and their ability to succeed and/or
recognized for work well done. This sounds a bit like cura personalis as I am caring for
and teaching the Black woman in front of me as well as those who follow me. It is that
perceptible but unseen handholding to push the one in front of me up and pull the one
behind me up with all of us gaining the advantage of upward motion.
Healthcare is a team driven effort in most areas of the industry and knowing and
having both soft skills and analytic skills are imperative for the success of the health and
well-being of the communities we serve. I believe that my natural gifts are to teach, guide
and champion the momentum of others to achieve whatever their path has before them.
My DIP journey fulfills not only the use of my gifts and well-appointed attributes but
allows me to add more knowledge to the career that I have loved for more than 30 years.
Having the grand satisfaction of completing a study that is reflective of the achievements
and contributions made by Black women leaders in healthcare is a joy. I wish only to be
able to tell their stories with the same heart and dedication as the telling of the stories.
Summary
The issues of race and gender for BWLs in healthcare can have positive and
negative effects. How BWLs choose to address the experiences is what will be and could
be a defining moment that leads them to a higher execution of leadership capabilities that
will reinforce their eligibility for advancement. “Black professionals’ work experiences
can vary widely, and that one-size-fits-all attempts to increase workplace diversity and to
reduce racial tensions may be met with limited success” (Wingfield, 2018, para. 14).
Oftentimes, BWLs’ invisibility within their organizations creates tension and creates a no
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listening, no seeing, or no recognition work environment by leaders in their
organizations.
This study will draw from the experiences of BWLs in healthcare and the use of
facilitators that assist them in advancing past the biases and barriers. The next chapter
will begin the exploration and the gathering of theoretical frameworks and review
literature on women in leadership, Black women in leadership and some limited sources
on Black women in healthcare leadership from peer-reviewed journals, books, reports
and commentaries.
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CHAPTER TWO: LITERATURE REVIEW
As Black women become executive leaders in healthcare, their effectiveness and
self-efficacy in their positions often overlaid with racial and gender biases (Biu, 2019;
Jefferies, et al., 2018; Love, 2016). When racial and gender biases occur in leadership
teams and in the workforce, they generate experiences that are negative due to the
harmful connotations of discrimination and personally manifested beliefs. They can also
create a semi-positive experience generated by the way in which BWLs address the
discriminatory offense. Both the negative and positive factors of discriminatory biases for
BWLs create an intersectional oppression as they occur toward their main identities of
being a woman and being Black (Love, 2016; Minoo, 2015). The literature of
intersectional oppression will reveal opportunities for BWLs to utilize compensatory
strategies to de-emphasize the negative effects of which they can respond to in a more
traditional male reaction that evokes strength of abilities and emotional management.
However, their abilities to demonstrate strengths in leadership maybe seen as negatives
from followers who are looking for a more traditional feminine approach from their
female leaders (Nelson, et al., 2016; Roberts & Blake-Beard, 2019; Rosette, et al., 2016).
The challenge for BWLs occurs when they integrate compensatory strategies with
their leadership development, styles and skills. Being both agentic-dominant (AD) and
agentic-competent (AC) in their leadership learning, development and implementation
facilitates their strength in working around and beyond the biases of both their gender and
racial identities (Rosette, et al., 2016; Sanchez-Hucles & Davis, 2010). Unfortunately,
race does matter. When race is partnered with a feminine mystique it allows for old
ingrained stereotypes and misinterpretations of performance to reign over concrete
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observable leadership skills and attributes (Anderson & Collins, 2020; & Christo-Baker,
et al., 2017; Parker, 2001). Race and gender stereotypes led to a differentiation of
thinking in the feminist culture that became Black Feminist Thought (BFT). BFT has a
long history of giving voice to the experiences of Black women and recognizing that
those experiences are different, factual and based on racial and gender constructs not built
on the dominant White race constructs (Allen, 1996; Collins, 2000). The inclusion of
BFT in this literature review is because of the empowerment factor that it lends to the
leadership focus and attainment strategies for BWLs. Since BFT’s focus is singularly on
Black women with no inter-relation of other races to prove its efficacy, it provides a
formal foundation for the facilitators of Black women in leadership roles.
BWLs in healthcare experience invisibility of their skills and accomplishments
(Jefferies, et al., 2018), extensively press senior leaders to commit to inclusion (Roberts
& Blake-Beard, 2019), and establish an offense against “racial blindspot”/color-blindness
because it does not promote equity in leadership differences (Anderson & Collins, 2020,
p. 39; Dotson, et al., 2017, pps. 300-302). The literature review’s sections will use BFT
as an overarching influence on BWLs efforts towards succession in leadership positions.
In addition, the gender prescriptive traits of AC and AD carry within them biases that
create barriers which when reviewed may assist in understanding the rationale for the
development and use of BWLs’ facilitators to advancement.
Section One: Women in Leadership. This literature will provide an overview for
all women in leadership and the current state of all women groups in healthcare
leadership. Section Two: Black Women in Leadership. Reviews three components of the
literature:
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a) a review of the challenges of BWLs, minority leaders and other industries’
data to create a complete picture of barriers to advancement based on
gender and racial bias;
b) a brief overview of Black Feminist Thought (BFT) and its dimensions on
knowledge as power in leadership for BWLs, and
c) a summary of the literature on intersectionality and its effects on the
stereotypical traits of female and male leaders.
Section Three: Black Women Leaders in Healthcare will review literature and the data on
the healthcare industry’s work for diversifying their leadership teams, especially in the Csuite roles.
Women in Leadership
In 2018, women made up 46.9% of the workforce with 51.5% of this female
workforce in management level positions (Catalyst, 2019, paras. 6, 9). In S&P 500
Companies 63.4% of women-held management positions are from the middle manager
roles up to the executive, senior leader roles. In addition, women hold 37.2% from the
leadership roles of board members to chief officer positions (Catalyst, 2019, para, 10).
The S&P 500 Companies are some of the most powerful and financially
successful companies based in the United States. It includes companies such as Microsoft
Corp, Amazon.com, Inc., Alphabet, Inc. (Google) and Facebook, Inc., (Clark, 2020).
What is significant about many of these companies is that women have become top
executive leaders and decision makers in these companies. For example, Google has
increased women in the organization’s leadership positions “from 20.8% in 2014 to
25.5% in 2018” (Bastone, 2019, para. 2). The women in Google/Alphabet, Inc. leadership
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positions are diverse in ethnicity, race, culture, non-conforming gender-type, age and
education, thus covering a gambit of intersectionality attributes. However, Google still
had challenges in 2018 regarding issues in workers’ rights, policies on sexual harassment,
and the management of reported cases (Morris, 2019). Tech giants similar to Google will
still have big steps to make to even the playing field for women to excel in leadership
without the insertion of stereotypical gender biases (Carter & Silva, 2010).
As women become leaders, the biases toward their organizational performance
become prescriptive, usually expected norms of soft skills that are not associated with
strength and commanding presence. They are skills based on the agencies of communal
and competence (AC) – friendly, unselfish, nurturing, compassionate, sharing, and
caring/caretaker, collaborative, consistency, approachable, etc. (Carli & Eagly, 2011;
Cundiff & Komarraju, 2008; Ely, et al., 2011). These skills are necessary in leadership,
but not seen as the foundation for a strong and effective leader. Only male leaders have
strong and effective leader personas because of men’s agency in competitiveness and
dominance (AD). Carli and Eagly (2011) do not believe the data suggest that because
men may be more AD that it means they are more effective at being leaders than women;
the characteristics of “greater aggression, assertiveness, dominance [and some]
competitiveness among men…appear to provide little benefit to leaders” (p. 105). When
considering the prescriptive nature of AC for women leaders and AD for men leaders it is
not difficult to envision a natural tendency to bias the leader into a gender stereotype
whether it fits that particular leader or not. It is the assumptions men are natural born
leaders and women are natural born nurturers, this disregards both genders’ abilities to
cross and combine traits that help them to design their leadership journey. Proscribing
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leaders in male and female terms and not recognizing the advantages of differences is
more “reflect[ive of] larger gendered messages” (Burton & Weiner, 2016, p. 7) that do
not appear to be supportive of a strong woman persona in leadership.
Women leaders perceived as negative have an agentic penalty, if their skills
appear to be more male-oriented, more authoritative, and more assertive in their
leadership approach because that is not the prescribed feminine stereotype (Carli &
Eagly, 2011; Cundiff & Komarraju, 2008; Yoder, 2001). In Yoder’s study (2001), the
leadership actions that determine how effective one is, are “social status and power” (p.
818), which are most associated with males in a leadership role. Women leaders
demonstrate strengths in both AD and AC components, and they consistently achieve
positive organizational results. Women leaders gain these positive results through
establishing trust among peers/collaborative initiatives, increasing employee retention
and achieving instrumental implementation utilizing many of the same styles as men –
transformational, transactional, authoritarian, etc. (Cook & Glass, 2014; Desvaux, et al.,
2017; Ely, et al., 2011; Hill, et al., 2016; Kuhn & Villeval, 2013).
An interesting look at women in leadership viewed through the lens of “what’s in
the pipeline” of the organization assisted this research in studying, why it is important to
look and confirm that there are talented women leaders waiting for an opportunity. In
other words, the search for leadership talent may very well be in the emerging informal
leaders who are already employees in the organization (Carter & Silva, 2010; Thomas, et
al., 2017). Informal and/or lower level leaders may be demonstrating leadership styles
that are reflective of the organizations’ mission and goals and will need the support and
training to begin the steps to advancement. These pipelines can logistically reveal current
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leaders’ potential and their position in the pipeline. In the data results from Carter and
Silva’s Catalyst study (2010) of post-MBA women and men students with full-time
employment demonstrates that women are at a disadvantage for advancement from their
entry-level roles. This is due to lower compensation for the women’s new entry salaries
that are lower than their male peers’ entry salaries. This also means their salaries were
lower for the same level of experience and education. In this same study, women were
more likely to start out in an entry-level management or contributor position (60%) while
men were more likely to start their employment in middle management roles. The results
in this study demonstrate that males at the rate of 47% started as middle managers, while
women’s entrance into middle management was only 38%. This indicates a pattern that
men advance at a greater rate when first employed, regardless of women’s equivalent
education and years of experience.
What pipelines can indicate to an organization is consideration of equal
acceleration for both genders. This may equalize the advancement trajectory and
compensation, and may satisfy the aspirations of both genders without penalizing the
female emerging leaders for masculine leadership styles and/or taking non-traditional
routes to a higher-level position.
A pipeline can also demonstrate where the barriers are in the advancement
process per leadership job-type. For example, does it become a bottleneck for women at
the lower management levels, cloistered in that one leadership job-type? A stasis/locked
into only one level of achievement? At the tip of the pipeline, does a far smaller
percentage of women indicate that the pace of advancement slows from the director to
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SVPs to CEs? What do the percentages indicate at each leadership job-type as to the
readiness for promotion?
Figure 1
Pipeline of Existing Corporate Leadership Talent

Women in the Workplace, October 2019, McKinsey & Company, www.mckinsey.com.
Copyright (c) 2020 McKinsey & Company. All rights reserved. Reprinted by permission
(See Permissions Appendix E).
In the McKinsey & Company and Lean In.org collaborative Women in the
Workplace white paper (2019), a graphic pipeline demonstrates a significant lack of
representation of women in the C-suites, including senior vice-president and vice-president
roles for women. While each of these higher level roles show an increase of women into
these positions starting from their 2015 report on Women in the Workplace the gains are
not unique per year and have been a minimal increase of two to three percentage points
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(Thomas, et al., 2019). The barriers and biases are the same for women as in past years,
with the exception that women are more inspired and aspire to attain the positions and are
more educated than in past research reports (Cook & Glass, 2014; Ely, et al., 2011; Helm,
2016; Selzer, et al., 2017; Thomas, et al., 2019; Thomas-Breitfeld & Kunreuther, 2017).
The barriers and biases are not unknown or new, but they still exist to hinder a woman’s
advancement into leadership roles:


The glass ceiling exists with metaphorically large cracks in it; as have all the other
monikers - the good ole’ boys club, the labyrinth, the wall, the rungs, the glass
cliff, etc.;



The assumptions that creating a family and the subsequent leave time take a
woman out of the running for an executive leadership role;



Having a male strength persona and characteristics (AD) are negatively perceived
by followers and peers; and



Women are cut off or have little access to development programs that mentor and
create networks to meet the right people, creating a ‘broken rung’ in the staircase
or no designated sponsor to support a leap onto the next level (Carter & Silva,
2010; Desvaux, et al., 2017; Eagly & Carli, 2007; Thomas, et al., 2019).

All Women in Healthcare Leadership
Women in healthcare leadership address the same barriers and biases found in
other industry leadership roles. However, there is a more positive data slant towards a
predominately women-driven workforce, which is slightly different from data that
supports all women in all-industry data. The health care industry’s greatest power are
women as the workforce levels according to 2014 data, shows that women make up 83%
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of the direct patient care workforce (Diamond, 2014). In 2015, Fortune 500 healthcare
companies had women filling 22.6% of the executive leadership roles (Tecco, et al.,
2017). Predominately, women drive the healthcare industry’s direct patient care
services and hold the majority of supervisory/department management roles. However,
the executive levels of major decision-making for healthcare systems and organizations
are the dominant culture of White men who hold the SVPs and chief officer roles.
In a recent Becker’s Hospital Review eNewsletter, 19 healthcare industry CEOs
made the 2019 top 100 highest paid CEOs in an all-industry report. The healthcare
industries represented were healthcare vendors and suppliers, pharmaceutical and
laboratory companies, insurance companies, health technology companies and one
healthcare hospital system. Of those 19 healthcare industry CEOs, one was a woman in a
large healthcare insurance company (Haefner, 2020).
Figure 2
Percentage of Women by Level – Healthcare Systems and Services

Women in the Workplace 2019", October 2019, McKinsey & Company,
www.mckinsey.com. Copyright (c) 2020 McKinsey & Company. All rights reserved.
Reprinted by permission (See Permissions Appendix E).

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

30

One of the functions of healthsystem leadership is the development of healthcare
executive teams created to implement special projects, planning strategic initiatives,
restructuring healthsystem logistics, and budgetary oversite. According to 2017 data,
women hold 32.4% of the roles on an executive team. This is due in part to the chief
nursing officer (CNO) role, predominately held by women in the majority of healthcare
organizations at 60% (Tecco, et al., 2017). The CNO role is a senior leadership
team member, and in the Thomas, et al., (2019) Figure 2 is at the higher
percentage for C-Suite roles. Comparatively, women holding leadership roles in
all-industry at 32.7%, as stated earlier, with healthcare leadership roles for
women at 22.6% (Tecco, et al., 2017) results in women continuing to be less
represented at the top levels in healthcare. In Figure 2, Thomas, et al., (2019)
reflects the lower representations at the VP and SVP levels with stagnation and
higher percentages at the entry and manager levels of leadership for all women.
As in all-industry research, women in healthcare leadership have some of the
same effects on their organizations and teams:


Productivity that improves outcomes by creating diverse teams that are given the
opportunity to integrate collaboratively with other teams for transitioning and
implementing innovations in patient care and treatment practice systems, (e.g.
electronic medical record and state-of-the-art health facility design projects);



Complex problems that have long histories of non-compatible resolutions are
strategically re-constructed and evaluated through goal-driven, consensusbuilding teams, i.e. staffing matrices, cross-silo concurrent care; and
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Revenue strategies that produce improved financial outcomes through
conservative risk-taking and relationship building with applicable teams, (e.g.
profitable new business development) (Glass & Cook, 2018; Guillaume, et al.,
2015; Stone, et al., 2019).
There are verbal acknowledgements and varied initiatives, ranging from large too

small to address the problems and hindrances to advancement (HRET & IFD, 2015).
Even with the initiatives and the positive impacts to healthcare organizations, biases and
barriers still exist for women in healthcare leadership due to the rate of sluggish change.
The data demonstrate moves by one or less percentage points in a two-year timeframe:


Increases in the diversity of healthcare leadership teams: 10% in 2013 to 11% in
2015;



A flat percentage rate for minorities (this includes White and minority women and
men) participating on hospital system boards: remained at 14% from 2013 to 2015
(HRET & IFD, 2015).
In this section of the literature review, a look at women leader roles in all-

industries’ created a broader picture of the experiences in leadership for all women.
Similarities in slow rates of advancement and rationale for lack of advancement between
women in leadership all-industry and women in healthcare leadership. In addition, the
two groups share similarities in how effective they are with the workforces they lead,
however, these positive similarities seem only to reflect senior leaderships’ passive
awareness that there needs to be change that is supportive of women’s advancement. The
minimal gains made by organizations’ leadership diversity initiatives demonstrates slow
progression. The healthcare industries’ uniqueness is the predominance of women in the
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overall workforce and entry-level management roles. The uniqueness ends at the level of
the director and executive roles in healthcare as the traditional dominant culture prevails
to the C-suite. In the next section, an approach to the literature will be highlighting Black
women leaders in all-industries drawing connections with barriers and biases that have
the additive of race and ethnicity.
Black Women in Leadership
The historical and current racial challenges in working environments have been
longstanding. Whether they are overt or subliminal, intentional or unintentional, the
effects on leaders and followers throughout organizations, creates a less engaged and
more hesitant workforce. The 2016 U.S. Bureau of Labor Statistics (BLS) reports Blacks
make-up 19.6 million (12.3%) of the total 159.2 million working people. This number is
“projected to grow to 21.6 million in 2026” (Rolen & Toosi, 2018, p. 2). A recent report
by the National Center for Education Statistics (NCES) has African-American (AA)
women achieving college degrees at higher rates than any other gender and racial
minority by 9.7% (Helm, 2016). Although, AA women are the most highly educated, as
indicated in the NCES report, they only achieve “eight percent of private [professional]
sector jobs and less than two percent of leadership roles” (Helm, 2016, paras. 4-5).
Organizations will need to assume a leadership strategy that will be more comparatively
ethnic in its leadership roles in order to mirror its workforce. This is especially important
as the Black workforce grows and Black leaders’ education and qualified leadership
experiences match or exceed the leading dominant culture group.
Minority representation at the top levels provides will provide the minorities in
the workforce to see that there are others like themselves that have achieved an
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organizational leadership role. It will create a belief that there is potential for
advancement and that the senior level is committed to broadening the opportunities for
advancement. Without the representation in higher-level positions, someone who can
share work and life experiences and education, “minority employees [may be] in an
unfavorable position for acquiring the critical experiences necessary for rising to the top”
(Thomas & Gabarro, 1999, p. 29). Thomas and Gabarro (1999) completed an
organizational study of three large predominately-White male-led organizations. They
studied the advancement of minorities in comparison to the advancement of the White
dominant culture. At the time of the study, women did not hold prominent roles in these
organizations. The study had White and Black men as the main participants. However,
some categorical findings about the minority executives apply to the advancement for
Black women leaders in today’s working environment that give more credence to the
barriers for leadership development and advancement:
1) The prevalence of prejudice – In today’s literature combined with gender, creates
the intersectionality oppression that occurs for the prejudices against race/ethnic
and women identities.
2) Issues of comfort and risk – There is comfort in maintaining the status quo, by
continuing to work with a more homogeneous group. However, will the
organization support this group? Is this homogeneous group of Black women
exceling well enough, as a whole, for the leaders in the organization to sponsor
and mentor them? Moreover, singularly for the Black woman leader does this
support from the dominant culture create an isolation/alienation from the
homogenous group?
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3) The difficulty of identifying high-potential minorities – To work around the
prejudices of assessing minorities’ work, value and achievements within the
organization may mean that a different, stalwart, and intentional guidance will
need senior level mentors (Thomas & Gabarro, 1999).
Bounding these three categories in terms of supporting and detracting from BWLs’
advancement, highlights the racial and gender effects placed upon them by the
organizational culture and leadership. It is out of the norm to ask these questions and
make these considerations for the White dominant culture, but it is not for those
minorities working to attain leadership roles.
Black Feminist Thought and the Power of Knowledge
To further understand the BWLs desire to achieve in Thomas and Gabarro’s
(1999) three categories, the application of Black Feminist Thought (BFT) can aid in
reflections that prevail for Black women through BFT’s criteria of being “agents of
knowledge” (Collins, 2000, pps. 266, 268). In 1990, Collins (2000) wrote that the voices
of Black women are usually silent and the body is usually invisible, both overshadowed
by the dominant culture’s ideologies and biases. Her response to this was the
development of Black Feminist Thought that created the environment for Black women’s
stories to openly spoken with power and credibility. To do this, Black women need to
create a discussion around the historical and current experiences of oppressions expressed
by Black women. Then they need to identify that there are significant differences for
Black women not recognized by the Feminist work for White, middle class women
(Allen, 1996; Collins, 2000; Collins, 1989).
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Collins (2000) described BFT as the way in which a Black woman identifies
herself in any given situation whether it is professional or personal. This frame of thought
originated from the four dimensions of BFT:
1) The lived experience as criterion of meaning – to survive and be accomplished in
a Black woman’s life the use of “knowledge and wisdom” (p. 257) creates a way
to assess the credibility of lived experiences, manage the intersectional
oppressions and use that knowledge as claims of expertise. This implies that
knowledge is more than only formal education and creates the ability for the lived
experience to be equal to a formal education.
2) The use of dialogue – to establish Black women’s voices that incorporate
discussions to evolve “connectedness, harmony, [exceptional] listening, and
[spontaneous] discourse” (p. 260) so they become “seekers” of positive
interactions and have a greater ability to reflect on the claims of experiential
knowledge.
3) The ethic of personal accountability – each Black woman’s narrative is validated
through her empathy of story, her “individual character, value and ethics” (p. 265)
which hold her accountable for the beliefs, truths and expressions that are
relatable to her claims of experiences.
4) The ethic of caring – There are three components to the ethic of caring that
encourage Black women to “talk with [and from] the heart…[and use] wisdom
from the heart” (p. 263), to substantiate their past, present and future experiences.
The ethic of caring elevates and celebrates their differences by:
a. emphasizing individual uniqueness,
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b. combining emotion and intellect to create expressive dialogue, and
c. capacity building in dialogue to create understanding (Collins,
2000, p. 263).
These BFT dimensions give a focus to the power of knowledge in order to
formulate ways in which to lead. In combination with the prevalence of prejudice, issues
of comfort and risk, and potentiality of promotion, BFT gives a framework of dialoguetype that works to create affable understanding, credible discourse and justifies
uniqueness as a step into leading with confidence, self-efficacy and power (strength in
knowing). BFT gives power to Black women’s self-efficacy through a heard voice and
inspires the BWL to seek her truth in the accomplishments that enhance her leadership
acumen. Confidence and the inspiration to lead do not appear to be characteristics that
BWLs lack in their leadership toolkit (Desvaux, et al., 2017; Roberts & Mayo, 2019). As
confidence, strength-in-heart, and inspiration fortify through experiences in leadership,
the intersectionality of BWLs can often cause a counterintuitive approach to the
leadership experience by forcing BWLs to choose between the femme and the ethnicity.
Agentic-Dominance and Agentic-Competence in Intersectionality
Intersectionality and dual identities have a significant impact on how
organizations choose their leaders and how women choose to lead within the scope of the
organization. The trend in most organizations is to be more diverse, but the acceptance of
BWLs to assist in leading these diverse workforces is not a routine or familiar choice in
most organizations. Dual identities and intersectionality characteristics tend to be
impediments to attaining higher-level positions and to succeeding once in these positions
(Gillborn, 2015; Jean-Marie, 2006; Rosette & Livingston, 2012; Verjee, 2012). The
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integration of organizational leadership, race, and gender often negate and support
discriminatory-based assumptions, as in the following examples:


Dominant culture-led organizations view achievements through a one
gender/one race lens;



A minority makes an overarching assumption that all accolades they
receive are given with a hint of sarcasm because they are the token
minority; and



A White woman of privilege not seen as a marginalized minority.

Stereotypes create biases, misunderstandings, and inappropriate illusions. These
characteristics placed upon an entire population, when smaller portions of the population
display them, results in generalizations. Once laid upon a population it is difficult to
break the cycle or maneuver around the stereotypical beliefs. Intersectional oppression
utilizes gender types – male, female, and non-conforming genders; and multiple
combinations of identities ranging from race, ethnicity, and marital status to occupation,
etc. For BWLs, intersectionality of race and being female appears to create additional
stereotypes that work negatively against BWLs.
As previously reviewed in the chapter, the agentic communal (AC) and agentic
dominant (AD) attributes are prescriptive. They are the norms of behavior that people
believe a leader or person should act on, whether or not those perceptions and beliefs are
appropriate for that person or population (Rosette, et al., 2016). In this instance, a
leader’s assigned attributes are common observations of these traits demonstrated in
specific environments. These traits can become intersectional stereotypes that positively
or negatively influence the perceptions of followers about their leaders. Women leaders
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are proscribed AC behaviors of “collaboration, inclusion, empathetic awareness and
empowerment [which followers translate] as a transformational leader type” (Cundiff &
Komarraju, 2008; Rudman & Glick, 1999; Saint-Michel, 2018). Men proscribed into AD
behaviors of power seeking, a get-it-done attitude, authoritarian-in-nature, and competent
that encourages their followers to see them as more charismatic than transformational
(Rosette, et al., 2016). Stereotypical behaviors displayed in opposites of their genders are
not the accepted expectation from followers. An AC male reflected as a weak leader, an
AD female perceived as being too tough a leader.
Add in the intersectionality of race, ethnicity and gender and the combined
stereotypes can create biases and barriers. “Empirical evidence suggests that gender bias
and in-group preferences shape hiring and promotion decisions in ways that tend to limit
the occupational mobility of women” (Cook & Glass, 2014, p. 94). “Women with
knowledge of ethnic communities are often recruited into subordinate positions, [doing]
essential work without gaining access to the benefits of full professional status” (Devault,
1995, p. 624).
This is evident in projected jobs for Black Americans based on race, gender,
education and socio-economic status, “the jobs they are projected to fill…[are] “home
health aides; security guards, bus drivers…bailiffs, correctional officers, and jailers, taxi
drivers and chauffeurs, refuse and recyclable material collectors…etc.” (Toossi, 2016;
Torpey, 2019). This is a demonstration of prescriptive stereotypes that utilize job
categories to inform a ‘should-do’ on genders and races, not on what they may be capable
of doing. All are worthwhile, respectable and legitimate positions, however, the
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identification of projected roles of leadership are missing and not suggested as roles that
Blacks can attain.
Collectively, the preceding examples give a broad view of gender and mostly
racial stereotypes that can create intersectional oppressions. BWLs tied into this data with
all other women minorities, White women and men, and Black men, which results in
Black women as an invisible statistic within the data (Mirza & Gunaratnam, 2014). This
makes the intersectional aggressions appear less harsh than the reality that Black women
face to attain leadership roles. For example, in Livingston, et al., (2012) results reflect
that BWLs fair better with AD traits than White women leaders when their leadership
perceptions are viewed through only White subordinates. However, in a 2016 study
Rosette, et al., found that Black women’s physical and mental strength was perceived as
too AD and suggested their physical representation of having male facial features and
strength made them too domineering and competitive. This means the subordinate group
of multi-ethnicities and race found BWLs to be competent in their knowledge and
leadership. Nevertheless, they preferred a more feminine leader over a dominate leader,
thus creating an agentic penalty for BWLs.
Researchers are continuing to study how to even the playing field by applying
gender-neutral and gender-integrative approaches for AD and AC, decreasing the
stereotypes associated with a gender (Curtis, 2017; Eagly, 2005; Parker & ogilvie, 1996;
Reynolds, 2011). This is an ideal that women can do all of what men can do and vice
versa without being penalized for being competent and/or dominate.
This is where BFT differs from the gender-integration frame of thought. Not with
the ideal of integration, but with the idea that gender-integration might somehow solve
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the prevalence and perceptions of gender biases, therefore decreasing the barriers to
attaining leadership goals. BFT encourages BWLs to use their credible language of
experiences to approach their unique differences as a powerful part of their leadership
skill and the development as to who they are as a woman leader (Minoo, 2015). This
allows for the intersectionality of being a woman and a race used collaboratively instead
of separately or having to choose one over the other. “Black sometimes takes priority
over woman…” (Olson, 1998, p. 462), but Black women are still discriminated against
for being a woman, too (Curtis, 2017; Dillard, 2003).
Being a woman in the healthcare field does appear to be an asset with its
predominance of women in the workforce and in mid-level management positions, as
indicated earlier in this chapter. However, the intersectionality of race/ethnicity plus
female gender brings another component to leading for BWLs in the healthcare industry,
due to its specialized and complex, humanity-driven service.
Black Women Leaders in Healthcare
The majority of U.S. hospitals/healthcare systems are assigned a non-profit status,
2,937 (48%) out of 6,146 hospitals (AHA, 2020). This is an important fact: healthcare
systems’ revenues cannot be dependent only on third party payers for revenues, therefore
healthcare services supplement revenues through state and federal funding, based on
population types treated. For instance, if a healthsystem provides a majority of its
programs to the underinsured population, provisional funds help support those services
(Rosenbaum & Margulies, 2011). This designation as a ‘community hospital’ allows for
some leeway in how hospitals generate all revenues, what mandates a hospital has to
follow from the state and federal governments, and how hospitals must be accredited to

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

41

provide those services through quality standard surveys by a special agency (AHA,
2020).
Hiring and recruiting diverse personnel, suppliers and vendors is not a mandate to
achieve and sustain a community hospital designation. However, it is a strongly
encouraged standard for the non-profit to have a diversity strategy plan as an intentional
part of the mission or vision to provide an inclusive working environment and
opportunities for advancement (Nonprofit HR, 2019).
Diversity in Healthcare Leadership
Diversity strategies are a positive organizational initiative for BWLs in
healthcare. These diversity strategies can support BWLs’ goals to participate in the
leadership of a non-profit healthsystem that has a plan and standards to achieve when it
comes to being inclusive in their hiring practices for leadership positions. However, only
44% of healthcare institutes have a diversity statement (Nonprofit HR, 2019, p. 7), and
only 25% have a diversity strategy (p. 13). This corroborates the information provided
earlier on the sluggishness of change in healthcare leadership. The awareness is there but
the ability to make a change does not have the same emergent force behind it as other
healthcare initiatives, e.g., healthcare reform, information technology functionality, etc.
However, it is a way for an organization to “denounce racism, bigotry, and intolerance…
[and] identifies how to build the core values of diversity, equity, and inclusion” (National
Council of NonProfits, n.d., para. 1) into some non-profits’ business and operational
strategies.
It appears that senior leadership teams have found a niche for minorities wanting
to take their first steps into the senior leader ranks through the position of the chief
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diversity officer. A 2015 Institute for Diversity in Health Management (IFD) and Health
Research & Educational Trust (HRET) report suggests that minorities represent:


77% as a Chief Diversity Officer (CDO)



16% as a Chief Human Resource Officer (CHRO)



14% as a Chief Medical Officer (CMO)



10% as a Chief Operating Officer (COO)



9% as a Chief Nursing Officer (CNO)



9% as a Chief Executive Officer (Top Role) (CEO)



6% as a Chief Financial Officer (CFO).

This is an improvement in diversification at the senior level; however, questions can be
raised - why is the only monumental increase in the CDO role? Can standards of
diversification be fulfilled, if a minority fills this role? How many of these are women?
How many of these are Black women leaders?
From the previous list of titles, the roles that decreased in diversity from 2013 to
2015 were the COO from 13% to 10%; CMO from 17% to 14%; and CNO from 11% to
9%. The CEO, CFO and CHRO have been at the same listed percentages from 2011 to
2015, demonstrating no increases in minority representation for six years. There was no
data gathered in years 2012 and 2014 (HRET & IFD, 2015).
Does fulfilling the CDO role give a bit of grace to the leadership team for doing
the minimum for qualified minority leadership advancement? Is that enough to satisfy the
workforce’s representation in their leadership, alleviating the leadership team of being
seen as having racial biases? Additionally, how can the CDO role be an operational
heavyweight, making decisions that have significant impact, if only 25% of healthcare
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institutes have a working diversity strategy (Nonprofit HR, 2019, p. 7)? This lack of
commitment is racial blindspotting, which believes equity means seeing no differences,
when in reality not recognizing differences is dismissive (Dotson & Bonam, 2017). The
need for momentum to achieve diversity may be lost because there are so many barriers
and biases to work past in order to implement the strategies.
From poorly planned seeking strategies to finding qualified minorities to place
into leadership positions (Gathers, 2003). To hospital boards’ not supporting BWLs in
their pipelines or there is unease at giving a seat to a minority (Harts, 2019). To
minorities not seen or felt as the right candidate even with the appropriate qualifications
and strengths demonstrated during interviews (Dolan, 2013; Gathers 2003). To the lack
of matching verbal and intellectual commitments from top leadership (Dolan, 2013;
Thomas-Breitfeld & Kunreuther, 2017), the issues are complex, interrelated and are
products of implicit bias.
No one in a professional organization will want to admit they are biased or have
prejudices against another, as it does sound somewhat archaic and out-of-trend to a very
culturally aware, diverse younger generation. “To [Black] nurses, diversity [cultural
competence training] appeared to be window dressing and a superficial organizational
attempt to appear to be doing something right” (Wingfield, 2019, p. 183). This data
clearly shows the lack of understanding in creating diversity in leadership and
demonstrates the gap from minority leadership to dominant culture leadership. What is
noticeable is the continued allocation of Black women leaders’ data into all-women
leaders’ or all minorities’ data. This lack of differentiation in data minimizes the
importance and the challenges for BWLs in attaining the desired leadership roles.
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Invisible Data = Invisible Black Women Leaders in Healthcare
There is significant data on all-women leadership in healthcare as reported earlier
in the chapter:


75% to 83% of the healthcare workforce are women; and



22.6% to 27% are in executive leadership positions (Javadi, et al., 2016).

In order to get to a closer data point on Black women leaders, a comparison of women in
healthcare and WoC in all-industries will assist in narrowing the all-women data to actual
held positions by minority women.
Table 1
Percentages of Leadership Roles for Women in Healthcare and All-Industries
Leadership Role

All Women in Healthcare

Chief Officers/C-suite

33%

Women of Color (WoC) All Industries
4%

Senior Vice-Presidents

41%

5%

Vice-Presidents

47%

7%

Directors/Senior Managers

57%

9%

(Thomas, et al., 2017)
As shown in the pipeline graph in the all-women leadership section (Figure 1,
page 27), the numbers for WoC are the lowest in the pipeline and do not differentiate if
they are Black, Asian, Hispanic, etc. However, the study does point out that only “1 in 25
C-suite executives is a woman of color” (Thomas, et al., 2019, p. 9). In addition, multiple
data sources’ results suggest that the percentages are comparable to each other regardless
of the year, person, or institute that is gathering the information. It may also indicate that
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change is occurring and as stated earlier change is occurring at a slower pace without
prioritization:
-

African-American men and women, held only 8% of healthcare C-suite roles
in 2015 (The Leverage Network, 2015, para. 7).

-

Approximately, “5% of healthcare executives [director up to C-suite roles] are
African Americans” (Gathers, 2003, p. 17).

-

“The data showed that the highest percentage of female CEOs is in the retail
industry (12 percent), followed by the consumer industry (8 percent). The
industry with the lowest percentage is healthcare at 1 percent” (Stych, 2019,
para. 6).

-

“While data on the C-suite demographics are limited, minority representation
peaks at 6% in hospital leadership and governance…[as roles for] CEOs,
African-Americans represent less than 1%” (Dotson, et al., 2017, p. 300).

Throughout the literature on BWLs in healthcare, most of the data reflects allwomen and/or all-minority. All of the reports and studies reflect narratives from BWLs
relating experiences of their climbs into leadership positions, but rarely, if any data is
associated with those narratives to specify a particular percentage for BWLs in
healthcare. With the limited data on BWLs in healthcare, two assumptions based upon on
the analysis or previously reported data are:


BWLs will make up less than 4% of the all-WoC leaders increasing their chances
of being well below the 33% of all women in healthcare at the C-suite level; and



If all-women and all-African Americans total less than 1% of the C-suite roles in
healthcare, then BWLs are likely to be in the lower range of that one percentage

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

46

point as Black men hold approximately 10% (Thomas, et al., 2019) of the allindustry C-suite roles.
Data extrapolated for the very small numbers of BWLs in healthcare encourages a
look at why their numbers are lower than any racial and gender-defined groups working
to achieve and sustain higher-level roles in healthcare.
Summary
BWLs in healthcare believe that their higher education achievements, leadership
association contributions, consistent self-taught and on-the-job training are not enough to
get them to the higher level positions (Biu, 2019; Carter & Silva, 2010; Christo-Baker, et
al., 2012; Cook & Glass, 2014; Dortch, 2016; Ibarra, 1993; Smith & Crawford, 2007).
Each organization has different goals and projects to direct and guide. Each organization
needs to have the diversity within its leadership ranks to lead diverse workforces and
emerging leaders through all organizational goals as this creates productive teams and
improved outcomes. “Gender diversity among managers and decision-makers may also
increase women leaders’ tenure” (Cook & Glass, 2014, p. 94). Carter and Silva (2010)
add, “If you think about the career ladder, all the rungs are not the same distance…[we]
assume everyone is equally aware of the existence of each rung” (p. 5). There are “few
differences in education between women and men [all races]…[but] the survey data
shows that women of color are more likely to be relegated to lower-level roles” (Biu,
2019, p. 10). It is not the executive roles in their entirety that are inequitable, it is the way
in which a BWL ascends to those positions when they are equally qualified but not
achieving the same result as the dominant culture leadership group. The playing field is
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not equal and senior leadership does not appear to want to create a change system with
momentum that will address the problem of leadership advancement.
The data through peer review journals, books, and agency and institutional reports
(Center for Women Policy Studies, 1999; Building Movement Project, 2019; LeanIn.org
& McKinsey & Co., 2017; among others) reflect that WoC are continuing to achieve
leadership roles, but at a slower rate than all other racial and gender groups. BWLs are
achieving educational accolades at greater rates than any other racial groups, but this has
not translated into leadership positions. While workforces are becoming more diverse, the
leadership roles and C-suite positions are remaining stagnant in their diversity except for
in the chief diversity officer role. As national pressures increase for organizations to
diversify their leadership teams, BWLs are creating their own self-development
opportunities, continuing to attain higher education and are creating homogenous
networks to compensate for the lack of support within their organizations (Ibarra, 1993;
Witt/Keiffer, 2015). In recognizing that their differences are their knowledge-based
power from BFT, this may give an added strength-of-heart to their education, their
experience and skills that will make it more difficult to be overlooked or be invisible
(Collins, 2000; Jefferies, et al., 2018).
Based on this literature discussion, and data and theory praxis review, the research
question for this project is:
How do Black women leaders describe their lived experiences of facilitators,
barriers and biases in attaining leadership roles in healthcare organizations?
BWLs in healthcare may be a small number, but they are significant contributors
to the healthcare industry as seen in the positive results they can bring to a complex
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organization system. Their road to decision-making positions is a difficult and sometimes
unfruitful endeavor with minimal recognition for organization-wide achievements. This
qualitative phenomenological study will work to contribute data and narrative to the
research on the expansion of healthcare leadership diversity by giving BWLs a voice to
express the barriers and biases in their leadership journeys. This will require an
exploratory look at understanding the facilitators for BWLs as they rise into healthcare
leadership.

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

49

CHAPTER THREE: METHODOLOGY
The selected method for this qualitative phenomenological study is the
interpretative phenomenological analysis (IPA) to understand the lived experiences of
Black women leaders. This study has examined the influences of biases and barriers in
their career ladders and their modes of choice for surpassing these impediments. This
chapter will present the central research question that has assisted in constructing and
guiding this study. Next, this chapter will present the research design, study participants,
data collection tools and analysis plan. Finally, this chapter concludes with ethical
considerations made throughout the research.
The purpose of this qualitative phenomenological study was to explore the biases
and barriers that BWLs encounter in their rise to executive leadership roles in healthcare.
The biases that race and gender lend to a professional working environment did create the
need for facilitators to be constructed. The discovery of these facilitators are the key
factors in understanding whether or not they were supporting or a detracting influence on
the upward mobility of BWLs. Facilitators are a supporting factor when they create a
positive persona and working environment for BWLs. For example, the aspiration and
achievement of degrees in higher education is a supporting factor if it results in a
promotion to a higher-level role. However, achieving multiple higher education degrees
appears as over-excelling and other followers or leaders may find this intimidating.
Causing this educational achievement to be a detraction of their qualifications and will
have no positive effect on promotability. It has a negative effect on the agentic
dominance (AD) perceived by the followers of the BWL due to the achievement of the
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multiple degrees (Busch & Tapia, n.d.; Cheeks, 2018; Helm, 2016; Thomas-Breitfeld &
Kunreuther, 2017).
The aim of this dissertation in practice (DIP) has been to discover how BWLs rise
to leadership roles in healthcare organizations despite the barriers and biases that create
roadblocks and/or delays in their advancement journeys.
Recognizing the leadership talents within an organization often creates a viable
group of skilled formal and informal leaders selected through the organization’s pipeline
in succession program planning. BWLs excel in achieving higher education at a greater
rate than any other ethnicity (Helm, 2016); and assertively excel in crisis management of
failing departments (Roberts & Mayo, 2019, p. 5). They have the qualifications and
confidence to independently seek out leadership development (Epps, 2008); and if their
talent goes un-recognized they will move-on to aspire to a higher-level position at other
companies (Wingfield, 2019). All of these qualifying skills, experiences and education
for BWLs do not necessarily translate into attaining top ranking positions in healthcare
organizations (Epps, 2008; Garrett-Akinsanya & Mack, 2009; Roberts, et al., 2018). The
purpose of this study has been to investigate why this continues to happen at a time when
organizations are observing the advantages that a diversified and inclusionary leadership
structure can bring to an organization.
Research Question
Research Question. How do Black women leaders describe their lived
experiences of facilitators, barriers and biases in attaining leadership roles in healthcare
organizations?

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

51

Method
The layout of the research plan and design relate to defining the barriers that exist
in their leadership roles to the facilitators that help them attain their leadership positions.
Research Design Overview
This study was conducted using a qualitative phenomenological approach that
incorporated the stages of interpretative phenomenological analysis (IPA) (Babbi, 2018;
Creswell & Poth, 2018; Smith & Osborn, 2009) to assist in defining the sample size,
constructing interview question types and analyzing themes. This design approach was
selected due to IPA’s exploratory nature to connect “meaning and sense-making” (Smith
& Osborn, 2009, p. 54), with potential behaviorally constructed facilitators that BWLs
use to alleviate the barriers and biases in attaining leadership roles in healthcare.
The criteria for selecting the IPA approach was based on the defining features of
shared experiences, philosophical discussions and reflections that pair well with Black
Feminist Thought’s (BFT) ideology. BFT encourages crediting the bold experiential
knowledge of Black women to utilize sociological-historical negatives or the impact of
past historical tragedies, as a self-affirming support. This did create an improved
representation of BWLs’ “lives as a mosaic of intellectual creativity and a praxis of
resistance” (Evans-Winter, 2019, p. 19) for this study.
In IPA and other phenomenological approaches, the acknowledgement of shared
experiences and the connection of “lived experience[s] as criterion of meaning” (Collins,
2000, p. 257) from BFT all found to be Gems and/or the essence of the study. The Gem
concept is to “illuminate and enhance interpretation and understanding of a singular
remark” (Eatough & Smith, 2017, p. 19) that the researcher believes and investigates
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further to determine its significance in the story. The thematic analysis process created a
picture of understanding for the essence of leadership in healthcare for BWLs (Creswell
& Poth, 2018).
The qualitative study construct took on “transformative worldview” (Creswell &
Creswell, 2018, p. 9), as the specific groups’ efforts as leaders became meaningful and
purposeful through stories of strength and desires to make a difference. Due to studying
and exploring the experiences of a non-dominant leadership group that will have
implications within healthcare organizations’ culture of diversity and operational
configuration. The study design views the healthcare setting through the lens of BWLs in
order to understand the daily focus of their leadership roles. How they frame their
abilities to implement organizational strategies while mitigating the inequalities and
stereotypical perceptions placed upon them was an important narrative component of the
study. BFT and the transformative framework use social relationship and power
constructs as a theoretical base to support knowledge in meaningful leadership that
encourages improvement in society and gives voice to intersectional oppressions
(Creswell & Poth, 2018; Evans-Winter, 2019).
IPA has four stages that provided a guideline for establishing and creating the
resources that resulted in rich data collection and thematic analysis. The stages were not a
staid formulaic process, but were a flexible case-by-case process to gather information in
a progressive method and then created an ability to crosswalk the data back and forth
between cases. The four stages utilized for the study were:
Stage One: Review of transcripts multiple times with researcher’s field notes to
capture anything significant and of interest;

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

53

Stage Two: A second round of review to transform initial notes and ideas into
more specific themes or phrases;
Stage Three: A clustering of the preliminary themes after making the connections
between themes; and
Stage Four: A table creation that includes higher order themes, their sub-themes
and the illustrative data text from the transcripts that identifies the selected text’s
place in the theme (Eatough, et al., 2008, direct quotes from italicized phrases).
One of the roles of an IPA researcher is to include themselves in the
interpretations process. IPA assisted me in utilizing both the interpretations of the
participants’ information, the “questioning hermeneutics” and my interpretations of the
researcher’s notes and experiences, the “empathic hermeneutics” (Smith & Osborn, 2009,
p. 55). While ensuring that my add-ins are not overly influential and biased in the text by
bracketing, it was important for the me to gain the understanding of the participants’
lived experiences by making sense of their own personal and professional social
constructs (Alase, 2017; Creswell & Poth, 2018; Eatough, et al., 2008; Smith & Osborn,
2009). This made the IPA application to this study suitable, as I am also a BWL in
healthcare.
Participants
The population studied were Black women leaders working in healthcare
organizations that hold positions from manager up to chief executive roles. The
recruitment process included communications conducted through email and in the
following order:
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1) The recruitment and consent letter (see Appendix A) and the participants’ Bill of
Rights (see Appendix B);
2) If they consented to participate through a return email response further
information and instructions about the research was emailed to the participant;
3) The instruction email included a timeline for the progression of the study’s data
collection.
The recruitment process was progressive throughout the study depending upon
additional contacts given to me from the core group of participants (snowball sampling)
if they knew of a leader that wished to participate in the study. All participants had an
opportunity to ask me questions and discuss further information regarding the study
before responding to the demographic questionnaire and participating in the interviews.
All participants identified as an adult Black race minority, woman (she, her, hers,
they), and be in a current healthcare leadership role with a title of manager, director,
executive director, vice-president, senior vice-president, and/or chief officer executives.
Twenty recruitment emails sent research information, consent to participate and
bill of rights. The final sample size was 12 Black women leaders.
In consideration of saturation, the conclusion of the coding process was
completed when each case was routed through all four IPA stages, and the patterns, Gems
and core essence had all been identified and explored, and the comparisons and
connections between cases had stopped (Alase, 2017; Eatough & Smith, 2017; Smith, et
al., 2009). Smith, et al., (2009) encouraged me to “feel comfortable with the outcome” (p.
99) by creating a memoing process and cataloging my field notes of the analysis as
helpful tools in crafting and completing the table creation for stage four.
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In IPA, the sample size was based on those who are “prepared to participate…a
more closely defined group…[and] the investigation may…be rare and define the
boundaries of the…sample” (Smith & Osborn, 2009, p. 56). This sample group included
BWLs in healthcare organizations that are in different states and cities, and they had
varying educational and experiential criteria for achieving these leadership roles. A good
sample size description for an IPA study is for it to be “judged by the light it sheds within
[the] broader context” (Smith & Osborn, 2009, p. 56) which will go from “sensitivity to
context[ual]…[with] impact and importance” (Hefferon & Gil-Rodriguez, 2011, p. 758).
IPA holds the homogeneity of the group participants as important because of the
shared experiences that gave me the opportunity to understand the lived experiences of a
similar sample group. The homogeneity of the group takes precedence over an exacting
sample size with multiple dissimilarities in IPA. However, some suggested sample sizes
for IPA are two to 25 (Alase, 2017; Creswell & Poth, 2018). Smith, et al., (2009)
suggests a sample size of “between four and ten” (p. 52) with consideration for the
number of interviews completed as opposed to the number of participants. This
suggestion was due to IPA’s desire to achieve significant content with fewer participants
providing “the reflections, great dialogue…development of meaningful points in
similarity and differences” (Smith, et al., 2009, pps. 51-52) throughout the data
collection. In addition, this lessened the chance of my novel data collections experience
from becoming overwhelming with the amount of data. The sample group size of 12 falls
within sample size suggestions and was sufficient for representation, establishing
homogeneity, and collaborative strength in the data for the study.
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Data Collection
Prior to data collection, Institutional Review Board (IRB) approval the initial
proposal and research design on August 4, 2020 (Appendix F). A second IRB submission
achieved approved on October 23, 2020 (Appendix G) as a request for modification to
use a specially designed Qualtrics© survey and to include support from a research
assistant.
The data collected from the participants used the following data sources: 1) a
demographic Qualtrics© questionnaire (see Appendix C), 2) semi-structured interviews
(see Appendix D) and Artifacts. A collection of Artifacts from any participant were
accepted to support their leadership values, capabilities and experiences, and were not
limited to accolades/awards, organizational achievements, professional association
involvement and achievements, presentations, and personal values.
Data Collection Procedures
The unit of analysis was the set of experiences for each Black woman leader. The
data collection included information from the demographic questionnaire (DQ), semistructured interviews (S-SI) and any collected Artifacts (AFs). After receiving the
agreements to participate and collected demographic information was stored for later
analysis. Each BWL had an assigned participant number. During the interview, each
BWL chose a pseudonym to maintain anonymity.
IPA utilizes an idiographic perspective that emphasizes the viewing and the
importance of each individual case to encourage completeness of the text and associated
themes to achieve clarity and identification of specific Gems before moving onto the next
case (Eatough & Smith, 2017). Therefore, each participants’ transcripts and artifacts were
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catalogued/numbered and labeled, then loaded into the software program folder for
coding and placed in a file research folder as sources were prepared for case comparison.
Data Collection Tools
Artifacts (AFs). The artifacts logged for this study included, but were not limited
to accolades/awards, organizational achievements, professional association involvement
and achievements, presentations, and personal values and achievements. Artifacts added
to the stories voiced in the interviews and assisted in determining similarities and
differences between participants as to the artifacts’ (Cleven, et al., 2009; Saldana, 2016)
importance and association with the BWLs’ skills and abilities. In qualitative research,
artifacts can be an unforeseen and unanticipated value-added item to research. They are
used “as a research tool to access information that might not be possible through
observation, document analysis…[and] interviews” (Rowsell, 2011, p. 332). Artifacts
help to tie what is cherished with what is achieved (Rowsell, 2011) and did contribute to
the strength and credibility of this study’s narratives from each participant. Capturing the
stories of the participants through artifact collection took on an emic perspective that
created an understanding through sensations and visuals that gave a foundation for
supporting the stories (“Analyzing documents, artifacts, and visual materials”, 2017;
Creswell & Poth, 2018; Rowsell, 2011).
Demographic Questionnaire (DQ). A hired research assistant created the
questionnaire through a Qualtrics© platform (Appendix C) and emailed the questionnaire
to the participants with their own private sign on. After the return of the completed
questionnaires, the Qualtrics© database assigned a code to each participant to maintain
their anonymity in the sample group. In collaboration with the research assistant, I
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reviewed the data in aggregate and not as single responses to decrease assumptions of
identifications. The questionnaire responses provided information on education level, age
range, title, length of leadership and healthcare work experience, foremost job
responsibilities, facility type, staff oversite, number of weekly hours worked, and gave
the participants an opportunity to rate their preparedness for their roles and their rationale
for taking on a leadership role.
After completing the pre-interview questionnaire, a date was set for the S-SI. The
DQ provided the study with a thorough description of the sample group and generated
some assumptions in reference to their feelings of purposefulness and what influenced
their decisions to become leaders. Some of the data from the DQ in combination with SSI supported specific themes and sub-themes for further discussion in chapter four.
Semi-structured Interviews (S-SIs). Each BWL participated in a semi-structured
interview that was set-up through Zoom©, a video-conferencing web application.
Rev.com© was used to record, create and validate the transcripts. A set of 10 questions
with prompts gathered perceptions, skills, experiences and knowledge of their work
leading to their advancement. In the IPA approach, the S-SI identified the participant as
the expert in the lived experiences that are told and the questioning of the experiences
gave an allowance of a dialogue shift, as interesting thoughts became a novel aspect in
response to open-ended questions (Hefferon & Gil-Rodriguez, 2011; Smith & Osborn,
2009). An interview protocol (Appendix D) is encouraged by IPA and created to achieve
consistency of questions and supported any revisions during question construction and
implementation. However, IPA suggests guiding each participant rather than leading
them through the interview, which encouraged the participants to follow an opening of
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discussion that may vary from the interview protocol strategy (Babbie, 2017; Hefferon &
Gil-Rodriguez, 2011).
The order of the questions and sub-questions/prompts rolled into one another or
gave room for more expression of the responses that resulted in unexpected nuances.
Each question elicited a variety of phenomenological descriptions enhanced by
professional and personal discoveries (Auberbach, 2019; DiCicco-Bloom & Crabtree,
2006; Smith & Osborn, 2009). There were multiple opportunities to identify that a
phenomenon was in use when answering the questions and was the basis for the protocol
design taken from the University of Southern Maine’s (n.d.) interview protocol templates.
DiCicco-Bloom and Crabtree (2006) made suggestions of listening well, reflect
information back to the interviewee; maintain constant awareness to sustain anonymity of
the interviewees as this creates a trust in communication and provides a complimentary
environment for sharing experiences. Creating open-ended questions as if I would ask
and answer them myself sharing the same experiences of joy, pain, frustration, etc. as the
participants may feel, created the empathic hermeneutics for an IPA study (Smith &
Osborn, 2009). If I could not answer the questions, how will I expect others to want to?
Data Analysis
Through Zoom© and Rev.com© the data collected from the semi-structured
interviews and any follow-up discussions to maintain clarity/meaning or any additional
comments from the participants helped to elevate their stories. Each interview was
transcribed through the Rev.com© application and verified through comparison with the
recording. All participants’ member checked transcripts loaded into MAXQDA© had
multiple hand coding and reviews, and initial noting. At a later point, the thematic
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review of each case resulted in aggregating all the themed data sources for case
comparison.
The themes created from the interviews, artifacts, and the shared ideas of the
BWLs demonstrating a single or multiple-use phenomenon. A collection of new and
differentiating phenomena emerged from the transcripts and images as the study evolved.
My initial noting added to the thematic analysis along the way to determine if there is
missing or miss-interpreted information, and for comparison of relatable experiences.
Member checking was required from participants and helped to ensure that their
transcript was reflective of their leadership work.
Collected artifacts shared from each participant that had an artifact to share, as to
their meaning, value, and origin in their career timeline, which created a story to be
associated with information already given in the S-SIs. Analysis of Artifacts considered
four factors:


Where they belong in the participants’ leadership career, e.g. – a bonus check
stub; a leadership contract; a recognition;



What value it has as a representational and presentational symbol to the
participants’ leadership strength, e.g. – co-authoring a chapter in a leadership
reference;



The artifact transformation: ‘what they do or what they are used for’ and how they
function in the space they are used, e.g. – an expensively framed degree centered
on the wall in a CEO’s office;



As an extension to the participant giving the artifact human qualities to better
understand the power it holds for the participant, e.g. – daily wearing of a
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mother’s college ring, thank you note from a staff person (“Analyzing documents,
artifacts, and visual materials”, 2017).
As mentioned in the research design section of this chapter, IPA’s four stages of
analysis created the coding formats to establish the themes. The stages provided an order
to the analysis process that emphasized the detailing of each case placing the focus
intentionally on the participant and encouraged strong familiarity with each case data set,
so that at each stage I remained engaged.
Stage One: Reading and Re-reading each case before moving on to the next case
to sustain a slower progression of analyzing each data component. Smith, et al., (2009)
believe this is where the re-reading of the transcripts allows for an increased
understanding of the narrative and created a familiarity with each document that assisted
in defining “patterns of shifting from generic explanations to the specifics of particular
events” (p. 82). I read and re-read the documents within a four to five-day timeframe with
the Rev.com© recording after each interview to match words with expressions and
contemplation of questions. If AFs are included for a participant, analysis completed each
associated narrative so alignment of AFs accomplishing a merging with themes or subthemes.
Stage Two: Initial noting is the stage Smith, et al., (2009) utilize as a “free textual
analysis…[with] no rules…[to] explore and examine semantic content and language” (p.
83). The assumption is that as a researcher I will have a grand level of familiarity with the
case and can begin writing notes and assigning meaning units to specific comments per
each transcript. Therefore, from the transcript I created a “descriptive core of comments”
(Smith, et al., 2009, p. 83) which identified the phenomenological occurrences through
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the participants meaning. The identified phenomenon became the purposes and processes
of “relationships, places, events, values, principles” (p. 83) and personal feelings
regarding their professional journeys. After identification of all comments through
highlighted codes, I stated why I believed they were important to the participant and
determined if a phenomenological theme had occurred. In IPA, my initial noting
comments were broken down into three comment categories:
1) Descriptive – the highlighted thoughts and experiences of the participants
that come from the open-ended and probe/prompt interview questions,
AFs, and demographic information.
2) Linguistic – reviewing how the participant expresses and utilizes words
that are prominent in their culture, are frequently used; does it bring about
laughter, sadness, thoughtfulness, etc?
3) Conceptual – this may come from the personal reflections of the
participants and this is also the opportunity for reflections from the me
(Smith, et al., 2009)
The combination of strength in familiarity with the transcripts, data gathering in comment
categories with participant focus and with reflections from myself, I moved to Stage
Three.
Stage Three: A clustering of the preliminary and emerging themes from the initial
noting comment categories will begin to reduce the number of comments to more specific
phenomenology and allow for re-organization of the data. The themes and sub-themes
identified through groups of text and my initial noting, resulted in connections between
themes or a singular event per only one participant that carried great importance. All
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theme coding and initial noting collected in MAXQDA©, filed and saved the
participants’ comments and my interpretations of their comments. I began to identify the
Gems in the transcripts. Exploring for Gems may begin as early as Stage One, however
by Stage Three the transcript is broken down into specific meanings for discovery and the
data is more manageable rather than combing through an entire transcript.
The identified Gems per each case reflected the BWLs’ thoughts about work, life
and purpose. In Eatough and Smith’s (2017) work, they identified three types of Gems –
“shining, suggestive and secret” (p. 19). The three Gems indicate that phrases and words
can be viewed as “shining with meaning…suggestive [is less obvious, harder to find, but
may repeat itself] within the hermeneutic circle…[and] the “secret gem is the most
elusive…embedded, [but with attention] can be found in the overall document” (Eatough
& Smith, 2017, p. 19).
Stage Four: Begins the connecting of themes per each case before comparisons of
cases. Each participant’s IPA table creation included higher order themes, their subthemes and comment categories from the transcripts that identified a selected text’s place
in the theme (Eatough, Smith, et al., 2008). At this point themes were set aside or
expanded depending upon the theme’s importance in the transcript, “the analyst is
encouraged to explore and innovate in terms of organizing the analysis” (Smith, et al.,
2009, p. 96).
Therefore, all the identified themes extracted from each participants’ IPA table
created a list of themes. Creating the tables helped me to adjust themes and sub-themes
based on references from identified text. Each table identified phenomena that aligned
themes and text for understanding the meaning of the lived experiences. The table
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creation allowed a visual of the themes to determine those ideas that were similar,
different, co-dependent, one-of-a-kind, or completely opposite in context. For example, a
BWL comments on being the only one, as demonstrated in the sample Table 2.
Table 2
Sample IPA Participant Table Creation Theme Analysis
Theme

Working in
Alienation

Question #
/Paragraph #

Key Words/Phrases

Question
1/Para. 1-2

Leaving the office at
10pm, finishing
touches on the project
by myself.

Question
5/Para. 4-5

Question
5/Para. 7-8

Always the ‘only one’
at the leader table to
state the facts, not all
enjoy my input and see
me as being negative.
I work alone because I
want to, not because I
am the only Black
woman. It brings me
joy to see the
completion,

Artifacts

Gems & My
Observations

Excellence
Certificate
awarded
for project
leadership
Agentic
Competence
– Agentic
Dominance
observation.
It brings me
joy.

Creating the table of themes, completing multiple read-reviews, reflecting on the
meanings (bracketing my biases) of the themes, and understanding the implications of
multiple themes for all participants and/or singularity of a theme/event for one participant
was completed to tell the stories of the BWLs. To complete the full narrative of the
BWLs, Alase (2017), Saldana (2016), and Smith and Osborn’s (2009) encouraged
multiple reviews so that I had extensive knowledge of each case that would support the
significance of the lived experiences. The transcript comments gave the lived experiences
analytic value by cross-walking and comparing themes, “code weaving” (Saldana, 2016,
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p. 276) and inter-relating the themes per case and then in case comparison through the
MAXQDA© software.
The completion of analysis for IPA in Stages One through Four occurred for each
case before moving onto the next case. This format is the way IPA determines that I
know all there is to know about the case, the themes, the sub-themes, the gems, and the
meanings and the importance of particular texts that may result in identifying the
phenomena under study.
Methodological Integrity
The closeness of this study to my own work life indicates the need for me to often
reflect, listen and understand other points of view and to disclose my own relational
preferences consistently throughout the study. The study has been reflective of all
participants and included the meaningful thoughts and perspectives (APA, 2020) of each
BWL and myself. Obtaining feedback from participants consistently, reviewing the data
multiple times for a more robust comparison and adding in additional sources – artifacts
and current events during the study encouraged the creation of an “in-depth rich
description” (APA, 2020, p. 103). One of the rationales for choosing IPA was to assist
with consistency in how I analyzed each data source and its contributions to the overall
research findings. IPA also allowed for finding something unique or identified a single
gem that may occur for only one participant’s experience. Identifying these special gems
and meaningful actions, and acknowledging the experiences of the BWLs built trust and
respect between the participants and myself.
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Ethical Considerations
One of my biggest concerns as a researcher was my inherent bias and relationship
to some of the participants and the topic. According to Creswell and Creswell (2018),
identifying the biases early on and making them known, and making sure to disclose all
necessary information to participants helped to decrease the chances of inherent bias.
Additionally, being sensitive to the needs of the participants, I built a rapport of trust and
professional respect between the participants and myself. All of these considerations were
included in designing experiential and thoughtful questions. I used bracketing to make
known those responses that were additions from me or influenced by my biases. The
questions worked to “clarify the bias the researcher brings to the study…[and] present
[any] negative or discrepant information that runs counter to the themes” (Creswell &
Creswell, 2018, p. 200). Most importantly, I did not want to miss, miss-represent, or
override the voice of the participants.
The recruitment letter (see Appendix A) provided the opportunity for each BWL
to agree to participate in the study, before moving forward with specific study
information and instructions. Within those instructions, confidentiality and anonymity
relayed to each participant to establish trust and the freedom to choose how much
information they would be willing to share. Continued offers to withdraw provided
opportunities for the BWLs to step out of the study if they felt they were not able to share
more at that time.
The BWLs in this study worked in current executive leadership roles and any
information they shared could have unintended effects on their careers, specifically if
identifying material and their organizational roles are not kept confidential. Thus, the
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confidentiality of participants and all data collected have been carefully stored and
protected. Each participant had a pseudonym and participant number for use throughout
the interviews and sharing of AFs. The MAXQDA© software has tools for logging and
storing transcripts and artifacts without real names and other leading information.
Concealment of all participant information within my personal laptop and specifically
assigned flash drives per participant assigned number and pseudonym.
As mentioned earlier in this chapter, member checking was required for all
transcribed information to ensure the participant was willing to share their storytelling
accurately portrayed within the research. At all times a participant could withdraw for
any reason if they could no longer participate with ease in sharing experiences. All
communications if not a part of the interview process were completed through an email
address the participant had agreed to use and all emails from myself were from my
Creighton University student email address.
Summary
The IPA process does follow many of the same coding analysis suggestions as
Saldana (2016), however IPA encouraged reviewing each case distinctly, keeping each
one separate of the other while being centered on one participant’s interactions. This
allowed for a slower, more progressive case-building process before making broad
categorizations/themes or claims. This is an “idiographic approach to analysis” (Smith &
Osborn, 2009, p. 67), “concerned with the commitment to the particular…[placing
importance on] a sense of detail…[and] understanding a particular experiential
phenomenon” (Smith, et al., 2009, p. 29). This developed my skills in the case review

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

68

process so that each case could be more adaptable and flexible as the patterns and themes
emerged.
The use of the IPA stages to analyze the data sources provided an opportunity to
give credence to the facilitators, barriers, and biases that occur in healthcare leadership.
The identification of themes through interviews, artifacts, and the table creation per
participant created a robust coding analysis that gave a singular and collective picture of
phenomenon and themes. The essence and Gems, and sense-making of the provided
stories through the data sources gave support, credibility and understanding to the BWLs’
experiences in leading healthcare organizations.
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CHAPTER FOUR: RESULTS AND FINDINGS
This chapter will present the findings for the study of Leadership Achievement in
Healthcare: An Interpretative Phenomenological Analysis of the Voices & Experiences of
Black Women Leaders. This study will present the lived experiences of Black women
leaders (BWLs) in their healthcare leadership roles; how they lead, respond to challenges
and opportunities in their work environment; and how they work to stay inspired and be
inspiring for emerging Black women leaders in their executive roles. Twelve Black
women leaders provided information through a pre-interview questionnaire and a nine
question semi-structured interview. The study utilized an interpretative
phenomenological analysis (IPA) (Smith, et al., 2009) to gather data from each case to
identify phenomenology. The created IPA tables per participant completed through hand
coding prior to the data upload into MAXQDA© (MAXQ) for further coding and case
comparison. The results from these interviews with the BWLs set out to answer the
research question:
How do Black women leaders describe their lived experiences of facilitators,
barriers and biases in attaining leadership roles in healthcare organizations?
In this section, the sharing of the participants’ characteristics singularly and
collectively through themes, Gems and Artifacts. Next, I describe the data collection
process that includes the coding strategy process that divides the themes into two specific
categories. The two specific categories illustrated the facilitators, barriers and biases of
being a BWL in healthcare. The lived experiences identified the phenomena as themes
and sub-themes taken from twelve transcripts that a total page count of 200. Finally, a
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discussion of the findings will provide an accumulation of the lived experiences that
support or do not support the stereotypes and opportunities for BWLs in healthcare.
Results
Introduction to Black Women Leaders in Healthcare
Twelve Black women leaders in healthcare provided this study with a sample
group that included leaders from healthcare academia, healthcare-hospital systems and
healthcare support organizations. Their collective roles included managers, directors,
senior vice-presidents, chief executive roles, and CEOs of their own companies. These
twelve women are highly educated and have years of healthcare experience ranging from
14 to 38 years. This sample group included The Traditionalist Generation, Baby
Boomers, Generation X and Millennials (Rosenber, 2020) which gave the group a wide
variety of lived experiences from their childhood to their current personal and
professional lives. Their collective energy of work is profound and seen in the excellence
of service to primary caretakers, while leading their organizations through the volatile
challenges of the COVID-19 pandemic. During the study’s time frame three of the BWLs
were in the process of moving to new positions across the country, one was starting her
own healthcare consulting business, and two had just applied for executive roles in other
parts of their organizations. The BWLs represented the states of Arizona, California,
Connecticut, Florida, Georgia, Illinois, Maryland, Oregon, Texas, and Virginia.
Demographics of the Sample Group
For this phenomenological qualitative study, the BWLs were identified as Black
woman (she/her/hers/theirs) and held a title of manager, director/professor/executive,
senior vice-president, or a chief executive role, board chair/member, executive consultant
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and association president. The number of years of experience in their current healthcare
leadership roles was at the minimum of 5-1/2 years and at the maximum 13 years with an
average of nine years. Total years of healthcare experience ranged from a minimum of 12
years to a maximum of 42 years with an average of 25 years.
Table 3
Participant Summary
Total
Education
Total
Years in
Level/Certification
Years in
Current
s & Licenses
Healthcare
Role
PhD/1 Cert/1 Lic.
9.5
14
2 Masters’/2 Certs/
7.5
17
1 Lic
PhD/1 Cert
12.5
14
Masters’/2 Certs/
5.5
12
1 Lic
Bachelors’/2 Certs/
16
19
1 Lic
Masters’/1 Cert/
6
15
1 Lic
Masters’/1 Cert/
9
38
1 Lic
Masters’
13
35
2 Masters’/2 Certs/
8.25
42
1 Lic

Participant

Title

Age
Range

Dr. Ananda
Dir.
Westwood
Dr. Petes

Director

29 - 39

Director

29 - 39

Director

29 - 39

Leader Skye

Director

29 - 39

Ms. Gamma

Manager

40 - 49

Ms. Millie

SVP

40 - 49

P. President

President/CEO

50 - 59

Giselle

Director
Nurse
Executive
Medical
Director
President

60 - 69

60 - 69

MD/7 Certs/1 Lic

6.5

33

60 - 69

12

38

Administrator

70 - 79

PhD/1 Cert/1 Lic
Masters’/2 Certs/
1 Lic

6

27

Exec. Elaine
Ms.
Rehabilitation
Dr. Wellson
Administrator
Sophia

60 - 69

In healthcare, leadership is a mixture of clinical experience and leader experience.
Eight percent earned a Bachelors’ degree, 92% earned Masters’ degrees, sometimes two
Masters’, and 42% earned Doctorate degrees. The entire group carries at least one license
or certification, which means they have a specialty in addition to their formal education.
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Representation of four of the generational groups creates an interesting mix of
leadership experience, two (75%) of the generational groups: Baby Boomers and
Millennials are the largest of the sample group. A sprinkling of The Traditionalist
Generation (8%) and Generation X (17%) make up a smaller percentage of the group.
Age when coupled with the variations in work experience will demonstrate later in the
findings that content of work experience should matter, not the age of the leaders.
This group on average worked 51+ hours each week equaling 102 hours of work
per a two-week pay period. As most of these roles are exempt status, they receive no
overtime pay, shift differential or weekend pay within their role. It does allow for
flexibility in their roles to work later, come in early, shift to a weekend, etc. - beyond the
traditional 40-hour workweek.
The BWLs are responsible for varying departments and organizational size. At
minimum, their department full-time equivalent (FTE) count is two with a maximum of
2000 FTEs. Their average staff size is 350 FTEs. They work within organizations whose
size ranges from one to 18,000 employees with an average organizational size of 6,304
employees. At the time of the interviews, three BWLs did not currently have any
employees directly reporting to them. They were creating their own companies and
shifting their duties due to the pandemic and were in transitioning leadership roles.
In summary, the group is well educated formally and has additional certifications
to support on-going life-long education. The group has a breadth of work experiences to
elevate their leadership skills and the positions they hold. They lead departments and
organizations that are small to very large in employee count and work an average 102
hours per a two week pay period. Further demographics from the Qualtrics© pre-
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interview questionnaire (Appendix C) found some additional attributes that served to
provide a good backdrop for the sample group’s description of their work and their work
value. This next section will elaborate on why they work an average of 102 hours per a
two-week pay period and how they feel about their skills and preparedness to be
successful leaders.
Description of the Sample Group
The Qualtrics© pre-interview questionnaire in addition to asking demographic
questions also asked some rating-type and closed-ended questions designed to assess
their feelings about their leadership roles.
Each interviewee chose from a list of 18 job functions and determined which job
functions were their highest responsibilities. These essential job functions selected from a
variety of job descriptions for senior vice-presidents, executive directors and chiefs.
As Figure 3 indicates 67% of the leaders’ determined that at least three of the top
five essential functions are their major priorities on a daily basis – daily operations and
logistics at 28%, project development and multiple site responsibilities tied for 20% each.
This indicates that 68% of their workload is staffing resources requiring relationshipbuilding skills; multiple site/multiple services responsibility requiring an aptitude for
constant change; and project development requiring organizational, execution, and team
building skills. In the Findings section, these skills are the traits that the BWLs utilize and
are evident in one of the major defined themes for this study.
The Daily Operations/Logistics section can incorporate a plethora of job
responsibilities including putting out daily fires or the always-preparedness planning for
accrediting agency surveyor scheduled and unexpected visits
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Figure 3
Black Women Leaders’ Top Five Daily Job Priorities

Their top five job functions, as shown in Figure 3, are essential to their leadership
roles:
-

Daily Operations and Logistics

-

Project Development

-

Multiple Site Operations – Two or More Distinct Sites of Responsibility

-

Staff Resource Support - Education

-

Benefits – Awareness of General Information to Support Staff (if Benefits is
not their actual department oversite).

For the entire list of 18 job priorities, see Appendix H.
The sample group rated their learned skills and rated whether or not they were
prepared for the leadership role (See Figure 4). Figure 4 indicates that 83% of the group
feels their skill level prepared them for their leadership role. Frequently within
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healthcare, if the leadership role is a promotion from a clinical staff position or an entrylevel management position there is little time for training or time to develop leadership
skills.
Figure 4
Participants’ Self-Rate of Skill Level and Role Preparedness

Skill and competence is often self-developed based on one’s initiative, constant
learning attitude, and making oneself available for leadership opportunities that train
specific leader role functions. If the organization has no specified or a limited leadership
development program to support developing its internal leaders, the leaders must
consistently engage in self-training opportunities.
The final descriptor pulled from the pre-interview questionnaire determined that
the BWLs inherently are driven by purpose and meaning in their work (Van Wingerden
& Van der Stoep, 2018). Comparing the participants’ motivation to taking on a leadership
role based on meaningful work versus an increase in pay rate was to determine if they felt
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they were making a difference in their organization by being a leader. This particular
comparison will be further explained through the themes because of how influential
‘making a difference’ is to each BWL and how she views herself in leading by example
and creating purposeful and meaningful work for employees and for herself.
Figure 5
Participants’ Self-Rate of Pay Rate Motivation and Making A Difference Motivation

As Figure 5 indicates pay rate is a motivator, however the feeling of making a
difference outweighs the pay rate factor. Eleven out of the 12 participants (92%), rate the
feeling of making a difference as a higher and highest value to their leadership role.
While eight out the ten responses (80%) rated pay rate as a moderate to low motivator for
taking on a leadership role.
In summary, the participants reported:
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Working long hours to focus on job priorities that include but are not limited
to daily operations and logistics, staffing and their development, managing
multiple sites of service and developing programs to create and sustain needed
services;



Adding value to their work through the need to make a difference by utilizing
the influence of the roles they occupy; and



Preparing themselves for continued leadership through formal education and
continuing educational opportunities that enhance their skills and maintain
their preparedness for their leadership work.

In the next section, I will discuss the data analysis process.
Data Analysis
The data analysis section will present the data collection process; the use of IPA
for theme creation; and the categorization of themes into two sets of phenomena types.
The data collection process started with the pre-interview questionnaire
(Appendix C) that provided demographic information on education, years of experience,
current title and laid a foundation for their frame of mind toward work hours, value of
work and preparation for the leader role.
Twelve interviews (Appendix D) were conducted through a Zoom© video
conference as consented by each BWL. Times were set for one hour and with permission
from the BWL to extend if it was necessary to go beyond the one hour. All interviews
were completed within that one Zoom© video conference with any clarification or
follow-up completed through email communications.
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Transcription of the interviews was completed by Rev.com© during the Zoom©
video conference with permission from the BWL. Each interview was recorded on
Rev.com© and sent through their system to be transcribed. Most of the interviews
transcribed within 72 hours and notification by email occurred when the transcription was
complete. Editing to verify, correct inaudible sections, and the first hand coding was
completed within Rev.com©. All transcripts downloaded into a passcode-protected
folder from Rev.com© for this research study. Two hundred (200) pages of original
documents were completed from the Rev.com© transcription service. The coding process
included three reviews completed by hand coding, initial noting, and an upload of the
transcript into MAXQ.
The member checking process completed by participants verifying each
transcripts completeness and allowed the opportunity to approve the use of their
documents. They were able to delete, re-state, and add information to their transcript.
Each participant had up to 21 days to review, return their transcripts, and keep a copy of
their transcript. The passcode-protected folder holds the date of return and approval to
use each transcript. Comparisons of the member-checked transcripts to the Rev.com©
recordings and the initial noting from the researcher’s field notes during the interview
were reviewed again for further clarification, if needed.
Interpretative Phenomenological Analysis (IPA)
IPA Terminology
Gems. The Gems are text segments within the transcripts, unique to the
participant’s experiences and can be cultural, familial, trendy, self-created terms tied to a
special meaning or occurrence. Eatough and Smith (2017) identified three types of Gems
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– “shining, suggestive and secret” (p. 19). The three Gem types are referenced from
illumination to “less obvious” and repetitious to “elusive and embedded” (Eatough &
Smith, 2017, p. 19).
Initial Noting. Written notes by the researcher that are on the original transcript
copy, the interview script, and in the IPA participant table. Initial noting is a ‘free
contextual analysis” that aims “to produce a comprehensive and detailed set of notes and
comments on the data” (Smith, et al., 2009, p. 83).
Nested Themes. Sub-themes that emerge from text segments that maybe in some
of the cases and show an alignment through similar characteristics and meaning to a
super-ordinate theme (Smith, et al., 2009).
Super-Ordinate Themes. Identifies similarities between cases and text segments
that generate a “higher level” theme and results in a newly developed name for the cluster
(Smith, et al., 2009). Super-Ordinate Themes are “constructs which usually applies to
each participant within a corpus but which can manifest in different ways within the
cases” (Smith, et al., 2009, p. 166).
Interpretative Phenomenological Analysis (IPA) Discussion
IPA was selected for the data analysis process of this study because of the
methodical and purposeful stages in which to approach each singular case. Smith, et al.,
(2009) encourages the use of the hermeneutic circle and the idiographic interpretations
involved in the IPA process to determine the study’s particulars through a “thorough and
systematic” approach (p.29). Utilizing the hermeneutic circle, the details of the findings
become singular parts of the whole story assisting in “describ[ing] the processes of
interpretation very effectively and speaks to a dynamic, non-linear, style of thinking”
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(Smith, et al., 2009, p. 28). This approach fit the analysis process for this study because
of the focus on the details per each case before moving to analyze specific texts in the
next case. This study’s singular case-by-case approach identifies particular lived
experiences through multiple reviews of the transcripts. This process led to a larger
collection of data from the sample group. Smith, et al., (2009) encourages utilizing IPA
because of the “ability to consider the essential features of particular phenomena” (p. 38)
through the multiple reviews that did identify the phenomena, which affected the
leadership acumen of the BWLs.
Coding Strategy. The initial noting and the first hand coding occurred when
returned by the Rev.com© transcription service. The second hand coding occurred after
the transcripts returned from the participants’ opportunity to member check their
transcripts. The third coding of the transcripts included specifically identifying the
themes and Gems. Artifacts, if provided by participants, aligned with themes in the
participant’s IPA table. All three coding processes resulted in a creation of an IPA table
per each participant that outlined the themes, subthemes, Gems, and Artifacts that
increased the ability to align, merge, and define singular and similar phenomenological
incidents per leader.
All IPA participant tables were completed and the associated transcripts were
uploaded into the qualitative data analysis software of MAXQDA© (MAXQ) to code for
comparison between cases, and frequency of incidents of biases, barriers and facilitators.
The IPA tables of each participant are unique to IPA and provide an additional coding
and sorting of text segments. The table creation step led to the identification of specific
text segments that were assigned as “super-ordinate themes” (lead themes) and/or
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“nesting themes” (subthemes) (Smith, et al., 2009, p. 109). The final coding of the
transcript segments organized within MAXQ and resulted in the write-up of the research
findings that corroborated the barriers, biases and facilitators from the research question.
Categorizing the Identified Phenomena
In order to specify and organize the themes identified, two distinct categories
were created to align all themes per their impact upon the BWLs. Table 4 aligns the
themes with the associated phenomena that are either a bias and barrier or are a facilitator
to the BWLs.
Table 4
Super-Ordinate and Nested Themes Categorized
Stereotype Phenomena Themes
(Biases and Barriers)
Tokenism:
- A Two for One/Black and a
Woman
- Representing ALL Black People
and Cultural Knowledge
Angry Black Woman:
- Dismissed
- Racial Ambivalence;
- Automatic Out-Selection
- Agentic Competence and Agentic
Dominance

Quit and Stay:
- Promotion Overlook;
- Resolute/Resilient Performance
(Doing Great Work to the End of
this Job)
Non-Categorized Themes
- Mentorship
- Purpose and Meaningful Work
- Racial, Gender and Ageism Biases

Self-Identifying Phenomena Themes
(Facilitators)
One and Only:
- Racial Ambivalence
- Tolerance of Being the Only One
Strong Black Woman:
- Over-Achievement/OverEducation/Over-Qualified
- Ethics of Caring
- Sisterhood Tribe
- Leadership Style and Skills
- Racial Ambivalence
- Agentic Competence and Agentic
Dominance
Faith and Ancestral Influences:
- Sisterhood Tribe
- Family and Kinship
- Faith in Leadership
The Surprise:
- Educating the Dominant Culture
- The Reverse Surprise
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The first category is Stereotype Phenomena Themes. These themes are
perceptions associated with negative biases through either bias terminology, and
perceived actions and behaviors by others. Additionally, any behavior responses by the
BWLs from bias actions committed toward them or others around them that created a
mindset change for the BWL. The Stereotype Phenomena Themes brought out in this
study revealed the perceived stereotypes associated with Black women that then follow
them into leadership roles and promotional opportunities.
The second category that emerged was Self-Identifying Phenomena Themes,
which are culturally oriented colloquialisms that Black women often use to describe
themselves. They are themes that are associated with Black women in general and may
take on positive or negative effects in their leadership career. They may include myths;
actions of conformity, resilience and resistance, and tolerance; and behaviors that
elevated their leadership careers with add-ins of emotional and self-care factors.
Definitions of Super-Ordinate and Nested Themes
Angry Black Woman. A pejorative reference to the intrinsic anger that was
originally based on the “compassionate, protective, and retributive” (Parks, 2010, p. 110)
feelings that Black women used to protect their families and themselves. It is now a more
negatively associated feature linked to a Black woman’s race, culture, family, etc. The
anger whether shown outwardly or not is attributed to Black women in an out of control,
loud mouthed, cursing, and aggressive negative image, that creates fear in these who
oppose her (Parks, 2010).
Agentic Competence and Agentic Dominance. Perceived stereotypes of
prescriptive behaviors attributed to a gender. Competence has communal qualities
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attributed to women – warmth, selflessness, caring, willingness to share, and take on
challenges to help others achieve. Dominance has more qualities attributed to men –
assertiveness, aggressiveness, control, instrumental and influential (Eagly & Carli, 2003).
Agentic is a form of agency that Merriam-Webster's Dictionary app (n.d.) defines as the
capacity, condition, or state of acting or of exerting power. In the AC/AD paradigm,
agentic refers to an individual's power to control his or her own goals, actions, and
destiny in which men are perceived to have more agency than do women (Eagly & Carli,
2003).
Automatic Out-Selection. A phrase used in reference to a conscious or
unconscious intention that automatically de-selects a BWL from a promotion, project or
opportunity because she is a woman whose appearance and performance are different
from the norm. The BWL is not considered in the running due to differences from
intersectionality that do not align with the dominant culture.
Dismissed. A reaction and/or words used to overshadow the statements of a BWL
that will elevate another person saying the same statement. It is intended to remove, to
reject and to refuse to hear (Merriam-Webster app, n.d.) any thoughts or ideas that a
BWL provides on a topic of discussion and is usually done in front of others.
Educating the Dominant Culture. This theme is an action without a definition.
It is the action of being the resource if the BWL is the One and Only, the Token, or The
Surprise, to the dominant culture’s interest in Black culture. The BWLs will provide
education on issues of racism, intersectionality oppressions, microaggressions and other
bias related topics to assist in creating an awareness for others that will decrease
insensitive dialogue and careless reactions and repertoire.
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Ethics of Caring. A term unique to Black Feminist Thought that bridges the
“individual uniqueness” of being a BW, while simultaneously using her voice and
emotionality to express that uniqueness to develop an empathetic capacity (her own and
others) toward her differences (Collins, 200, pps. 263-264). The differences that can
create pain, suffering, joy, insurmountable challenges, happiness, self-confidence or selfdeprecation, etc. How can a BW have happiness in her innate differences while others are
intentionally oppressing her spirit?
Faith and Ancestral Influences. Faith is defined as the sincerity of intentions,
belief and trust in and loyalty to God, and a firm belief in something for which there is no
proof (Merriam-Webster app, n.d.); and from Matthew 15:28 – Then Jesus answered her,
“O woman great is your faith! Be it done for you as you desire” (Olive Tree app/ESV,
n.d.). Define ancestral “as relating to or inherited from an ancestor” (Merriam-Webster
app, n.d.).
Faith in Leadership. Implies the use of spirituality that has a focus of being “less
on formal position power and more on people; less on conformity and more on
transformation and diversity; and less on controlling and more on partnership,
collaboration, and inspiration” (Barnett, n.d., para. 4).
Family and Kinship. Family refers to immediate and biological family members
and those that have a positive and strong impact on the BWLs’ lives that may not be
blood relatives. It could also refer to their work family, which can include co-workers and
peers. Kinship refers to a relationship that links a person to another through lineage (an
unknown relative), friendships, a will or advance directive (legal process), and fostering
or adoption.
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Leadership Style and Skills. In this research, leadership styles defined through
participatory, servant, inclusive and intentionality. The BWLs’ skills throughout the text
segments, demonstrate they are masters of change, soft skills, program development,
execution/implementation and relationship building.
Mentorship. The intentional cultivation of supporting, influencing, guiding and
giving direction to another person looking to succeed in their current role and future
endeavors (Merriam-Webster app, n.d.).
One and Only. A recognition by a person(s) who are different than the dominant
culture, that they are the only one at their current level of work or any other achieved
status. Included in this definition is a sub-theme of Tolerance of Only One. The lens
through which BWLs viewed themselves as being the one and only; and how they
manage this unspoken title and use it to move initiatives and open dialogue while
tolerating the indifference of their organizations.
Over-Achievement/Over-Education/Over-Qualified. The intensity to which the
BWLs have verification of their skills and talents through multiple higher-level degrees
and certifications, years of demonstrated growth and experience, and varieties of
achievements for recognition of job performance and aptitude for leadership in any
setting.
Purposeful and Meaningful Work. The degree to which people find
their work [has] significance, and the desire and means for one's work to make a positive
contribution to the greater good. The feeling creates an attitude of ‘my work matters’ and
has is mission, vision and value-driven (Coutts, 2020; Steger, n.d.).
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Promotion Overlook. Refers to participating in a promotional opportunity in
which the BWL is more qualified, more experience and more educated than other
competitors applying for leader roles and opportunities. However, she is overlooked for
the promotion to ‘give others a chance…or there are other options for you’ or they do not
look like the hiring/reporting to person.
Quit and Stay. Refers to mentally checking out from a job, doing as little work as
possible, in order to survive the situation while searching for other employment (Feuer,
2015; George, 2019). In this research, the theme Quit and Stay refers to that same
checking out, but continuing-on as a top performer in the organization while searching
for other employment.
Racial Ambivalence. For this research, this theme definition is the giving of
grace and forgiveness to others’ discriminatory actions and verbal discourse. The BWLs’
hope and belief that not all negative actions and reactions towards them are racially
motivated.
Racial, Gender and Ageism Biases. Intersectionality oppressions defined by
one’s race, age and gender that usually have negative impacts on work and social
environments; and can impede progression of achievements, recognitions, and
advancement due to others’ long-held discriminatory beliefs.
Representing. In tokenism, it is a negative term that refers to the one person of
color knowing all there is to know about that culture whether they do or do not. Usually
the person the dominant culture feels most comfortable speaking to about their curiosities
of another culture.
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Resolute/Resilient Performance. The BWL continues to provide a high
performance in skills, talent, and work ethic in an organization that does not respect or
recognize her skills. However, she is remains determined and capable of withstanding the
challenges ahead while cautiously and enthusiastically remaining loyal to her
organization.
Sisterhood Tribe. A culturally unique group event of Black women/Black girl
gatherings that promote the sister-ness among true sisters, good friends, good co-workers,
life-long friends, and any common event. These tribes can be work-related, socially
related, specific purpose related and all intend to uplift, support, and claim the spirit and
joy of being a woman of color. For example, book clubs, travel groups, cooking and
sharing of family recipes, work-relief, sharing life events, coffee or wine chats, faith
groups, etc.
Strong Black Woman. A myth, a fact, a tiring image that often defines Black
womanhood because of the strength, resilience, and fortitude of Black women through
history. Often in images of supporting the entire Black and Brown cultures, carrying all
family obligations, working beyond physical capabilities, and has the mental strength to
see positively beyond adverse and divisive, historical and current events (BeauboeufLafontant, 2009). This theme can often be vilified or highly recognized depending on the
situational circumstances.
The Reverse Surprise. Proud commentary and happy, surprised expressions by
Black and Brown people seeing a BWL in a leadership role.
The Surprise. A wave, a current, a ripple effect felt by the BWL from the
reaction of others to the entrance and/or introduction of the BWL.
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Tokenism. The practice or service of an organization to encourage the symbolic
gesture of using one person to represent all persons, in this research Black women, to
demonstrate that they are legitimately making an effort to diversify. In the long term, the
token is the only plan of diversification.
Two for One/Race and Gender. A negative reference used to capitalize on
diversity if a number of intersectionalities are represented in one person, e.g. a Black
woman who is a lesbian, single mother with a higher-level socio-economic status.
The Theme Tables
Each IPA theme table will include the super-ordinate theme, nesting themes and
the coded segments from the participants’ IPA table. The highlighted phrases selected in
the coded text segments of the themed tables represent the words and phrases that best
represent the themes.
Stereotype Phenomena Themes
Stereotypes whether perceived or long-held beliefs perpetuate inequities that are
usually not reflected positively on any given culture or minority group identity. These
assumptions continue as beliefs even when dis-proved, due to an attitude of what is
comfortable and traditional to the believer of that stereotype. The longer the stereotypes
hold the easier it is for the believer to apply those biases to all outside of their favored
perceived norms. Black women leaders fall into those stereotypes and believed
perceptions, as they do not conform to the traditional leadership roles because of their
intersectionality – being Black and being a woman (Collins, 2000; Olson, 1998; Rosette,
et al., 2016; Sanchez-Hucles & Davis, 2010).
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Super-Ordinate Theme: Tokenism. This bias is more than being the ‘one and
only’, a theme that overlaps into the Self-Identifying Phenomena Themes. Tokenism is a
label given to one person that is different in appearance; beliefs and experiences than the
dominant culture in the work environment. It is a negative connotation that may also infer
a quota for the organization meaning they have met a need, for example, increasing
diversity, by having at least one minority representing for all minorities. As Table 5
indicates the Tokenism theme creates a belief that the BWLs filled the position not for
their experience, education, and knowledge of the industry, but to fill so the organization
may now claim a diversity goal as completed (Niemann, 2003; Olson, 2020; Psychology,
n.d.).
Table 5
Super-Ordinate Theme: Tokenism
Participant
Dir. Westwood

P. President

Dr. Wellson

Dr. Ananda

Theme: Tokenism
Coded Segment
When I joined this department, there were two
African-Americans in the department of 120
employees. That was something I really struggled with
early on.
I've got to get it right because I need to make sure that
I'm paving the way for the next person. Sometimes you
are the experiment.
Did I misunderstand that?" And they said, "No, you
got it right." I said, "Well, am I that one?" "Well yes,
you are." So just to be clear I understand this, you have
eight departments all over [the state] and you have one
black female, one?" "Well, yes."
You all decided you're interested in blackness and antiracism…"Okay, you don't just have to have me be a
token, I'm also an expert…at many skills, you don't
just have to have me talk about diversity.
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Nested Themes: Tokenism. The biases in this group of themes addresses the way
in which the BWLs respond to the identification as a token. Having to represent all Black
people and the culture of all Black people can be quite difficult depending on the life
experiences of the BWL. She may or may not have any knowledge of the culture question
that a dominant culture person may ask her. As Table 6 indicates, “the token is expected
to know about all things black— your urban teacher. Though the token is not like other
black people…The token is the good black person…the black person that doesn’t adhere
to all the negative stereotypes of black people” (Seegers, 2007, paras. 2-3). The rise of
social justice issues within the past year and current year required many Black people, if
they are a token in their organization, to have full knowledge of all the issues surrounding
each incident. The token quota goes much further due to the BWLs’ duality of being
Black and a woman. Again, giving the organization the ability to fulfill two identified
minority factors in race and gender; while supplying it with the false sense of meeting
diversity in leadership initiatives (Niemann, 2003; Olson, 2020; Psychology, n.d.).
Table 6
Nested Themes: Tokenism
Theme
A Two for One
– Black and a
Woman

Representing
ALL Black
People and

Nested Themes: Tokenism
Participant
Coded Segment
I was the one black one and I replaced a [white]
Administrator man who had been in the position for over 30 years,
he retired…but he basically had a few women there,
Sophia
no black staff.
It was never presented to me as, "We have a quota
that we need to meet in our hiring."…But I couldn't
Ms. Mille
help but think, you've got an educated woman
coming out of an Ivy League college. And so, here
comes this Black woman.
People asking me a question because I'm a black
P. President
person. "Why are Biggie Smalls and Tupac and all
these people killing them?" I'm the black person in
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the room so I must know the answer to that. You
feel like you have to be the educator whether it's
positive or negative.
I have made the decision lately…I'm tired of
educating them. I feel, you're not worth my time to
try and explain why this is so important. The
cultural climate that we have now and the politics
…[trying] to educate someone who’s just never
going to get it.
Being a black woman leader in this profession, with
everything that's happening in social unrest, you're
called upon to be the speaker everywhere when
everyone all of a sudden is interested in racism. But
it's also been great opportunity to highlight the
issues we have in our profession.

Super-Ordinate Theme - Angry Black Woman. Sometimes synonymous with
Strong Black Woman there are differences in these two myths of Black women. The
Angry Black Woman is the negative stereotype often associated with a controlling,
berating, nagging, pushy, loud, head rolling, rude and aggressive persona (BeauboeufLafontant, 2009; Parks, 2010). This stereotyped image is what people are fearful of
whether or not the BWL has ever displayed the behavior. It is often associated with
agentic dominance prescriptive behaviors of her masculine-ability to lead (Eagly & Carli,
2003; Rosette, et al., 2016); a non-smiling, formidable display of decisiveness; such
anger, and sometimes the cursing grief of a Black mother portrayed in the media. The
BWL takes on all these stereotypes of this theme whether or not anyone has ever seen her
display these behaviors on the job. Table 7 indicates how the stereotype perpetuates
through an organization’s inability to recognize BWLs discussion points in meetings,
assigning projects in extreme disarray, holding inequitable standards meant only for
BWLs, and the unique perspective from BWLs to view these oppressions as not racially
motivated.
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Table 7
Super-Ordinate Theme - Angry Black Woman
Participant
Leader Skye

Ms. Gamma

Dr. Ananda

Theme: Angry Black Woman
Coded Segment
I was in a director role where I learned what it meant to be a
black woman and called angry or a bully. And I started
giving people deliverables who used to be over me. And then
it changed the dynamic for me.
It was actually part of my [management] interview. How I
will control my emotions and not get angry in a situation?
The angry Black woman has come forward, that's how they
think I would honestly deal with staff.
Instead they went and changed my photo and I felt like,
"Well, okay, change the photo I want to be a team player." I
went home that night…to sit and think about it, and the more
I thought about it, the more I became angry that I felt like I
had a micro-aggression.

Nested Themes - Angry Black Woman. The nested themes in Table 8 for the
Angry Black Woman give a rationale for why BWLs are frustrated with this label and
how hard they work to decrease the external emotions while balancing the internal
emotional storm. There is encouragement for BW to use the strength and focus that anger
can sometimes create as a positive emotion for her to use to champion a career move,
sustain resoluteness of a decision, and motivates productivity and performance (Harts,
2019; Parks, 2010). The stereotypical, angry Black woman image continues to impede
their work objectives. This image encourages employers to be fearful of the BWL due to
her being intimidating and holding others responsible for implicit bias decisions of
dismissing her presentation or passing opportunities over her abundant qualifications
(Evans-Winters 2019). What a dichotomy, “to remain strong is to silently accept unfair
workplace dynamics; to speak up about such practices is to be chastised as “angry” and
summarily dismissed” (Beauboeuf-Lafontant, 2009, p. 92). The dismissive indifference
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of a senior leader to a BWLs’ suggestions and recommendations causes feelings of anger
and frustration, especially if the BWL has proved through factual references that her
information presents correctly. Black women’s “suggestions may not be taken seriously
enough [resulting in] 40% of black women hav[ing] had their judgment questioned in
their area of expertise; [while only] 27% of men have had (Penn State University, 2020,
para. 2) this experience.
Table 8
Nested Themes - Angry Black Woman
Themes

Dismissed

Racial
Ambivalence

Nested Themes: Angry Black Woman
Participant
Coded Segment
He's good at doing procedures but doesn't have the
skillset…and really didn't have the interest. I
Ms.
applied and was really very disappointed that my
Rehabilitation current Chief, who was stepping down, didn't
support me, although she hired me to do exactly
what I did.
Having to look at this investigation…And then not
feeling like I had the support from my team…feel
Leader Skye like I was by myself. And that was hard. I think, it
was hard because I worked so hard to build good
relationships.
I think when I felt like I was being questioned
about why I made these initial decisions and why
certain groups were omitted. I literally could not
Dr. Ananda
stand being in more meetings with anyone that
kept questioning my process.
It took me some months to just kind of go, "I think
that's racial. I actually wrote down that I'm going
to make a conscious effort and make a decision to
Dr. Wellson
forgive them. "Well, there's things I should've
done differently,"
Often times we probably don't realize the trauma
because we're always on our 150% because [you]
Dr. Ananda
experience these things growing up and all
throughout our life in everything that we do that
we don't really realize it until maybe it might hit
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us. It's hard to tell these stories because…you can't
make sense of it.
Some people say, "Maybe it was racial, maybe it
wasn't." As being the reason and the explanation
and the excuse for everything. It's racial, it's racial,
Exec. Elaine
it's racial. I personally have fought that my entire
life. But I'm not naïve and I'm not oblivious to the
fact that it’s there.
We did have it out and I let her know that if it
happened again [not being selected for a
Ms. Gamma
promotion 3x], I would go above her to HR. It was
at that time she created a position for me.
Now, I was already licensed, I had been an
administrator for another company…she hired a
woman who is not a minority, who is white, had
Admin. Sophia no degree. She moved into the assistant
administrator job and worked on her degree first,
then went to school to work on her administrator's
license, which she still does not have to this day.
I was asked to be on a magazine [cover]…We took
pictures and they said to be stoic. Don't smile. The
person next to me was a white female and her
photo was stoic. Leadership said, "We need to
Dr. Ananda
change Dr. Ananda's picture, because it looks
aggressive." I'm like, "How did my picture look
aggressive, when my face looks just like the other
person right next to me? How does she not look
aggressive?"
Many times a black woman in executive
leadership is attributed as either assertive,
aggressive, and a lot of that is just our mannerism.
P. President
I am very matter of fact, and I am very factual, and
I am very confident in what I say and how I say it.
Then it's interpreted as aggressive or it's
interpreted as bullying.
I think the downside of it is…an individual who's
not of color feels like their way is the way. You
just have to be persistent and tenacious and let
Exec. Elaine
them know that you know…There is another way
to do this. Not necessarily right or wrong, but your
way is not the only way.
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Super-Ordinate Theme - Quit and Stay. This theme’s title is a recent
phenomenon, within the last ten years. It is often associated with millennials’ intolerance
of being treated poorly, are not advancing quickly enough into positions they are
qualified for, and for whom the work has lost its meaning and purpose (Adkins, n.d;
Wingerden & Van der Stoep, 2018). They continue to complete their work while looking
internally or externally for another opportunity. They stay and perform as they always
have and have a very developed exit strategy and attitude. However, in the mainstream
discussions of quit and stay, the performance of the person with this mindset is to hide
and do as little as possible before exiting (Feuer, 2015; George, 2019). In contrast, what
Table 9 indicates is that the mindset of the BWLs differs from the definition of Quit and
Stay; as they continue to perform strongly and in favor of the organization, while
strategizing their next move.
Table 9
Super-Ordinate Theme: Quit and Stay
Participant
Ms. Millie

Exec. Elaine

Theme: Quit and Stay
Coded Segment
But I ended up staying. [The racial bias] wasn't directed at me, but I
sure was a witness to it, and it did frame how I looked at that
organization from that point going on. It never prohibited me. I
progressed. At that point I moved from senior consultant to
manager.
I would say within 30 days, I decided I was going. Not because I
couldn't work with her. I felt like the organization sent a message to
me - I didn't matter. What I thought, what I felt, my contribution
didn't matter or that she mattered more. I was like, "It's time to go.
It's time to go."

Nested Themes – Quit and Stay. While Quit and Stay coded segments are a
smaller cluster, the emotional toll is where this theme has its greatest effect. Since the
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BWL continues to remain positive about her work and performance for an external show
at work, internally the decision to stay is challenging. Staying motivated and keeping up
the pace knowing her work for the current organization is ending. Undertaking the Quit
and Stay mindset means there are negative reasons the BWL is leaving demonstrating in
Table 10 she acknowledges the inevitable. One reason are the multiple times of
promotion overlook, “Black women advancing in private sector roles [increased by] 0.8
percentage points [and] is nowhere near that of white women [with an increase] of 5.1
percentage points” (Hancock, et al., 2021, p. 34). The emotional effects of Quit and Stay
compound through additional reasons of suggestions and recommendations dismissed or
those ideas are attributed to lesser-qualified peers and the threat of termination before
they make the decision to leave due to organizational re-structuring (Penn State
University, 2020).
Table 10
Nested Themes: Quit and Stay
Nested Themes: Quit and Stay
Themes
Participant
Coded Segment
I didn’t have the support of the outgoing Chief and,
the interview was grueling. I didn't get the position, it
Promotion Ms.
was like, "Well, you praised me for doing really better
Overlook
Rehabilitation than you expected me to do in reshaping the
practice…but then I'm not good enough to be the
department head?"
The position that I took at the time was an assistant
vice president position. But when my mentor left, the
Admin.
incoming person who was my boss did not elevate me
Sophia
to that position.
They weren't going to hire me, I took on the role in
[another] office, where there was an opportunity to
Resolute &
learn something. Because for me, it's always been
Resilient
Leader Skye
about, “Well, what skills can I learn? So then that way
Performance
I can go on to what's next?”
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I gave them a nine-month notice. Between now and
then, I'm not going to slack off on my work. I'm not
going to be a place holder. I'm not going to create
disruption." He said, "Why nine months?" I said,
"Because I need nine months to get what I want done,
done.
The one attribute that probably all Black women have,
not just me, is resilience. We are resilient, and we
keep getting up. No matter what. I just have that
natural drive or resilience to, "Yeah, this is a bad
situation, but there's got to be a way to get through
this.”

Self-Identifying Phenomena Themes
This category created a compilation of facilitators that BWLs use to assist them in
managing and sustaining a professional mien from the biases and barriers of the daily
challenges. However, these phenomena carry a more positive frame of reference as many
of them are labels that Black women have created for themselves to balance out the
perceived stereotypes given to them by others. For example, the Strong Black Woman
(SBW) balances out the Angry Black Woman (ABW) even though The Strong Black
Woman is a necessary additive for the Angry Black Woman, providing the strength of
character, the resilience and the assertiveness to stand her ground when needed. Instead
of being labeled the Token by the organization to meet a quota, BWLs acknowledge
being the One and Only. They have created a prideful countenance knowing they may
well be the one that emerging BWLs may hold as their standard of aspiration. This
category’s themes begin the exploration of the empowerment, justification, and the
resistance to intersectional oppressions (Collins, 2000; Evans-Winter, 2019) that created
a positive disruption for BWLs to make their voices heard and their leadership actions
respected.
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Super-Ordinate Theme – One and Only. The phenomena of the One and Only
presents itself as a given to the BWLs. They have functioned extensively and in many
organizations as the only one. There appears to a tolerance for this standard from the
BWLs, almost a shrug-off, indifference or they have no expectation that it will be any
different. However, realizing this does not bring a comfort level to the BWLs, it brings on
an attitude of always being on, always overly prepared, and always representing the
culture and knowledge of what it is to be Black and a woman. Table 11 relates the
emotions of recognizing the achievement of being the only one, but also the alienation,
the critical awareness, and a bit of disappointment at not seeing many more like
themselves.
Table 11
Super-Ordinate Theme: One and Only.
Participant
Leader Skye
Admin. Sophia

Exec. Elaine
Dr. Wellson
Dir. Westwood
Admin. Sophia

Theme: One and Only
Coded Segments
I'm the only black woman who has been in that role. The only
person of color, usually in every meeting.
The only one on the management’s team. Being a black woman,
being the only one…puts you in a position that already has you in
a magnifying glass.
I was completing my bachelors in nursing. I was the only black.
It was kind of an all-white company with two African American
females.
Seeing the lack of people of color in higher leadership roles is
very discouraging.
Because I'm a black woman in a leadership position, I am not
going to naturally be in a setting with a lot of other black women.
You can't join the group, you're excluded, you're never part of the
group. So if there's a clique, you're not in it.
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Nested Themes: One and Only. The One and Only is similar to tokenism,
however the One and Only is seen the lens and experiences of the BWL. Recognizing
that she is the only one and may be the only one for an un-determined about of time
creates that same doubt and ambivalence regarding implicit biases. Table 12 indicates the
feeling of emotions about dismissiveness or questioned on their expertise, or so few
and/or no appearances in meetings, and the continued efforts to educate an implicitly
biased dominant culture.
Table 12
Nested Themes: One and Only.
Themes
Racial
Ambivalence

Tolerance of
Only One

Nested Themes: One and Only
Participant
Coded Segments
Maybe they feel like I shouldn't be here or maybe
they just don't know who I am. I just feel like I get
Ms. Gamma
brushed off because I often am the only black woman
in the room.
Being the only black woman…you can’t help but
notice the lack of representation. I was at a class last
week and I counted every participant. There was 45 of
Ms. Gamma
us. There were only two black leaders in the
room…which is something I shouldn't focus on, but I
often do. It makes a difference.
Whether it's prejudicial or not, I'm the only black
person in the room, I actually might know the answer.
P. President
[To a Black cultural question]
Because there's not many from my ethnicity,
especially in the facilities or even from the contractor
standpoint on the leadership team from a director
Dr. Petes
level up that looks like me. It's just always been you
don't want to give anyone a reason to doubt that you
belong or that you should have the position that you
do.

Super-Ordinate Theme – Strong Black Woman. This phenomenon is a longstanding image that reflects a dichotomy in its implications for BWLs. The Strong Black
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Woman can carry with it deleterious health effects to the BWLs because the myth of the
Strong Black Woman shoulders the burdens of her culture, her family, her work; and
past, present and future struggles (Collins, 2000; Parks, 2010). It has made Black women
appear to be “invulnerable to the violence, poverty and marginality forced upon them”
(Beauboeuf-Lafontant, 2009, p. 43). The positive-side of the Strong Black Woman
derives from historical visions of the strength of African slave women and the endurance
to survive; the “Sacred Dark Feminine” (Parks, 2010, p. 11) and the romanticized,
mystique and celebrated beauty of dark-skin; and the more modern references to the
moniker of fierceness as a call to action. For the BWLs in healthcare the Strong Black
Woman phenomena in Table 13 is still about strength, resilience, carrying burdens, which
now includes her organization, and utilizing all its attributes to move forward in their
careers.
Table 13
Super-Ordinate Theme: Strong Black Woman
Participant
Exec. Elaine

Dr. Petes

Leader Skye

Theme: Strong Black Woman
Coded Segments
I believe that my personal experience, life experience…introduces a
whole different element of experience. I think that has value. I like to
think that I've shaped and influenced others as well.
I think I'm always on the go. So if things are calm and quiet, I get
nervous because I'm so used to going at this fast pace that it's hard to
just sit still. But when I do, do self-care, it's mainly reading. Reading
calms me. And it doesn't matter what it is I'm reading, I just enjoy
alone time to just read.
COVID probably is the best thing to happen to me. The gift to slow
down and be present in things that I haven't been able to be present in
all the time. I needed the calm. I needed this space to be able to build
my self-esteem back up…I cried a couple times, read Michelle
Obama's book, got my journal… landed a new role. I went into that
role with confidence. I built myself back up to the trusted advisor that
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I know I am. Now I think I'm back in control. I'm finding my voice
again.
I round multiple times a day, I'm always smiling and saying hello. I'm
checking the nurses, I'm connecting with the CNAs, I'm in every part
of the facility and that's really what's required…I network a lot. I'm an
expert at what I do…I have a heart, I’m fair/even-handed, a facilitator,
and get them to solve their own problems.

Nested Themes - Strong Black Woman. There are six nested themes in the Strong
Black Woman more than any other super-ordinate theme in this study. Some themes such
as Racial Ambivalence, Sisterhood Tribe, and Agentic Competence and Agentic
Dominance share with other super-ordinate themes due to their subscription of belonging
and purpose to each theme. Racial Ambivalence still carries its doubt of biased actions,
but here it is still an underlying understanding. Sisterhood Tribe in the Strong Black
Woman theme holds the context of a main compensatory strategy for the BWLs to find
strength and hope in their numbers. Whether that number is two or ten women, the
gathering of relating experiences supports their survival. AC/AD is the only one that
maintains its same definition of perceived prescriptive gender behaviors and may
illuminate in AD because of the obvious reference to strength and assertiveness in the
Strong Black Woman.
The new nested themes of Ethics of Caring; Over-Achievement, Over-Qualified,
Over-Education; and Leadership Style and Skills will demonstrate in Table 14 why their
importance as facilitators are linked to the foci of education, knowledge, and the quality
of their qualifications through experience and achievement. These are the themes that
support the rationalization of the BWLs to believe they have to be smarter, more
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qualified, and work harder knowing that there will still not be equitable opportunity for
advancement (Hall, et al., 2012; Heyward, n.d.; Lean In & McKinsey, 2020).
Table 14
Nested Themes: Strong Black Woman
Themes

Ethics of
Caring

Sisterhood
Tribe

Nested Themes: Strong Black Woman
Participant
Coded Segments
I was gym rat. I think that helped me just release an
amount of stress. In my role now, I'm not nearly as
active as I was prior. And that has impacted. That's
taken a toll. So I've had to force myself to do things for
Ms. Millie
me. I have my standing hair appointment; massage
therapy…every two weeks. I've had to really kind of
come full circle in that. You only live this life once,
and you've got to balance the effort that you give for
this company. Finding that balance.
I don't take enough time off. Even now, right now, I'm
exhausted and it's not an exhaustion of a day, it's an
exhaustion of a whole timeframe. Even though I can
go to sleep and get up, I am physically, mentally, and
emotionally exhausted which says to me I have not
P. President been taking care of myself. I think about some of the
things that would bring me joy… I can't do. Work’s
never disconnected and separate and distinct. It's all
those things that in your head you start to justify
because your equilibrium has just been upset in so
many ways.
There's no balance in our occupation, so I exercise. I
continue to maintain a happy lifestyle, by eating
healthy, by mediating, by talking to my husband…The
Dr. Ananda real success is being healthy, being loved, surrounding
yourself with a village that you can pour into, success
of being innovative, practice gratitude, success in my
private path.
Having my village and knowing that they're there for
me, and cultivating those relationships, and some of
them have been lifelong relationships, some of them
Giselle
are 30 year relationships, I know that I can pretty much
pick up where I left off with any of those folks even if
it's been a couple months.
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Sometimes you have to step back. Go in the group chat
with your other black women leaders and like, "Did
you, did this really happen?" And then you see that
you are not crazy. This did happen. Do I have the
energy to go address it? I have proven that it's a micro
aggression, how is that impacting my mental health?
We help each other, good trade-offs. They can offer
things that I can offer and it keeps me with a strong
base of people to communicate with, to share with, to
self-care with, and to stay balanced, because they're
not all in healthcare.
I acknowledge that it's [racism] there, I acknowledge
that it happened. I do my best not to take it personally.
To me, it adds a real opportunity for the other
individual that they don't choose. That's not the bulk of
my life experience that I don't hang on to those things.
I log them away. I recognize that there's potential for
that to happen at any point in time, and that I need to
move cautiously.
I think if those experiences weren't in place, I probably
would've been farther along in a senior leadership
position. I think some of the rejections in [other
organizations] were racial. Let me pause here, I try my
best to make race the last reason for why something
didn't happen. I try to make that the last reason.
I remember having to white board things and prove my
capability for people that I question if others were. I
opted out of those jobs, because I was like, "You're
already letting me know what this is all about."
Even within the last week, I've been issued several
apologies because my provided information in
meetings was challenged and later found to be correct
and helpful. I think at this point, it doesn't bother me. I
accept them for what they are, but I never forget.
I think servant leadership…[and] also a style of
inclusion. Because I have the benefit of being able to
talk to the neurosurgeon on his level and the benefit of
being able to equally converse with the housekeeper
and I can find a common ground with both.
Leadership is a learning curve, and you're not going to
know everything right away…you can't just come in
and make changes without going through the
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appropriate measures for understanding your audience,
understanding your team and your players that you
work with. Understanding the organization and the
culture of the organization that you're working with. I
strategically figured out how to implement little teeny
changes, one after another. So that way, people don't
get too overwhelmed.
I take the time to think before I react, or even before I
speak or respond to something. I can laugh at myself
and admit when I'm wrong. I'm not afraid to apologize
Dr. Petes
if it's needed. And then, I guess having the ability to
understand the other point of view without taking
things personally.
[COVID started] and [the new Chief doctor] was
freaking out about what do, it's ironic he was coming
Ms.
to my office to ask me about, what did I think he
Rehabilitation should do? I did offer my recommendations and
suggestions, which were, go completely too all Internet
visits...I'm teaching him how to do this.
I'm a very concrete, logical thinker…when it comes
time to actually tackle an issue, I have an ability to
stay in focus and address the issue. I can execute. I'm
Ms. Millie
grateful for that concreteness, because that keeps me
grounded. You've got to be able to lead to identify the
priorities and to help navigate people through the
completion of those. I am a facilitator.
[Leadership] has also made me not want to follow the
Dr. Wellson norm. Just because this is the way you're supposed to
lead internally I think "No, I don't think that's going to
work for me."

Super-Ordinate Theme – Faith and Ancestral Influence. This is a very personal
and valued phenomenon for the BWLs. Two phenomena that have separate attributes and
intertwine throughout the transcripts, rarely one without the other as demonstrated in
Tables 15 and 16. Ancestral Influence best defined as any reference of a family-type,
kinship-type, and sisterhood-type that has influenced the growth and values of the BWLs
through childhood and adult experiences. The naming of this theme as ancestral and not
family is because the BWLs frequently referred to great-great-great ancestors and
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historical lineage as a way to define their inner power source. The Ancestral Influences
always carry a meaningful purpose and provide a focus and a reference point for the
BWLs that helped them to hold onto the memories that created their foundations for
making the climb up and into leadership.
Faith defined as the “allegiance to duty or a person; fidelity to one’s promises;
sincerity of intentions; and the belief and trust in and loyalty to God” (Merriam-Webster
app, n.d.). Throughout the interviews when faith and family were a discussion point,
there were expressions of laughter, memories of firm lessons learned, character building,
and oftentimes joy. The belief that God has an impact and influences their lives is
paramount to their success as a leader. Faith is what they hold onto when the dominant
culture’s perceptions work to leave negative marks on their careers. While all of them
were proud of their faith several of them felt the need to apologize and justify for having
this deep a belief, “I am sorry, I just have to say it, I believe in God” as a way to set-up
their next statement of why they have that belief. “Fierce energy, deep compassion, and
often a connection to a holy spirit is a very powerful combination” (Parks, 2010, p. 202).
Table 15
Super-Ordinate Theme: Faith and Ancestral Influences
Participant
Dir. Westwood

Leader Skye

Theme: Faith and Ancestral Influences
Coded Segments
I definitely think who I am has molded me as a leader. My
background, how I grew up, my culture, my faith, the color of my
skin and the experiences that I've had to go through because of the
color of my skin.
I did a lot of praying. I don't have a church home. We were in
quarantine by this time. I'm on Instagram and I started to follow
DeVon Franklin. And he would do Tuesday prayers and I would
join his prayers. And I would listen to other people talk. I would
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listen to him pray. Or if he had a Sunday sermon I would listen to
those.
My main coping mechanism is prayer. I pray every day, and I
really believe in that spiritual connection. I think that's what gives
Ms. Rehabilitation me my resilience to just keep getting up and keep going. I learned
that from my grandmothers, and so there's that sister connection.
Whenever things got down, they always just called out on Jesus.
I think that comes from watching our ancestors. And my ancestors
are my grandparents and such. And I think that is a lot of what has
enabled me to be successful. My grandma's strength…there was
Ms. Millie
no roadblock. There was always a way around it. There was
always somebody you could call about the situation. That comes
from praying for strength.
Nested Themes: Faith and Ancestral Influences. These unique and personal
themes support the BWLs’ abilities to give grace in the face of adversity and consider
their faith and spirituality as a gift. They believe their faith is what creates their need to
be of service and have purpose in their work. They resort to the tenets of faith – prayer,
fellowship, devotion – as a way to calm tenuous moments, help them re-evaluate and redefine a problem, and assists them in building relationships and connections with coworkers (Hall et al., 2012) as shown in the text segments of Table 16.
The family influences take on a historical and revered context for the BWLs in
that they speak to past family members as the ones who gave them their first looks as
strength and resilience. Present family members provide the support, nurturing and
bonding typical of family-hood, sisterhood and brotherhood. Extended families, persons
who are not family but considered family, adopted family, fostered family, and long-term
friendships that evolve into families, make-up the BWLs’ support system. This is the
base for Sisterhood Tribe a place of being who they are, not under the stress of proving
skill or justifying their right to be a leader. They are ‘home’, the place of mental and
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physical gathering, “survival for black women is contingent on their ability to find a
place to describe their experiences among persons like themselves” (Howard-Hamilton,
2003, p. 25).
The complimentary pairing of faith and family is a long-term relationship that has
meaningful ties to Black culture through the Black church and values the variations of
family-hood. Faith and Family over the years has created a safe haven for social justice
endeavors, and has offered a source of comfort and peace (Marks, 2012; Mohammed, et
al., 2021) to the BWLs throughout their careers.
Table 16
Nested Themes: Faith and Ancestral Influences
Themes
Faith in
Leadership

Sisterhood
Tribe

Nested Themes: Faith and Ancestral Influences
Participants
Coded Segments
I use prayer. My spiritual world, my spiritual life is very
strong, and that has carried me through. I know that if I
Giselle
truly need to reach out, that anybody. I can call and I
will be uplifted just by connecting with them.
You get an opportunity to talk about faith in leadership
and not be apologetic about it and not feeling like you
P. President
have to hide who you are or what you believe just
because you are also a successful executive.
My journals are conversations with God. The spiritual
part of me said, "You're right where you're supposed to
be." While I think I would've been farther along [in
Dr. Wellson leadership] I know I'm right where God wants me to be.
My faith being so strong…comes out without me even
realizing it. I think it starts to connect more people than I
ever expected.
I think most of my friends in my village, especially ones
that are in healthcare…appreciate the support and
perspective that we can give because there is the general
theme of how well are we all truly accepted within each
of our organizations. Part of it is just allowing the free
Giselle
room to vent un-judged…more than willing to give, to
help provide some brainstorming around both coping
skills, survival skills, advancement skills…help them get
through whatever the current crisis of the day.
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I love being able to be called a black woman. I think we
are the most brilliant, most beautiful, most powerful
beings on this planet. And I feel like when you are
amongst other black women, black women leaders…I
think every black woman is a leader in their own right in
our community. You would be unstoppable, let me tell
you!
I have plenty of friends outside of my job. I have a
wonderful supportive family. I don't go to the job in a
position of needing to make friends.
Both of my parents…really did put a lot of things in us
that worked. In the Black church at Christmas and Easter
everybody is given a poem that you have to memorize.
Then going to a private school, my mother would make
me practice while she coached. She'd say, "When you're
talking, you don't just stand there like a board." That
helped me to be the speaker that I am. My parents
invested money in sending us to private schools. My
father worked two jobs and my mother stayed at home. I
know they sacrificed for that…and is much of the
foundation for who I am.
Because I was holding everything in…I had to go talk to
my mama. After that good talk and cry I was refreshed.
And, I think, going back to that backbone as in… going
back to the heart of me, which was my mom.
The strength of the black woman has contributed to my
desire in being a leader. I was raised by a single black
woman and I was actually her 21st kid that she raised.
Instead of going into foster care, I went into sort of a
kinship care system. I think growing up in that
household and growing up learning from her, and having
her as someone that I aspired to grow up to be like.
My great-grandmother and also my great greatgrandmother…definitely strength. She's probably the
strongest woman I know. And I'll say from the fact that
she emigrated from Jamaica, had nine kids and all of
them went through school, were successful in their
careers, were very grounded and family oriented. So that
speaks to her strength within itself. She was driving up
until she was almost 80.

Super-Ordinate Theme: The Surprise. This phenomenon could easily fit with
other super-ordinate themes; however, it stood out on its own due to the uniqueness of its
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hidden value to the BWLs. This theme’s main characteristic is feeling through
observation of reactions, observed through their experiences, and the BWL manages the
reactions of others the same way as any bias. The Surprise is the response of the
dominant culture to the unexpectedness of a Black women’s entrance, prowess,
intelligence, articulation, knowledge, understanding/awareness of complexities, and
achievements. The BWLs learned to use The Surprise, as an asset, as seen in Table 17.
Being different in culture, experiences, and appearances seems to keep the dominant
culture off center and increases a cautionary wariness for future interactions with the
surprised people or organization.
The Surprise as with all the Self-Identified Phenomena Themes can change
direction and become a bias and a barrier if the constant allowance of The Surprise
becomes intolerable for the BWL. Twenty-six percent (26%) of Black women are “more
than likely to hear people express surprise when they demonstrate strong language skills
or other abilities” as compared to 11% of White women and eight percent (8%) of all
men (Lean In & McKinsey and Co., 2020, p. 15).
Table 17
Super-Ordinate Theme: The Surprise
Participant
Ms. Gamma
Dr. Wellson

Ms. Millie

Theme: The Surprise
Coded Segments
I learned and developed resilience. Because throughout my career, I
was often faced with, "Oh, no. You can't be. There's got to be someone
else."
I didn't use to love the fact that I stand out in a crowd. The world of
healthcare and academics is very white, I think it's funny that if people
talk to me on the phone, they have no idea what I look like and then I
get in front of them and they're like, “Wait? What?"
There were times when I feel like I shocked people by walking into the
room, because my name doesn't...[sound like my race or nationality]. I
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remember going on interviews and walking in, and people looking
surprised at who was standing before them. And I feel like people did
interview me differently.
How can I not be Black? Because I happen to have an education, a
degree? And this is the worst. When people say, "You're so articulate”.
I had not met this leader before, so it was a meet and greet. I was the
only African American person in there. I was dressed in business attire.
She came to the door about three times, the fourth time she came out, I
stood up to go meet her. You could just see, she did this whole double
take because she's Caucasian. I just remember chuckling to myself. She
made some assumptions about what I was going to look like, and that
delay took 15 minutes off of our meeting time.
It gives you the sense of WOW! As you move up people will at least
look at the fact that you are black and potentially make choices about
whether or not they want to work with you, they want to commune with
you, they want to live or abide with you, whether they want you in the
room…And then I walked in and everything changed.

Nested Themes - The Surprise. In previous themes, educating the dominant
culture seems to become a responsibility of the BWL, especially if she is the One and
Only or the Token. The Surprise brings as indicated in Table 18, a different twist to
educating the dominant culture because there is a bit of self-assuredness for the BWL, a
knowing, that the dominant culture’s obvious reactions to their physical differences is
actually expected by the BWL. It is a bit of sarcasm on the part of the BWL as she is not
surprised by her skills, abilities, or appearances and a bit annoyed by the triviality of their
response to her. Educating the dominant culture is a bit tiring and redundant. The BWLs
are hesitant about providing information on cultural issues, and how it is used – there is a
lack of trust between non-Black and Black co-workers within the workplace.
While this is indeed a unique moment, the responsibility of dismantling
systemic racism must not be placed solely on black employees by asking
them to fully lead diversity and antiracism efforts. Black people did not
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create these problems, so please do not expect us to resolve them alone.
After all, we are exhausted” (Tita-Reid, 2020, paras. 4-5)
However, The Reverse Surprise is a cultural-type of phenomena because it comes
from within the Black community. It appears as a silent cheering section in the bleachers
so to speak, because a Black person unexpectedly sees another Black person in a
leadership role. This is cause for celebration and a quick congratulatory squeeze of hands,
and a whispered “you go girl”. Just the opposite of the reactionary, questioning look of
surprise from the dominant culture.
Table 18
Nested Themes: The Surprise
Themes

Educating
the
Dominant
Culture

The
Reverse
Surprise

Nested Themes: The Surprise
Participant
Coded Segments
You just have to know that there's a current of
something. I had a conversation right after Mr. Floyd's
death with a couple of senior executives. And I could
just feel their discomfort. I think that people act
Ms. Millie
interesting, and I do think people carry prejudices on
the senior team. They won't say it. They may make
decisions that way. Now, the conversation starts as to
why. I 'm having one-on-one conversations to really
understand how decisions are made.
As a nurse, I took care of this gentleman who was in
an accident…When I went to answer his call light, the
Ms. Gamma
family goes, "Well, what are you doing here? We
called for the nurse. You're just the housekeeper. He
needs pain medicine."
I like to round a lot with the patients so that I know
what's going on in the unit and to help where needed.
I want to let staff, patients and visitors know that
leadership is available to them. The reactions that I get
Ms. Gamma
are reactions of surprise, especially with people that
are the same race as me. They’ll say, "Oh, wow. I
never knew there was a black woman in charge."
They get very excited.
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Artifacts and Gems
This research utilized intricate text segments called Gems in the IPA process.
Another data collection tool are Artifacts that helped and added to the stories of the
BWLs. The common thread between Gems and Artifacts is the ‘meaning’ and ‘emotion’
that each brings to the BWL. Not all participants had an Artifact to share, but all
participants had at least one Gem. Artifacts have the ease of being random and selected
by the participant due to the memory it creates and the meaning/feeling associated with it.
An Artifact may range from the gift of selection as the lead on the rowing team – Dir.
Westwood to an exemplary service award with national recognition, trophy and
certification – P. President. Gems are expressive statements that may be as simple as a
three-word phrase, a cliché, or a phrase a mother, father, etc... has passed on to the BWL.
Regardless of how the BWLs came by a Gem or an Artifact, the main point of utilizing
them in this research was to add another layer of data that strengthens the story, and
highlights and verifies their leadership capabilities.
Artifacts. Throughout the interview process the discussion of special moments
and events added textual content and substance to the lived experiences of the BWLs.
“Artifacts unearth stories that gave…a broader aperture for analyzing how family,
community and life events mediate identity” (Roswell, 2011). For many of the BWLs the
artifacts represented a value of love if associated with family and friends; honor at being
recognized for service that they felt is their clarion call; and graciousness if it was a thank
you for supporting and caring for others. This portion of the research gives validity to
work that the BWLs are committed to in healthcare and amps up the qualifications of
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their purpose in leadership. In Table 19, the artifacts are a personal choice selection made
by the BWL and represent a characteristic of the identified theme.
Table 19
Selected Artifacts, Themes & Meaning for Participants
Artifact/Theme

Meaning for Participant

Thank You Card/Meaningful Work:
I wanted to thank you for the doors you
have opened for me. Today is a special
day… It feels like a blessing. Thank you so
much. You changed my life.”

Leader Skye:
Oh, my gosh. How did I have that impact
on your life?” It’s like I was just doing to
do my job. But I do care. My heart is in
it… And people will say, “She pushes,
but I know she cares.”

Accomplishment/Leadership Skill:
What makes me successful is reflecting
back on people; what they want to do, and
if it's reasonable, we do that. Because of
that, I've been allowed to expand my
rehabilitation vision.

Ms. Rehabilitation:
I've been told that I just give better
patient care.

Thank You Card/Mentorship:
[From a staff person] "I have known you
for a while and I just love the way that you
present yourself. I'd like to talk to you to
just get your input on ways that I can
advance my career."

Administrator Sophia:
I love the fact that I have been able to be
a role model to other young black
people, especially black women. I love
that!

License/Education – Over-Achievement
I am so proud of getting my administrator
license.

Administrator Sophia:
I was over 60 when I went back to
school. [It made me] able to transition
into a career that allows me to care for
my son and to do all the things that he
needed.

Administrator Sophia:
Thank You Card/Mentorship:
[A daughter of a patient] just talked with
The Thank You note is on my desk to
her [and] just showing her how to give her remind me why I do this work.
mother some diversion when she was just
obsessed with certain things and to have a
pleasant demeanor when speaking with her.
So she wrote me a thank you note.
Thank You Card/Mentorship:

Ms. Millie:
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“Thank you for being an excellent leader
that inspires us to be better every
day…Thank you for being our leader."

So this was Boss’ Day - I was floored!

A Request/Mentorship:
She reached out to me and said, "I really
look up to you," She said, "Can you help
mentor me throughout this task?"

Giselle:

Awards/Leadership Skill:
- Nurse Administrator of the year
- We published a peer reviewed
article on ORs and OR readiness
- Nurse Manager of the year a couple
of times.
- Employee satisfaction went from
the bottom percentile all the way up
into the top 25.

Executive Elaine:
Within three years of my getting there,
we went from the bottom of the company
to the top. For organizations that have
more than 1000 nurses, we were number
two in the company within two and a
half years. You could see a clear trend
line just trending up.

Recognition/Leadership Skills:
Being voted the captain of my crew team in
college…the team recognized me as being
a leader way back when.

Director Westwood:
I wasn't the best on the team. I wasn't the
tallest on the team, it was a pretty big
honor and something that I think I've
carried forward.

Awards & Recognition/Leadership
Skills:
- Named me in the top 50 African
American leaders in healthcare.
- Being published in a book, writing
a section on hospital executives and
hospital leadership…teach[ing] the
class a couple of times for master's
in healthcare administration.

P. President:
The recognition of hard work and this
was forging a new trail for women who
created new paths in healthcare.

Degree/Education-Over-Achievement:
- My doctorate degree.
- Moving up the chain in terms of the
leadership roles.

Dr. Petes:
The biggest one is finishing school.
I would say that's an awesome
accomplishment.

Degree/Education - Over-Achievement:
My doctorate degree.

Dr. Wellson:

I'm just shocked. I said, "Absolutely. Of
course.” We were just colleagues at that
point, not necessarily personal friends.
It's now blossomed into a personal
friendship.
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It was a surprising thing to get…in the
middle of family upheavals and working
really hard.
Achievements/ Education – OverAchievement:
- Finished a women's leadership
institute - an eight-month process of
self-reflection on what kind of
leader you are, focused around
multi-cultural executive women.
- Starting a nonprofit (as an
undergrad) serving black
communities and providing service.

Dr. Ananda:
I am constantly investing in personal and
professional growth.
It was an accomplishment. It yielded
tons of recognition and a huge
reputation, but it came from purpose, it
came from meaning.

Analyzing artifacts creates connections between texts, themes and cases. The
overarching theme from these artifacts collectively is education, mentorship and
leadership skills through accomplishments, awards, recognition, degree attainment, and
raising a family while in pursuit of such work. The response of the BWLs is often
humility, shock of pleasure at a thank-you for doing their everyday work, surprise at
recognition, how they feel about the artifact-giver or organization, and the intent or
specific purpose for the recognition. In the interviews, the artifacts were responses to a
question. However, through the analysis as the ‘meaning’ of an artifact was extracted and
associated to its text segments, those text segments were mainly associated with nested
themes under the SBW. In the SBW theme the artifacts listed, as shown in Table 19 have
a greater value to the BWLs due to the greater personal meaning and eventual greater
pay-off in emotional attachment, gratefulness, and long-term positive uses for promotion
and relationship building (Analyzing documents, artifacts, and visual materials, 2017;
Roswell, 2011). This resulted in the Artifacts having a more positive association within
the SBW phenomena than adding to the emotionally-draining SBW ideal where
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achievements can oftentimes create internal fears and self-doubts as to why they were
received, will the recognition occur again, and will the outward appearance of confidence
have to be maintained (Beauboeuf-LaFontant, 2009).
The Gems. The Gems are a unique factor in IPA that builds meaningful content,
which contributes to the extracted text segments. A relationship between the smaller text
segment “the detail” within the phenomena compares with the larger text groupings of
phenomenon (Eatough & Smith, 2017). This allows for themes and stories to connect
within the homogenous sample group. Illuminating a text, as in Table 20, to increase the
understanding and interpretive process of the participants’ values, beliefs and behaviors
(Smith, et al., 2009) through the meaning of a few words.
Table 20
The Gems of the Black Women Leaders
Participant
Dr. Ananda

Dr. Wellson

Dr. Petes
P. President
Director Westwood
Ms. Gamma
Executive Elaine
Giselle

-

Gems
Not going to be pinned as this alien black woman.
Do for purpose, not for pocket.
It provides a context already that they are lesser.
So I'm not a minority, I stand there in majority.
That would be like death by a thousand pricks.
You have to work twice as hard to go half as far.
Stick-to-it-iveness - resilience.
I'm right where God wants me to be.
Go with the flow.
A people's person.
Sometimes you are the experiment.
The sense of WOW!
You have to evolve with those changes.
Break barriers that they have built against you.
I have to find peace with it.
We all learn differently.
Step out of the forest and stop looking at all the trees.
Cat bird seat.
It felt like Jell-O.
My sense of hope.
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My glass is two quarters full.
Having my guardian angels.
Don't go into a hole.
Rise back above and up.
I do have this kind of harmonious desire.
I like the sound of an engine of life.
It helps me to come out of my space.
Networking is my superpower.
Committed to having a creed of excellence.
Richness of experience.
That's my crown.
You got to reach for a higher power for your motivation.
I am not a creature of habit.
We just have to work 10 times as hard to do the same job,
and to get 25% of the respect.
Be yourself, own it, and be okay with it.
Always find your purpose, living your purpose.
The department evolves and you should evolve.
Going back to that backbone.

The Gems for the BWLs in Table 20 are a combination of clichés, specific
comments about encounters in their work/personal lives, long held beliefs, new trains of
thought, statements of precautions, and encouragement. In Black Feminist Thought, these
Gems would be considered the ethics of caring. Because the Gems demonstrate that they
are unique to each participant, many of them carry an emotional attachment for the
participant, and many of them reflect the empathy that each leader has for themselves and
others (Collins, 2000; Evans-Winters, 2019).
The majority of the Gems extracted from the super-ordinate themes of Strong
Black Woman, Angry Black Woman, and Faith and Ancestral Influences. The Gems also
include the nested themes of Purposeful/Meaningful Work, Sisterhood Tribe, Faith in
Leadership, Agentic Dominance and Agentic Competence, and Resolute/Resilient
Performance. This indicates a common thread in the Gems based on the underlying value
of the BWLs’ intrinsic strength that assists them in surpassing the barriers they encounter.
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It may also indicate that their perception of a barrier may not mirror the idea of a barrier
to the majority. For example, the problems can be the Gems that state “sometimes you
are the experiment; don’t go in the hole; death by a thousand pricks”. There are also more
overcoming Gems that state “that’s my crown; you have to evolve; break barriers”. The
secret, under-surface-ripple Gem, are the BWLs’ understanding that they will always
have to work harder to take a step forward. They appear very indifferent to this because it
is a given, a long-held awareness, so there is no need to dwell on it. They would rather
overshadow the ‘work harder’ fact with the courage and encouragement it takes to “rise
back above and up; live your purpose; and find peace with it”.
Findings and Discussions
Twelve BWLs in the healthcare industry provided their lived experiences through
questionnaires and semi-structured interviews. These data sources revealed expressions
on what it is like to live and work in today’s healthcare environment with the unexpected
influence of a pandemic that was occurring throughout the research process. Utilizing
IPA’s table creation for themes and organizing transcript segments resulted in seven
super-ordinate themes and seventeen nested themes. Three nested themes overlap into
other super-ordinate themes – Racial Ambivalence, Agentic Dominance/Competence,
and Sisterhood Tribe. These three outlier-nested themes can fold into several superordinate themes to create additional descriptions. These are Mentorship (Appendix J),
Purpose and Meaningful Work (Appendix K), and Racial, Gender and Ageism Biases
(Appendix L).
The super-ordinate themes and their nested themes are in two categories to reflect
the differences, impacts and influences on the BWLs professional work and advancement
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journeys. The two categories either identify as a bias and barrier – Stereotype Phenomena
Themes; or function as a facilitator – Self-Identify Phenomena Themes to the BWLs.
In addition to the selected coded text, Artifacts and Gems were included that
created a layering of text to emphasize specific meanings, values and beliefs that are
woven within the text. For example, the artifact – a Thank You Card + the Gem –
‘Committed to a Creed of Excellence’ is layered into the themed category of the Strong
Black Woman and specifically supports the actions of the ethics of caring and leadership
style and skills. Combined these attributes describe the BWL they are associated with as
Administrator Sophia. They cluster into a facilitator that becomes a mechanism for
combating the barriers and biases.
The explicit and implicit biases create barriers based on the stereotypes that the
dominant culture and Black people hold as truisms if they have seen an incidence of the
bias more than once or were a victim of the bias. It will take just as much energy to
breakdown the barrier as it will be to un-perceive or no longer believe the stereotype. The
biases formed the barriers in which the BWLs compensated by creating and utilizing the
facilitators to overcome these negative situations.
Biases and Facilitators Acting-On Selected Themes
The Biases. The biases were multi-faceted as they became prevalent throughout
the interviews and in the transcripts. The biases identified as racial, gender, and ageism
and these did create barriers that translated into an attitudinal awareness of the critical
impact on the BWLs and the continuous need to stand their ground. From the biases came
the barriers, usually through actions of intention, unconscious illegitimacy, and planned
perpetuation. These included open leadership positions with planned candidates already
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selected (Automatic Out-Selection); discouraging words of being not-yet-prepared from
organizational leaders (Promotion Overlook); leaders utilizing deficit language and faulty
biased thinking to demean performance (Dismissed), and utilizing a single BWL as a way
to improve their diversity appearance (Tokenism). All of these actions are painful and
frustrating reminders to the BWLs that they must have a collection of facilitators to assist
them in working through these barriers and still reach their goal of being a leader within
their healthcare organization.
The Facilitators. The facilitators were either very present and in use for each
BWL or were used subconsciously due to the frequency of barriers and biases in their
daily work operations. The facilitators utilized at work and in social environments are
because they are naturally intrinsic to the BWLs’ culture and personality. Examples
included:


the continued educational endeavors (Over-Education);



lessons learned through failures, disappointments, and opportunities (Leadership
Skills);



gathering support and talking through an issue from a sistah’ girl gathering
(Sisterhood Tribe);



relying heavily on spiritual connections and events to be uplifted (Faith); and



being willing to show grace and not jump to the conclusion that all actions have a
bias undertone (Racial Ambivalence).
Racial Ambivalence. Racial ambivalence was a unique outcome from the

transcripts and came forth from the BWLs to ensure that they did not see every
interaction as a bias-related aggression. However, in this theme there is also forgiveness
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given to perpetrators, an understanding that somethings are just going to be hard to
achieve and be unfair. There is an intentional bypass of the aggression for the BWL
because it is too exhausting to address every single occurrence.
Well, to me, I looked at it as I acknowledge that it's there, I acknowledge that it
happened. I do my best not to take it personally. To me, it adds a real opportunity
for the other individual that they don't choose. But know that that's not the bulk of
my life experience that I don't hang on to those things. I log them away. I
recognize that there's potential for that to happen at any point in time, and that I
need to move cautiously. That's true whether it's your professional world or if
that's in your personal life. – Giselle
I think if those experiences weren't in place, I probably would've been farther
along in a senior leadership position. I think some of the rejections…were racial.
Let me pause here, I try my best to make race the last reason for why something
didn't happen. I try to make that the last reason. So I'll go through every other
potential cause until I come to the conclusion that this was racism. I think I
would've been farther along if race wasn't there. – Dr. Wellson
I think often times we probably don't realize the trauma because we're probably so
used to it. And that's why we’re always so on our 150% because we experience
these things growing up and all throughout our life in everything that we do that
we don't really realize it until maybe it might hit us. Sometimes it's hard to tell
these stories because sometimes we can't make sense of it. - Dr. Ananda
Faith and Ancestral Influences. The super-ordinate theme – Faith and Ancestral
Influences was a unique combination of traditional characteristics in Black culture that
lends its existence singularly and paired that gives the BWLs a dependable structure. This
theme is the impact of historical and ancestral matriarchs and patriarchs, biological and
foster families/kinships, and lifelong sister friends and a spiritual connection to God
through prayer, open dialogue with God, and a true belief that God has created the
opportunities and failures for an improved faith-based path to follow. This is also the
phenomena that the lived experiences of the BWLs is metaphorically lifted to see beyond
the biases and barriers and through the traumatic past and present aggressions.
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Because I was holding everything in, I had a time where everything came out and
I had to go talk to my mama. It was no more about professionals, “I need to talk to
my mama.” After that good talk and cry I was refreshed. And, I think, it's going
back to that backbone… But going back to the heart of me, which was my mom. Leader Skye
My main coping mechanism is prayer. I pray every day, and I really believe in
that spiritual connection. I think that's what gives me my resilience to just keep
getting up and keep going. I learned that from my grandmothers, and so there's
that sister connection. Whenever things got down, they always just called out on
Jesus. - Ms. Rehabilitation
The heritage. I look at my grandmother, my aunties, my mom, and I saw them
have to run these households, but many of them also had jobs outside of the
household. I mean, they were running, like, two big businesses, and they ran
them. And I think, as a Black woman, there was no time off. I mean, there was no
time off. I think that [resilience] comes from watching our ancestors. And my
ancestors are my grandparents and such. And I think that is a lot of what has
enabled me to be successful. - Ms. Millie
The Surprise. An unusual phenomenon, The Surprise, became relevant multiple
times in the text and with great expressiveness; the BWLs put words and the running
current of difference to this theme. In this theme, the expressions or feelings are not a
bias or barrier because there is nothing to address or call out. It is a current, a ripple effect
of observations made and felt by the BWL. It is the other person’s perception of whom
they imagined the BWL to be, prior to meeting them face-to-face. The nested themes in
this phenomenon are the usual explanations given to help others feel better about their
surprised reactions. BWLs smile, maintain professionalism, and introduce themselves as
they would anyone else and move forward with a conversation to decrease the
uncomfortableness of the situation for the other person. A surprise within a surprise for
this theme is the reaction of other African-Americans who show excitement and joy that a
BWL is ‘large and in charge’.
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I like to round a lot with the patients so that I know what's going on in the unit
and to help where needed. I want to let staff, patients and visitors know that
leadership is available to them. The reactions that I get are reactions of surprise,
especially with people that are the same race as me. They’ll say, "Oh, wow. I
never knew there was a black woman in charge." They get very excited. - Ms.
Gamma
So the day that I walked in the room was the day that she found out that I was
black. And her mother lodged complaints, "I will not have my daughter ever room
with a Black person." It gives you the sense of WOW! As you move up people
will at least look at the fact that you are Black and potentially make choices about
whether or not they want to work with you, they want to commune with you, they
want to live or abide with you…whether they want you in the room. – P.
President
I didn't use to love the fact that I stand out in a crowd. Because the world of
healthcare and academics is very white. I also love and I think it's funny that if
people talk to me on the phone, they have no idea what I look like and then I get
in front of them and they're like, “Wait? What?" I love that part about me that
while I'm being who I am, you don't know what I look like until I am standing in
front of you. - Dr. Wellson
Non-Categorized Themes. All the super-ordinate themes and nested themes are
inclusive of the Mentoring, Purpose and Meaningful Work, and the Racial, Gender and
Ageism Biases. These three nested themes can crossover into any super-ordinate theme to
support a bias, barrier or facilitator. They act globally on the layering of the themes to
add a depth of concentrated bias, barrier, or facilitator.
This transcript segment is an example of Gender Bias, and falls into Dismissed, Strong
Black Woman, and Educating the Dominant Culture:
The Chief of Staff during the interview, he looked at my resume and said, "Yeah,
you're a good doctor, I don't understand. You have a four-year-old daughter.
You're an attractive, young woman. Why don't you just get married again and
have more kids? I don't understand these women who go into medicine and want
to be doctors. You should just get married and have more kids. I don't really even
know why you're here.” I'll never forget that interview. And being shocked, I
smiled, and saying, "With all due respect, I am a doctor. I've earned the right to be
here, and I've been offered this position to work at the Hospital, and I intend to
take this position because this is my profession, this is what I do. What I do in my
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personal life has nothing to do with my profession and my qualifications. I would
really just appreciate it if you would sign this piece of paper so I could get my
privileges." I had to tell him just like that. - Ms. Rehabilitation
This transcript segment is an example of Purpose and Meaningful Work, and can connect
with One and Only, Leadership Styles and Skills, and Ethics of Caring:
I think failures and flaws are assets, because failure is experience. If you always
succeed, you never have the opportunity to have the richness of experience and
you never have to figure out how to problem solve in a way that's productive and
ends up being positive for you. So if you don't fail and have to sit back and think
about it, I think you're not as confident in your own ability to deal with obstacles
that come your way in a career. Because I'm a black woman in a leadership
position, I am not going to naturally be in a setting with a lot of other black
women. So you can't join the group, you're excluded, you're never part of the
group. So if there's a clique, you're not in it. - Administrator Sophia
This transcript segment is an example of Mentoring and has links into Over-Education,
Leadership Skills and Styles, and Resolute/Resilient Performance:
Through the course of time of working as a staff nurse and moving pretty quickly
up the leadership chain, I think I underestimated myself in terms of my leadership
abilities because one, I didn't pursue them. Somebody had to always kind of give
me a nudge. Two, I wasn't necessarily my own best advocate. That [leadership
and nursing] came to me pretty quickly. Some of the nurses they were like, "You
are just wasting your time. You need to get back in school. You need to do
something. You need to become a nurse or whatever you want to do." I did that.
That kind of sent myself off on a journey Certainly, I believe that my personal
experience, life experience brings to the table and to the arena, it introduces a
whole different element of experience. I think that has value. I like to think that
I've shaped and influenced others as well - Executive Elaine
Answering the Research Question. How do Black women leaders describe their
lived experiences of facilitators, barriers and biases in attaining leadership roles in
healthcare organizations?
All twelve transcripts add to the collective of lived experiences of biases, barriers
and facilitators that BWLs experience in their healthcare leadership roles. The transcripts

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

125

often demonstrate shared, similar and different experiences that effected by years of
experience, level of leadership responsibilities and the organizational-type and climate,
and for this research timeframe the COVID-19 pandemic. Four of the participants feel
they have never had a racially motivated bias directed at them, but have all seen it
directed at peers and/or colleagues within their facilities and previous work facilities.
Two of them voiced ageism biases and the effects of having to prove themselves in a
leadership role. The ages within the sample group are reflective of the workforce of
BWLs in the healthcare industry. Two of the participants felt the bias of gender-only that
reflected on their marital status, and mother-children status and therefore had to stand
their ground to sustain their roles and keep family knowledge out of the workplace. They
all have shared experiences through faith, family, friends, education, and being the One
and Only. All of them defined as Strong Black Women who have had to sustain this
intrinsic mythical power in order to attain and sustain their positions. A very noticeable
characteristic is even after promotion overlook; it does not deter them from trying again
or trying for leadership positions in other departments or going to another organization.
The Stereotype Phenomena Themes are three super-ordinate themes that carry
biases that create barriers for the BWLs. The Self-Identified Phenomena Themes are the
facilitators, a very large toolbox of assertive/offense-type behaviors, support systems and
survival kits to see them through the barriers of promotional leadership in a traditional
dominant-culture healthcare organization.
Summary
This research on BWLs in healthcare leadership roles has defined the biases and
barriers through super-ordinate and nested themes that effect their achieving promotion

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

126

into higher-level roles within their organizations and other leadership role opportunities.
This research has also revealed the facilitators that the BWLs use to achieve their goals,
increase their promotion options, and assist them in their leadership plans and growth.
Numerous shared experiences highlighted through the transcript segments. New
phenomenology identified supported the themes in this research – Faith and Ancestry,
The Surprise, Racial Ambivalence and intersectionality oppressions (Race, Gender and
Age).
Selecting IPA as this researches form of analysis allowed a four-stage process to
collect data that was the voiced lived experiences of the participants; and because the IPA
is sensitive to participants’ and researcher’s behavioral reflections on the human
condition (Alase, 2017). The use of the IPA theme tables highlight the phenomenon
explored assisting in organizing the rich transcribed text. In addition, the tables helped to
link the stories to collectively describe a sample group with exemplary education, work
experiences, and life experiences that add value, “personal expressiveness, personal
accountability [and that they are] legitimated agents of knowledge” (Collins, 2000, pps.
264-266). In this study, education is the powerhouse factor that when coupled with work
experience should be the deciding force behind their attainment of higher-level positions.
IPA originally founded on the observance of psychological behaviors in response
to lived experiences used to describe through analysis what a topic was like for the
participants within a specific condition or situation (Rathwell & Young, 2015; Smith, et
al., 2009). Therefore, it seemed appropriate to use its tenets in a study to observe the
phenomenological responses to implicit and explicit bias in the leadership roles of BWLs.
IPA utilizes small to moderate descriptions in text segments to create sense-making for
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the participants’ lived experiences. The interpretative analysis serves as the process to
describe the relationship to social themes of family and mentorship, to cultural themes of
sisterhood tribes and the surprise, to theoretical themes of ethics of caring and the strong
black woman (Rathwell & Young, 2015), all elements of this IPA research. Black culture
has many cultural phenomena generated from within and from without its culture. The
stereotypes plague either source creating a grand background to use IPA to extract textual
information that will equal informative ways to organize the actions and reactions to
biases that create barriers.
The final chapter of this research will provide a reminder of the aim of the study
to give direction to the proposed solutions and implications. The proposed solutions will
give evidence that supports and challenges the solutions and will review implementation
possibilities for the solutions. This will include the factors and stakeholders impacted by
the solutions, the implementation timeline and a way to evaluate the outcome of the
implementation. The latter sections of chapter five will discuss implications of the study
through practicality and future research. Considerations for future research and the
influence this research will have on leadership theory and practice provide robust
discussions in chapter five. Finally, the summation of this research study will conclude
this dissertation in practice.
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CHAPTER FIVE: PROPOSED SOLUTION AND IMPLICATIONS
The purpose of this qualitative phenomenological study was to explore the
experiences of Black women leaders (BWLs) that hold manager to chief officer roles in
the healthcare industry. From healthcare performed in hospital/medical center settings, to
healthcare in academia, to healthcare-support organizations, the acquirement of higherlevel leadership roles for BWLs is a journey that frequently has multiple barriers due to
biases in race, gender and ageism. The twelve BWLs in this study shared their stories
through a demographic questionnaire and semi-structured interviews.
The shared experiences from each BWL through these identified phenomena were
stories of education, career progression, inspiration and strength from friendship and
family; self-initiated learning of leadership skills and experiential lessons; and the firm
foundation of faith. These stories make up the composite of themes used to describe their
daily operational duties. The similarities and differences among each BWLs’ stories
created a collection of findings that demonstrated their skill in seeking ways to view their
purposeful and meaningful work as a path around stereotypical barriers and biases. The
multiple states that the leaders work in is a cross-country representation of experiences,
personal and work-related, that had and continue to have an impact on the lives of these
leaders. Additionally, the study looked at the BWLs’ advancement into leadership roles,
the facilitators they put into place to achieve despite the barriers and biases along their
leadership trek.
This final chapter will discuss the proposed solutions and the evidence that
supports and challenges the solutions from the original aim statement in chapter one. The
discussion of the solutions’ implementation and what influences the factors and
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stakeholders by the study’s findings. Additional ideas that include the implementation
timeline and a way to evaluate the outcome of the implementation will assist in bringing
the ideas together that provide a format for use and distribution to healthcare
organizations that choose to improve their diversity in their leadership roles. Finally,
research possibilities, the impacts on leadership theory and practice, and the summation
will conclude this dissertation in practice.
Aim Statement
The aim of this research was to discover how BWLs attain and sustain leadership
roles in healthcare organizations despite the barriers and biases that create roadblocks
and/or delays in their advancement journeys. Leadership roles for people of color (PoC)
are still hard won and still fall far below the averages for White men and women (Jones,
2017).
Black women leaders have challenges with racism, sexism, and ageism in their
advancement goals, many due to the staid dominant culture in leadership and some due to
stereotypical biases and perceptions laid upon the ethnic and cultural differences of being a
Black woman. The significance of this study was to define a set of successful skills and
strategies that have facilitated the advancement of BWLs in their healthcare organizations.
Additionally, the findings of this research provided an improved direction of
diversity in leadership for senior leadership teams. The proposed solution encourages a more
equitable process of promotion for BWLs, if the strategic diversity plans receive support
through the organization’s senior level intentionality and commitment.

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

130

Proposed Solution(s)
Findings in this study suggest race, gender, and ageism factor into the leadership
attainment and sustainability of a Black woman in a healthcare leadership role. Within
these findings, there are positive phenomena themes used to develop and enhance their
strength in leadership.
Strong Black Woman (SBW) is the overarching theme, supported by Black Feminist
Thought (BFT) and its ideology of the voice of the Black woman. The content of the
emotions behind these voices challenges the BW to hold herself accountable to using her
knowledge as power to speak out and lead (Collins, 2000; Evans-Winters, 2019). The
following themes create the SBW persona:


Sisterhood Tribes where Black women as biological sisters and best friends can
“affirm one another’s humanity, specialness, right to exist…and really listen to
one another…identifying the value of Black women’s friendships” (Collins, 2000,
pps. 102-103).



Over-Education/Over-Achievement/Over-Qualified continues the support and
belief that there is a realistic need to always work harder and be better than the
dominant culture male or female. The historical need to over-educate in order to
over-achieve has meaning beyond achieving a higher education. Traditionally in
Black culture, education meant that a Black woman working toward a higher
educational level kept the “race uplifted” (Collins, 2000, p. 214), beyond the
prescribed stereotypes.



Ethics of Caring that include BFT ideology of the BWLs’ “individual uniqueness,
appropriateness of emotions in dialogue, and developing the capacity for
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empathy” (Collins, 2000, p. 263). This is the true strength of the intrinsic nature
of the Black woman to honor her uniqueness through her emotions, voice and
empathy.


Faith and Ancestral Influences intricately intertwine because faith is unseen and
has the emotional attachment to current and historical ancestors. Verification of
this theme derives from the positive outcomes of the paths and actions the leaders
are taking, when led by their faith and the historical strength of their ancestors.



Leadership Skills and Styles that created leaders who are masters at soft skills and
change. This allows them to manage and embrace change even if they do not want
to, while maintaining and demonstrating supportive relationships with their staff
and direct reports. These characteristics of inclusive and intentional leadership
styles, and servant and transformational leadership styles assist the BWLs in
utilizing whichever styles fits their daily operational needs.



The One and Only and The Surprise have emotional elements of both positive and
negative connotations. BWLs are tolerant and understanding of being the only
one, because they are operating in this mode for quite some time. It is the
dominant culture’s reaction to the BWL being the one that can decide if the nextstep interactions will become mediocre, because they did not expect this or
enthusiastic because they see it as an opportunity. The impact of the short wave or
current of feeling from these reactions and the BWLs’ ability to tolerate those
reactions may result in longer-term displacements of relationship building and
cautionary awareness for the BWL. Creating an environment where a trusted

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

132

relationship never develops because The Surprise was a negative current prior to
the interaction.
In the self-identified category, these themes were more intrinsically acceptable and
oftentimes self-developed as coping strategies/facilitators for the BWLs throughout their
rise from staff to leadership roles. These phenomena are assets and carry mid-level
monikers of strength, resilience, resolution, assertiveness, purposeful meaning and work,
and the ability to give grace in the face of adversity and biased encounters.
The biases and barriers that fall within the stereotypical phenomena category have
a more negative relational component to the Black women’s leadership growth. These
biases and barriers included:


Lack of support from leadership due to the misconceptions of their views of the
Angry Black Woman, and the associated agentic dominant and agentic
competence of the BWL;



The continuation of exceptional work during a Quit and Stay period often fraught
with dismissed and deficit language from senior leadership and peers; and



The illusion that leadership has achieved an acceptable diversity level through
Tokenism.
These phenomena have limitations tied to the nested themes labeling of the BWL

through dismissed behaviors and comments, promotion overlook and automatic-out
selection, prescriptive stereotypical behaviors in agentic competence and agentic
dominance; and racial, gender and ageism biases – both subtle and overt. Because the
biases are negative stereotypes of Black women in general, generated from the media,
over-the-top celebrity actions, and historical disfavor. In multiple industries, these are
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perpetually accepted negative stereotypes, including healthcare. More recently, a
McKinsey & Company study (2020) incorporating the challenges of the COVID-19
pandemic and the national social injustice situations reflect that Black women felt even
more isolated at work than prior to the pandemic. They felt less supported by their peers
and leaders, and were not comfortable speaking up about issues of intersectional
oppressions for fear of being labeled negative and angry (Thomas, et al., 2020).
This research conducted during the pandemic and rising issues of social justice
had direct impact on the healthcare industry and the BWLs’ responses to the
questionnaire and the interview. However, the overall outcome of the negative effects
from the year of 2020 events are the same issues occurring prior to the events of 2020.
These events may have accomplished the enhancement of the negative themes in
decreasing promotional opportunities, and lowering parity standards in recognition of
experience and education. An increased static posture at entry-level managerial roles
without upward paths and an increasing gap between first-level management and senior
leader roles (Hancock, et al., 2021) will continue to thrive in leadership teams that can
use these events as long-term distractions.
Proposed Solution for the Stereotype Phenomena Themes
For these themes, there are three possible solutions to consider in healthcare
leadership – diversity, equity and inclusion programs; allyship; and sponsorship.
Diversity, equity and inclusion programs (DE&I). The first proposed solution is
to advance already discussed and designed diversity and inclusion action plans that have
no weight of importance on implementation for the chief diversity officer. These plans
were fragmented designs of past programs, and the poor execution or no execution of a
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timeline to implement appeared to be as far as most strategic plans were structured. As
discussed in chapter two, most diversity and inclusion programs show that only 44% of
healthcare institutions have a diversity statement and only 25% have a diversity strategy
(Nonprofit HR, 2019, pps. 7, 13). This has resulted in a sluggish and sometimes nonexistent change effort toward diversity actuation by healthcare leadership.
Refreshing original designs of DE&I plans, as well as, setting up leaders with
teams to review, revise, implement and evaluate the implementation will put a diversity,
equity, and inclusion (DE&I) program in place more efficiently than starting anew.
However, if the original design no longer fits the organization or there never was an
opportunity to design a DE&I program this could be a new focus with fresh ideas and
new team members with the energy to act on implementation strategies.
While the program’s focus will include the organization in its entirety, some
portion of a program’s allocation to BWLs and other leaders of color can occur from
within the organization’s pipeline. The program does not need to be different in content
than it is initially proposed. However, there needs to be intentionality providing
opportunities for BWLs or emerging BW staff to observe and practice leadership level
skills, competencies and experiences. This has the opportunity to create trust and
relationships between managerial and senior leadership roles, and the ability to provide
time for questions from the BWLs with on-time feedback from leadership.
Allyship. The second solution to the Stereotype Phenomena Themes is allyship.
Allyship is the recent trend of peer support that is a product of the pandemic. Allyship is
associated with the new visibility of staff. This is due to the concern for their mental and
physical health & well-being, and a more in-tune leadership with the staff’s personal lives
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that has “fostered empathy and understanding” (Thomas, et al., 2020, p. 52). This is
occurring now among employees and leadership effectively changing the workplace
environment (Hancock, et al., 2021).
The healthcare industry has changed at all organizational levels due to the
pandemic. Once the industry understood the challenge, the largest impact had to be on
those staff performing the hero-work of saving lives and surviving themselves while
caring for others. Therefore, organizations quickly put in place coping strategies for staff
survival, organizational survival and patient/consumer survival. Organizations had to be
flexible enough to continue to adapt throughout the arduous months of the pandemic and
will need to continue this in forthcoming post-pandemic restructures. Allies of staff,
leadership and vendor support that may never have interacted prior to the pandemic were
now in direct interaction with one another needing emergent relationship building and
virtual connections.
As a result, allyship has come about in the form of operational resource
groups/employee resource groups (Wiles, 2020) between patient care units, their leaders,
and suppliers for staffing resources. In patient cohorting for optimal patient placement,
quick adaptions to policy changes and improved communications through technological
advances in extremely shorten timeframes. Allyship means the managerial and staff
levels can build relationships between each other during and after the crisis. The
managerial level can build relationships with senior leaders within the same crisis
timeline and post-pandemic by collaborating on hard to communicate directives, and
allowing timely points-of-decision-making to address crises. This collaborative effort
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may have longer-term positive effects of trust, safe environments to talk out decisions
and more timely turnarounds for lessons learned.
Some companies have created allyship workshops, monthly to quarterly (Thomas,
et al., 2020) that set the stage for a selected topic that all are trained to address through
workshop participation. An allyship workshop post-pandemic may well be the path for
senior leaders to support all leaders and encourage BWLs to build relationships based on
trust, demonstrated dependability in crisis management, and creates opportunities for
participation in future planning projects. This may also give senior leaders more
understanding and awareness of the challenges that are the differences the biases have
created for the BWLs and may provide a safe environment to voice biases that occurred
before, during, and continue to occur after the pandemic.
Sponsorship. Sponsorship is a few steps beyond mentorship incorporating a
sponsor-intern relationship that has a political and economic advantage for both sponsor
and intern. Dixon (2020) defines healthcare sponsorships by Dr. David A. Thomas “as
the mechanism by which certain people in an organization are chosen and endorsed for
upward movement” (p. 62). In sponsorship unlike mentorship, a BWL cannot ask
someone to sponsor her. A senior leader in the organization selects her. The upward
movement in the definition suggests an elitist process that has criteria in place to
determine whether she will be a good fit into the elitist senior leader group (Dixon,
2020). Dixon (2020) adds that the fit at times maybe more about interests and off-work
capabilities and less about work performance and accomplished results that have moved
the organization in a positive direction. The challenge to BWLs may be if they have not
participated in similar off-work activities or are not comfortable in networking events.
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Several of the BWLs in this study could define themselves as networking
aficionados, but others may lack the experience or the ability to converse in the moment
with great wit and confidence. However, good work can still be the lead into getting
noticed for a sponsorship by taking on projects, communicating results in a timely
manner and getting support from mentors who can give them feedback as to what a
sponsor may be looking to see a BWL complete.
A critical key point to the sponsorship is developing a relationship with a senior
leader who could be a sponsor for them. An intentional search for BWLs in the
organizational pipeline who are standouts in their performance and have clearly
communicated their availability to be sponsored, can be a direction current senior leaders
can take if they want to sponsor someone. Every BWL in the sample group if not already
in a senior level position could be sponsored or be a sponsor due to their relationship
building skills, their exemplary performance, and their purposeful work towards the
mission of their organizations. However, sponsorship was the least referenced strategy in
reference to their advancement in the BWLs sample group. This may indicate they do not
see sponsorship as an option, or are not prepared yet for this step, or they already are an
executive sponsor for other leaders.
Still sponsorship opportunities controlled by the dominant culture in the
healthcare hierarchy. Therefore, strong encouragement given to the dominant culture to
challenge their own traditional norms of sponsorship. Senior leaders should look further
within their organizational pipelines at who can bring cognitive and experiential diversity
to their senior leader group.
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Proposed Solutions for the Self-Identifying Phenomena Themes
For these themes, there are two solutions to consider in the BWLs healthcare
leadership journey. Each solutions foundation is on their continued leadership
development, and sustaining and enhancing the skills they have already achieved. These
two solutions are also identified themes from the experiences of the BWLs: Mentorship,
and Purpose and Meaningful Work.
Mentorship. All of the leaders utilize mentors and mentor other upcoming
leaders. Sixty-seven percent (67%) of the leaders in the sample group felt challenged in
their roles when they were lacking a mentor or a collaborative resource group (a
Sisterhood Tribe). Lacking mentorship does not stop them from completing their work it
simply makes the path more difficult to navigate alone and increases the chances of
working in isolation. Ninety-two percent (92%) of the leaders consider mentoring as a
necessity for continuous learning and teaching moments. It is an objective feedback
opportunity, and is a staple characteristic in their self-assessing of their leadership skills
and style. Assume that if the BWL is frequently the One and Only, she leads wearing the
mantle of mentor and represents the Black culture at all times.
For a proposed solution, mentorship should be broadened to encompass:


The Sisterhood Tribes, which are those collaborative resource groups that can
hear, affirm, disagree, be objective, create and facilitate a plan, understands, is
empathetic – feels the pain, sheds angry, sad, and happy tears, and gives the uplift
for the next steps forward.



Faith and Ancestral Influences, this is based on the life-long learning experiences
that connect their rationale for being a leader because of their faith and family.
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The continuous seeking and need to Over-Educate/Over-Achieve/Over-Qualify
validates the BWLs’ job qualifications, creates confidence and a spirit of
professionalism, and perpetuates the phenomena of the Strong Black Woman.



The theme of the Reverse Surprise because it is an external acceptance by Black
and Brown men and women that provides a positive and proud perception to the
BWLs’ one and only status.
Sustaining and cultivating these themes can contribute to their fit in an

organization if the organization is willing to have a different and qualified leader.
Objective achievement through frequent collaboration efforts; building and creating
access in networking development, and driving relationship building creates long-term
connections. For the BWLs, these phenomena or facilitators encourage seeking
leadership in organizations that value education and quality experiences for sustainable
leadership growth, and provides them opportunities to reach out to ask for support in
understanding the complexities of the healthcare organization (Dixon, 2020; Harts, 2019;
Thomas & Gabarro, 1999).
In this research, mentorship is the theme that contained the most Artifacts that
held the meaning of thankfulness and gratefulness from the leaders’ mentees. These
artifacts were thank you cards, verbal recognitions, and educational opportunities that
were either written or interactive information given by emerging leaders and those
choosing the healthcare professions. It is a demonstrative way to lead by example through
mentorship of one or of many. Mentorship is also more of a two-way learning
collaboration versus sponsorship that is a selected, timed, and singular approach to
leadership development.
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Purpose and Meaningful Work. The final solution is the justification for the
leaders’ belief of why they work as a healthcare leader, why they choose to do more, and
why they accept complex roles to challenge and grow their leadership acumen. One
hundred percent (100%) of the BWLs’ had responses that their leadership skill and need
to succeed at leadership came with a purpose, a meaning, a drive, a passion to create
meaningfulness to their work for the sake of others. Whether it is staff, peer leaders, the
patients, or the organizations and communities they serve, the BWLs lead with intention
to create something better from where they started. This significant theme appears to
substantiate the BWLs rationale for their work, their position having meaning. It is the
reason why they tolerate and navigate around the intersectionality oppressions, increase
their education to serve in a top performing manner, and instill resilience and resolute
actions in order to withstand the failures, the risks, and the ever changing environment of
healthcare. The themes that create the proposed solution of purpose and meaningful work
are:


The Ethics of Caring through the BFT lens gives the BWLs:
a) an appreciation for their “individual uniqueness…through [an inherent]
common spirit, power, or energy”;
b) a clear voice to engage in dialogue and emotion simultaneously; and
c) the ability to create a “capacity for empathy” (Collins, 2000, p. 263) that
gives grace and tolerance for demonstrating who they are. In this research,
who they are – is a leader in healthcare.



Agentic Dominance (AD) and Agentic Competence (AC) that represent the
BWLs’ strength in skill to lead with confidence, she is a change agent, and
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utilizes soft skills to drive their departments, staff and organizational goals with
an assertiveness that belies age and experience. AD and AC frequently ride the
positive or negative stereotypes that lead to the Angry Black Woman (ABW) or
the Strong Black Woman (SBW) phenomena. At times, this makes BWLs
intimidating to some, and leads to dismissive and deficit language used toward
their skills intended to question their preparedness for leadership roles. The SBW
phenomena is the assuredness, confidence and drive to move forward even in the
face of adversity, project barriers, or peers’ subtle or overt intersectional biases.


Faith in Leadership compliments this proposed solution because it gives the
BWLs the ability to utilize their expressions of spirituality to giving meaning to
their own self-care. It sustains the tradition of achieving education for the benefit
of their communities’ (home, work, and social environments). It upholds the SBW
ideal as it characterizes her independence, caretaking/care of others, self-reliance,
perseverance, common sense, and respect of self and others (Collins, 2000;
Garrett-Akinsanya & Mack, 2009; Sacks, 2019).
This combination of themes gives the BWLs their strongest value-based proposed

solution as it qualifies their work ethic, justifies their rationale for 51+ weekly hours
worked, and reaffirms that they are the carriers of their culture’s legacy and knowledge of
generations. These are heavy burdens, which is why having purpose and meaningful
work encourages a full experiential voice to use spirituality/faith in leadership to balance
the aspirations for leadership and the fulfillment of purposeful work (BeauboeufLafontant, 2009; Evans-Winter, 2019; Van Wingerden & Van der Stoep, 2018).
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Evidence that Supports the Solution
Diversity, equity, and inclusion (DE&I) programs are the most prominent solution
to the lack of BWLs in healthcare executive leadership roles for this research. Actively
functioning DE&I programs have the ability to create diversity in director up to senior
executive leadership roles. They are more likely to have dedicated leaders and teams that
are diverse in race, gender, age, work experience, and socio-economic status, and work at
different levels in the workforce. Through DE&I programs organizations are prepared to
address challenges to societal norms that support stereotypical biases. These
organizations have the wherewithal to be successful at a full implementation of a DE&I
program by improving levels of inclusivity among employees and intentionality in their
actions among leaders (Balinson, et al., 2020; Gathers, 2003; Weber Shandwick, et al.,
2018).
DE&I programs became a solution for this research to increase the opportunities
for BWLs to advance to executive leadership roles and to provide access to
organizational training and development that will encourage their viability as candidates
for executive role opportunities.
Currently, many challenges effect the road ahead for the healthcare industry. The
diversity challenge is to demonstrate active intentionality to hire leaders of diverse
backgrounds and experiences from their organizational pipelines, and externally to help
them lead through the pandemic, and societal and economic issues. Executive healthcare
leadership teams and boards of directors admit, “They have not done enough to relieve
the burden of structural racism…in leadership positions” (Johnson, 2020, p. 9). However,
fallout and pressure from the pandemic, and the societal injustices, and the economic
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instability have opened long-standing issues of elitist and exclusion in and from executive
healthcare leadership teams.
The barriers to advancement in leadership positions are occurring for BWLs
through issues of gender stereotyping, racial discrimination (Cheeks, 2018; Davis, 2016;
Epps, 2008; Parker, 2001; Stanley, 2009), and ageism according to this research. This
research explored those biases that resulted in barriers to advancement for BWLs through
the lens of twelve BWLs in current roles of manager to C-suite executives. Their voiced
experiences determined that:


50% of the BWLs experienced having White males or females with less
experience, education and qualifications promoted over them.



33% of the BWLs observed Black female colleagues over-promoted by
White males or females with less experience, education and qualifications.



25% of the BWLs were not promoted because they were women and a
male was promoted over them with less experience and qualifications.



25% of the BWLs were thought of as too young to address complex issues
in their leadership roles.

These biases created barriers to advancement that the BWLs overcame by
mentally moving on, preparing for future roles through further education and training,
and demonstrating through exemplary performance that they were capable of addressing
complex issues. The following text segments support the rationale for the
phenomenological theme of Over-Education/Over-Achievement/Over-Qualification:
I've had to work harder to be respected, a whole lot harder. That requires more
research, and more strategies, and more documentation, and proof to validate that
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I know what I'm talking about. Whereas, my white male counterparts, they don't
have to do any of that. - Ms. Rehabilitation
So often, I check policy, I check Google, I check other standards of care to make
sure I know what I'm talking about, so I'm not frowned upon. I feel like it makes
me work a bit harder, so that my place in the organization and my leadership role
is not discounted. - Ms. Gamma
I'm glad it happened…So at 18 while I was crushed it was, "Okay. Let me just
plant this in the back of my head that you can say the right things, you can do the
right things, you can come across the right way, you can be charming and witty,
but people will make choices because you are who you are and you look like who
you look like." – P. President
There is opportunity to decrease the gap through intentionality of advancement
within a DE&I strategy in health organizations where White males hold 91% of C-suite
and senior vice-president positions (Livingston et al., 2018). Women of color (WoC),
which includes BWLs, only hold 4% - 6% representation in hospital leadership and
governance (Dotson et al., 2017; Thomas et al., 2017). Both allyship and sponsorship
incorporated into a leadership development (LD) section within the DE&I program can
decrease the leadership gap. The content of the learning strategies within the LD are the
same for all leaders, so that the organizational goals, actions, and implementation stages
create knowledgeable and understanding leaders. Intentional inclusion of BWLs and
emerging BWLs in the organization can assist the organization in creating advancement
opportunities that will close gaps in executive leadership attainment, create positivity in
succession planning, and provide a modernized approach unique to the current societal
and diverse-oriented climate.
Evidence that Challenges the Solution
The two main collective challenges to the solution are poor senior leadership
engagement and the comparison to equal opportunity structures, as in affirmative action.
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Poor or no senior leadership engagement. The issue of low or no commitment
from senior leaders may be the largest impact on the success and sustainable
implementation of a DE&I program, but there are other factors that can stall and hinder a
DE&I program’s progress or start date. The Health Research & Educational Trust (2015),
through observing and learning from hospitals that have put DE&I efforts in place
suggest that the following are the mistakes that healthcare organizations make in trying to
establish DE&I programs.
Another challenge can be with leaders and staff holding onto perceived
stereotypes because the norm is a comfortable status quo. However, this creates the
opportunity for unconscious and conscious bias to occur during discussions about
diversity that maybe oppressive and offensive to those in the room of a different race and
culture.
Diversity discussions should create a transparent and inclusive work environment
that allow staff to hold themselves and others accountable to maintaining safe discussion
zones at work. If co-workers and leaders cannot hold each other accountable and they
wish to stand with their traditional stereotypical views, there needs to be a standard of
consequences that most work environments will not uphold. Leaders must set the
example for the appropriate leadership behavior that they want their organizations to
demonstrate and for positive recognition. If they do not, there are no consequences
associated with inappropriate behavior as there are with a financial report that does not
meet budget. Definitely showing what carries the most weight and holds the most
importance.
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Additionally, the cultural competency programs associated with DE&I are
strongly encouraged by healthcare accrediting agency’s standards of practice. However
most healthcare systems do not place a high value on the training and are utilizing the
DE&I program to pass the accreditation process on paper only. In addition, if the training
is mandatory, staff and leaders are angry and resistant to taking yet another training
module. With this emotional acrimony the program does not achieve the goal of creating
awareness and understanding of another’s race and culture, but instead encourages
animosity and strengthens the bias (Dobbin & Kalev, 2016).
At the level of implementation is where the real strength of a program is
determined. It can take many years to achieve measurable results and sustainable action
plans so it is a successful program. Too many years in the progress to program
achievement may result in a team that losses energy and funding to sustain the program.
The likeness to Affirmative Action (AffA). AffA has long been a controversial
action since its inception in 1961. AffA over the decades has strived to create equality for
minorities and women in hiring practices, job opportunities, and in applying for large
revenue-based contracting (AAAED, n.d.). AffA’s goal is to attempt to increase and force
the playing fields of work and life opportunities, to be equal with the dominant culture.
There have been many non-profit and federally funded organizations created since
President John F. Kennedy’s Executive Order 10925 (AAAED, n.d.).
Accomplishments toward equality and stasis of racial and gender inequality have
continued through the decades garnering fierce proponents and ferocious opponents.
Proponents feel AffA has strongly supported legislation and activism that creates an
equal opportunity for marginalized groups that they would otherwise not be privy too.
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Within the past year’s social unrest, there still seems to be a place and a need for AffA
(Thomas, 1990).
Opponents feel AffA in its actions and lauded functions is open discrimination
against the dominant group, and places them in the position of the minority groups.
Suffering the same adversarial occurrences as the minority and women’s groups, they are
accused of oppressing (Thomas, 1990). Another oppositional component is the belief that
AffA is a handout, like welfare, instead of being a hand-up to the minorities and women
it proposes to support (Thomas, 1990).
DE&I programs are meant to influence the culture within an organization and
provide the hand-up instead of the handout (Thomas, 1990), if they have actionable
strategies and implementation objectives with deadlines for achievement.
Like AffA, misconstrued DE&I programs have strategies and outcomes that take
unexpected directions. The Center for Creative Leadership (n.d.) defines three
unintentional outcomes:


Tokenism. Tokenism is one of the negative themes that is a bias and a
barrier to increasing the number of minorities in an organization’s
leadership. This happens when organizations intend to be inclusive but
recruit only a small number of people from underrepresented groups…in the
absence of true representation, organizations do not actually benefit from a
diversity of perspectives and backgrounds…Individuals from the
underrepresented groups may feel awkward or taken advantage of because
they sense they are only there to check a box.
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Assimilation. If minority employees feel their culture is not the dominant
culture in the organization, they are more likely to assimilate into the
organization. In other words, they take on the characteristics and values of
the organization so as not to stand out. Yet by assimilating, employees risk
dampening the diverse perspective they bring — a huge loss to the
organization. Leaders must understand and consider peoples’ different lived
experiences to help their teams achieve their full potential.



Dehumanization. Diversity initiatives, at times, treat some individuals
hired through these programs as if they do not have the same level of
intelligence as their colleagues (CCL, n.d., paras. 8-10).

Some would say AffA’s outcomes for those oppressed would be similar to
tokenism, filling the quota so the organization can say they have attempted to diversify
their leadership and partially satisfying AffA tenants and diversity components.
The belief that assimilation is the best way to succeed in the dominant culture,
opposes the ideal goals of DE&I. Together assimilation and dehumanization add a bias
by not recognizing the racial and ethnically different groups who are unable to assimilate
due to the color of their skin and/or their professed culture and beliefs, referred to as
blindspotting. People of color also refer to assimilation as code-switching or shifting
(Appendix I) (Jones & Shorter-Gooden, 2003) – changing tone of voice, changing hair
texture and style, whitening a resume or CV (leaving off cultural and racial identifiers)
(Gerdeman, 2017), changing an ancestral or ethnic name, etc. These assimilation actions
diminish the person’s diversity and cultural differences.
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The challenges to the impacts of DE&I programs are numerous time, funding,
dedicated leadership and teams, creating more biases, and sustaining old biases to
maintain the status quo of the dominant culture. However, it is different from equal
opportunity activism and agencies, as its intention is to work within an organization and
improve the culture of that organization rather than trying to make change nationally or
globally. The assets and long-term effects of an effectively implemented DE&I program
create a believed-in culture for the organization and gives opportunity to all equally
because of commitment to address diversity and equity and inclusion. Further discussion
on the long-term strategies developed through timelines of activities, events and functions
established by the organization are in the next section.
Implementation of the Proposed Solution(s)
A DE&I program can only be effective if commitment to its development is
championed and added onto the priority list by the senior leaders and board members of a
healthcare organization. The BWLs in this research are often a one and only or are
separated by organizational structure and specific duties in their roles. However, they all
find ways to have impact in their organizations through inclusion, intentionality, and
mentoring of others that are observing their leadership actions and abilities. The factors,
stakeholders and timeline to implement will allow discussion for creating a more agile
and defined DE&I program that may have a better chance at implementation and gain
senior leadership acceptance.
Factors and Stakeholders Related to the Implementation of the Solution
Stakeholders
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Healthcare organizations. Healthcare is one of the top three industries for Black
workers, alongside retail, and accommodation and food service industries, however being
in strength of numbers on the frontline of healthcare does not translate into positions that
assist them in advancing to leadership roles (Hancock, et al., 2021). Black employees do
not believe there is support for their advancement by their companies at a rate of 77%;
even though 87% of the companies in this study, by Hancock, et al., say they provide
programs of sponsorship, mentorship and have DE&I programs (Hancock, et al., 2021).
Women leaders in healthcare. Women utilize their skills of “people
development, expressing expectations and rewarding success, role-modeling, inspiration,
and participative decision-making” (Desvaux, et al., 2017, p. 14) to lead by example,
team build, delegate resources, and guide and promote the staff that work with them.
Many of the BWLs in this study gave multiple examples of relationship building,
inclusive and participative leadership, firm but fair approaches for supporting staff, and
expressing the need to communicate to staff with clarity and transparency to improve
staff’s ability to understand and be more likely to support the organizations goals.
Women’s approaches to leading improve an organizations’ performance through “vision,
motivation, accountability, leadership, work environment, and values” (Desvaux, et al.,
2017, p. 14). BWLs demonstrated this operational prowess through their many voices of
experiences, feedback from staff and peers, and artifacts of recognition. Characteristics of
leadership styles and skills are “drivers of organizational effectiveness” (Desvaux. Et al.,
2017, p. 16) that women demonstrated, in a 2014 international study. The results of this
study also defined that women bring a mixture of ideas and a variety of frames of thought
to organizations. This results in efficient discussions and successful implementation of
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products and project development. Women leaders judiciously share these successes with
the people they work with and those positively impacted by the results of their work
(Desvaux, et al., 2017). Affirming that women have the ability to make a difference in
their organization if given the opportunity to lead.
Black and Brown frontline workers. The Black frontline employees overlooked
in the pipeline for leadership training and the underrepresentation of Black and Brown
women in executive leadership roles makes them a stakeholder. However, the lack of
effectiveness and the dissatisfaction of Black employees to remain in frontline positions
directly influences the overall performance of the organization. This makes the
organization the stakeholder with the most to lose in optimum performance and
unforeseen revenues. The rationale for not choosing the BWLs as stakeholders is because
they have shown through the study results that they will move forward with their
intentions regardless of the organizations’ pursuits. Eighty-three percent, (83%) of the
BWLs continue to give their top performance and pursue excellence despite the
organization or they will move on to another opportunity that values their skills. Thus
providing the new organization her skills, talents, and excelling performances.
Healthcare human resource (HR) departments. DE&I programs are often held
as a function of the human resource departments, because it relates to the employees of
the organization. The DE&I program is then grouped within the programs of HR that are
responsible for hiring/talent acquisition of leaders and employees, new employee
orientation, maintaining employee files, employee health programs, employee
engagement, benefits and compensation, and organizational development to name a few.
DE&I may naturally take a place in organizational development or become part of a
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culturally competent program or training module. The literature suggests that DE&I
programs have a better chance of implementation if they are stand-alone programs that
may have cross-over links to HR organizational development programs (Desvaux, et al.,
2017; Dixon, 2020; Dolan et al., 2020; Weber-Shandwick, et al., 2018). This will allow
HR departments to place its resources in already established programs without having to
create goals and implementation strategies for yet another program to prioritize above
benefits and compensation.
Integral Factors
The implementation of a new DE&I program or the refreshing of an ineffective
and defunct DE&I program are just as complex as the myriad of challenges to healthcare.
In addition, it is whether the DE&I program is ranked as an initiative that the Board and
the leadership executive team feel should make the list of priorities. The program has a
chance if substantiated by a return on investment through an already existing diverse
leadership group that is generating and meeting organizational goals.
The Pandemic. Considering the beginning of the post-pandemic path to the new
normal is ahead, I do not foresee that a non-existent DE&I program as being a salient
initiative that should take priority on the leadership executive team’s list of goals.
However, a DE&I program will not be placed over budget revisions and planning;
staffing resources and re-deployment of those sources; or the closing of and the
revitalization of programs that barely survived the pandemic. The impact of the pandemic
financially has not all been calculated and this will take priority to right the ship. All
monetary assessments will need to be completed, traditional forms of revenue will return
with services re-starting, and applications for federal funding are continuing to be
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completed. This will result in expenses being curtailed or posted into the next fiscal years
or are flattened and fixed until recovery can be seen and felt on financial reports.
Leadership Executive Teams. Senior healthcare leadership teams will need to
determine, if they have not already, whether or not equity goals hold importance at this
time, and if not now, when. Increasing Black representation in leadership roles will need
to have an intentional effort to determine a purpose, the value to the organization, and the
strengths that will be the result of an effective program implementation (Hancock, et al.,
2021). If starting a new program or evaluating an older program, an assessment of their
tolerance to begin or revise a program assists in determining if they favor building a
strong DE&I program.
Assessing their [the executive leadership team] commitment to achieving an
active program and whether or not the equity goals align with organizational
goals. Who will hold them accountable and how will they measure program
success that includes a change to a culture that is more equitable and inclusive?
The structural development is a forever timeline that evolves to sustain program
changes and challenges and has a strategy that is within the organizations’ overall
goals and objectives. (Hechinger, et al., 2016).
While the assessment can be the determinant of senior leadership’s ability to drive an
equitable and inclusive leadership program, the major factor from senior leadership is
their engagement and commitment to establish a program. The assurance of success for
the DE&I program will be based on their positive intentions and their ability to support
the program financially, with a changed mindset, and invested actions (Desvaux, et al.,
2017; Hancock, et al., 2021).
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Historical and Recurrent Biases. The BWLs in this research identified the
racism, gender, and ageism as biases to their advancement but these are only a few of the
intersectional oppressions that have ties to a culture and a group of people. Systemic
racism is a large part of this research; however, it is too broad a topic with centuries of
implanted perceptions. This research will not be solving the issues of racism, gender or
ageism. It will identify these oppressions and relate the stories of how the BWLs continue
to thrive in the face of the biases and the resulting barriers. If anything, it demonstrates
that intersectional oppression is alive and continuing to have its negative effects on
specific and at times marginalized populations.
Advancing racial equity in the workplace is a system-level challenge—ranging
from the structural inequities of geography to underrepresentation in industries
and jobs that could create additional opportunity to the behaviors of the workplace
itself… “Our systems, institutions, and outcomes emanate from the racial
hierarchy on which the United States was built. In other words, we have a
‘groundwater’ problem, and we need ‘groundwater’ solutions.” (Hancock, et al.,
2021, p. 55).
Timeline for Implementation of the Solution
An effective timeline for establishing a DE&I program emphasizing leadership
development of its current and emerging BWLs and other minority leaders may have an
improved likelihood of effective implementation. A small and dedicated leader and team
assigned to the creation, implementation and evaluation of the program may increase the
program’s sustainability and achieving its long-term goals. Timelines for established
DE&I programs are defined in years, sometimes decades of development, revisions and

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

155

re-implementation. Current effective programs have long ago gone beyond their original
program goals and are website based with multiple sections of a variety of information
depending on the industry it is supporting. The most sustainable programs appear to be in
higher education, public and private school systems and a select few healthcare entities
(Brown University, 2016; Francis Parker School, 2019; John Hopkins Medicine, 2021;
University of Oregon, 2019).
Each of the referenced programs are specific to their employees, as appropriate,
for example Francis Parker School is a K-12 private school in San Diego, CA that began
in 2012 with diversity trainings. In the next seven years, events and practices required
surveys to gather information from teachers and children, multicultural events, leadership
training for students and faculty, and committee creation for support of program ideals
and values, and standardizing policies to reflect current practices.
Whereas, the John Hopkins Medicine DE&I is an entity within the school of
medicine, the Office of Diversity, Inclusion and Health Equity (2021). Their program’s
foundation has a significantly well-written and organized website. The program’s
dedication is to the medical school students, residents, and faculty. There is a special
section for their “diverse community” – the physicians and the patients they treat. The
website’s content has a remarkable amount of information regarding #BLM – Black
Lives Matter statement and videos; and all doctors wearing black lab coats in honor of
Black History Month, etc. A large part of the website has equity featured more in the
provision of health equity to address the disparities in healthcare for minority patients.
These two examples reflect years of work, challenges, barriers to change, and the ability
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to re-focus and build sustainability by staying current on the issues that need to be
addressed in a DE&I program.
The timeline for the solution to this research project will take similar timeframes,
focus and dedication for it to be effective for an entire healthcare entity. If the primary
focus is for the leadership development of emerging and current BWLs and other
minorities there may be a shortened timeline for a more efficiently implemented program.
The timeline suggested in Figure 6 could be created and activated with prepared leaders
by two years while elevating diversity, equity and inclusion during the development
periods.
Figure 6
Proposed DE&I Leadership Development Timeline

First 3
Months

Next 12
Months

Next 9
Months

• Selection of Leaders and Staff to Participate
• Selection of Internal and External Leaders for Instructors
• Create Program Curriculum and Schedule

• Course Completion of all Curriculum
• Practical Application Opportunites with Sr. Leaders
• Assignment of Staff to Directors and Directors to VPs/SVPs

• Observer Participation in Executive Leadership Meetings (Board,
Planning and Development, Contract Talks, Physician Relations, etc.)
• Determine on-going Sponsorships and Allyships Post-Program
• DE&I Team Evaluate Effectiveness of Program

The proposed timeline does not include the selection of the leader and team
dedicated to creating and implementing the program. Their duties may include being
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instructors, recruiting diverse instructors external and internal to the organization,
creating the selection process, writing curriculum, mentoring the leadership trainees and
supporting in-department practices.
The curriculum will consist of the healthcare organizations’ executive level
functions:


Mission, Vision and Values



The Power in Decision-Making for System Effectiveness



Core Business Strategies and Complex Operational Impacts



High-Level Relationship Building for Establishing Contractual Relationships



Understanding Government Impacts on Healthcare Provision



Establishing Civic, Community, and Regional Partnerships



Future Growth Strategies and Long-Term Planning



Budget and Financial Planning, Impacts, and Fiscal Year Management



Understanding the Board of Directors and Their Impact on the Organization



Employee Relations and Staffing Strategies



Understanding the Corporate Legal Administrative Processes



Universal Quality and Risk Performance



Healthcare Legislation and Impacts of Legislative Policies

The curriculum does not have to be limited to these topics. However, the topics need to
be reflective of the healthcare organization’s higher-level functions and not an only focus
on learning one’s leadership style and having a crucial conversation with a staff member.
The assumption being that these leaders have already taken those courses to develop their
leadership skills in direct report staff interactions. An executive leader in a healthcare
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organization with multiple sites, multiple service lines of care, and multiple streams of
revenue need a higher level of educational and organizational leadership development. In
addition, external and internal impacts from government, insurance, and accrediting
agencies requires a specific training to that organization’s processes and how it
operationalizes its daily and annual working strategies (Bowen, n.d.; Dixon, 2020;
Figueroa, et al., 2019; Hilt, 2019; Speziale, 2015).
Each main course will have multiple courses within its curriculum frame. For
example, Core Business Strategies and Operational Impacts may address the differences
between administrative, non-clinical departments, clinical departments, and vendor
support departments and how their interlocking relationships effect the overall
performance of the health system. The dedicated leader and team of the DE&I leadership
program will work with leaders who are proficient in these topics to build curriculum that
is pertinent to a system-wide approach as seen through a higher-executive lens. Once the
curriculum is developed, review of the program with senior leadership, and impressing
upon them their significant part in leadership development.
Those leaders selected do need to consider the impact on their time and current
department needs to attend a twelve-month leadership program that will take them out of
their routine daily operations. The senior executive leaders need to be aware of their
responsibilities to support the program and commit to the sponsorship and shadowing that
will be required of their time. The DE&I team will need to evaluate the effectiveness of
the curriculum, the participants’ ability to comprehend and then apply what has been
learned, and finally, evaluate the senior leaders’ role in sponsorship and training the nextgen leaders.
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Evaluating the Outcome of Implementing the Solution
Throughout the search for a solution to support, the BWLs all options repeatedly
reinforce the need for the chief officers to be committed and dedicated to their diverse
leaders in their organizational pipelines (Dixon, 2020; Desvaux, et al., 2017). Senior
leaders that are committed to a culture that is diverse cognitively and experientially,
equitable to all its leaders, and inclusive of its emerging and current leaders gives them
the opportunities that traditionally only a select few receive from senior leaders. In
proposing, a program that already defines leaders that want to grow in the organization
and learn the executive level processes to assist the organization to be successful, feels
like it should be widely accepted. It is a smaller, intentionally targeted DE&I program
that has specific outcomes – to create a diverse group of leaders that are prepared for
elevated healthcare operations, decreasing learning curves and improving transition times
into critical leadership roles.
The evaluation for this specially designed program has to evaluate two major
components:
1) Whether or not the selected group has diverse leaders represented and
selection of participants is due to their strong interests, current organizational
work, and commitment to being a better leader and/or working to become a
better leader within the organization.
2) The program curriculum elevates the level of leadership work utilized in
current roles and improves their eligibility for advancement to future
executive leadership roles.
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Setting metrics to these goals for the DE&I leadership program through a
standardized program evaluation tool creates a baseline for determining goal
achievement. A selection of a standardized tool for this research solution is a software
program that is not industry specific, and can still compare results with healthcare and
other organizations. The software has a diversity application with the ability to review
whether program goals were met or not and provides data on the gaps in goals met for
improvements from baseline. If goals are not met it can assist in determining
prioritization for eventually meeting those goals, if they are still applicable (Affirmity©,
2021). The component of evaluating succession capabilities is to provide feedback to
leaders on their affinity for executive leadership work. Then determine whether the
organization and its lead officers are engaged in the development of diverse leadership
development program.
In addition, an internally designed tool for evaluating the curriculum will need to
be created to determine the coursework’s value and provides the right level of
information and tools for the diverse leaders to succeed in their healthcare organization.
The Affirmity© software does not have a specific enough data group for evaluating the
leadership curriculum.
In the most recent Affirmity© (2019) report, “data concludes that organizations
with diverse populations and equal representation at all hierarchical levels outpace their
peers in business performance” (pps. 6, 12). Most healthcare organizations wish to
achieve improved business performances, especially now in the recovery planning for
post-pandemic performance. They have a greater opportunity to achieve this goal through
a diversified leadership team that is prepared to succeed.
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Implications
This research was completed at a time when our nation’s socio-economically
challenged were struggling even more, racial and gender injustices were overtly
expressed and prevalent throughout all media formats, and a global pandemic had taken
over the healthcare industry with devastating results. Researching healthcare industry
leaders at this time of global disruption was a benefit because the BWLs were
demonstrating their skills to lead in real time, in multiple adverse situations. Their
leadership skills reflected in the voiced experiences of the BWLs implies that these
challenging times are no different from the barriers and biases they have overcome
throughout their careers.
Practical Implications
The social injustice and issues of inequality continue to be at the forefront of the
news making it difficult to ascertain why some people believe racism no longer existed
following the election of former President Obama. As the trials for some of the police
officers that killed Black people and those who participated in the January 6th Capitol
Riot begin, there is an intense waiting for the outcomes of these trials, that most
minorities believe those involved will not be held accountable and the trail of injustice
will continue. The dominant culture will somehow effectively rationalize their actions.
The strong feelings in communities of color is that if similar actions were fulfilled by
people of color, arrests and trials would have resulted in swift convictions. Because the
playing field is not equal.
The BWLs in this research have learned and trained themselves to look beyond
and around the intersectional oppressions that have occurred in their careers in order to
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rise above the offensive behaviors of others. They have applied coping mechanism that
allow them to move forward in their careers by using those incidents as lessons learned
and turning them into positive next steps. The usefulness of these unique abilities
develops experiential knowledge that others may not possess creating a leader that has
different perspectives for handling a challenge or the ability to conceptualize an unusual
path of success around a complex problem. Black Feminist Thought defines this as
acquired knowledge through intersectional oppressions used to create a reality of fighting
the oppressions through empowerment (Collins, 2000; Collins, 1989; Minoo, 2015). Such
as the facilitators that the BWLs utilized in this research – Sisterhood Tribes, Faith and
Ancestral Influences, Over-Achievement/Over-Education/Over-Qualified, etc.
Healthcare organizations with complex systems and problematic occurrences need
leaders that can efficiently manage, guide, and direct these complexities because these
leaders have already handled complex issues that seem endless and repetitive.
Throughout the literature review for this research, the implication for success of diversity
in leadership leading diverse teams creates opportunities for varied ideas and thoughts
due to the differences in learned experiences. These experiences can lend unique
perspectives that improve the outcomes and decision-making that will enhance an
organization’s performance (Affirmity©, 2021; Dixon, 2020; Desvaux, et al., 2017;
Dolan, et al., 2020; Thomas, et al., 2020).
The biases that created the barriers for the BWLs that turned them into useful
experiences through phenomenological facilitators assisted them in achieving positive
results. Applying these facilitators to the complexities of the healthcare organizations
they currently lead in gives them useful experiential equity. The practical implications are
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not so much for the BWLs, but for the organizations that they help lead to better utilize
these leaders and acknowledge that their differences in leadership skills and appearances
does not hinder their ability to execute healthcare initiatives. “The ways of leading do not
function separately, but rather work together in action” (Dixon, 2020, p. 144). This is the
practical way to lead the complexities of healthcare organizations – together, with
multiple considerations, and varied ideas and perspectives with views beyond the
traditional ideas currently struggling to meet healthcare’s complex climate.
Implications for Future Research
This study of the phenomena utilized to surpass biases and barriers in the
leadership advancement of BWLs in healthcare, intentionally focused on BWLs because
there was minimal data on BWLs in healthcare leadership. More research is strongly
encouraged on BWLs in healthcare that may substantiate their roles and accomplishments
and make comparisons of phenomena in other service industries where there are BWLs.
More data, more research will keep BWLs from being invisible within the larger all
women leader studies and perpetuating the misperceptions, that BW’s challenges are the
same as White women.
The healthcare industry has multiple entities, as represented in this study, medical
centers/hospitals, healthcare in academics/universities, healthcare insurance and managed
care organizations, the long-term care industry, and the electronic medical record/IT
industry, where a study may select one entity of service. For example, all BWLs in
medical center operations or all BWLs working in electronic medical record/IT, which
has obvious ties to under-representation in STEM careers.
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Continued research in healthcare leadership at the team leader, supervisory and
entry-level manager roles where there appears to be better representation of BWLs
(Hancock, et al., 2021; Thomas, et al., 2019). This type of study may demonstrate the
ramifications of being locked-in to this level of leadership with no opportunity for
advancement. Consider what is halting their progression and are these the same biases
and barriers effecting BWLs at the executive levels?
More research on the effects of Sisterhood Tribes and Black Girl gatherings that
posits the positive relations and support given in these groups of siblings and best friends
that does not seem to exist in the workplace. A focus group of leaders from multiple
industries may give interesting perspectives on how the reception and utilization of this
collective support and shared experiences influences their leadership journey. A case
study or narrative qualitative study may explore the focus group’s avenues of collective
groupthink and actions.
A final recommendation for research on BWLs is studying the influences of
ancestry and faith on their leadership journeys. It was a common thread through all the
BWLs of this study and the influence of these phenomena began through the experiences
of childhood. The historical struggles overcome by grandparents, uncles, aunts, parents,
single mothers or grandmothers, or family friends has significant impact on their
leadership journey. The direct link to faith, spirituality, family, and leadership creates a
foundation of consistent support. How all of this interacts to identify leaders early on and
create stable foundations that allow them to take risks is a study that may show the shortterm and long-term effects of faith and family. Research on faith in leadership, especially
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in a field of healing and service, would add to qualitative information regarding how
BWLs use faith to advance in rolls and in daily operational performance.
Either or both of the latter two recommendations can include theoretical ideology
of Black Feminist Thought and/or the Strong Black Woman idealism. As both of these,
create an understanding of the BWLs’ ability to manage the biases over the length of
she/her/hers/theirs careers and advancement opportunities.
Implications for Leadership Theory and Practice
Crossing and linking leadership styles. BWLs despite their educational gains,
lengthy work experiences, and extensive qualifications to lead does not necessarily
translate into advancement or achieving sponsorship to prepare for advancement. In this
study, BWLs appeared to gain their leadership strength and acumen through their own
trial and error and putting purpose and meaningful work to those efforts. This experiential
leadership crosses and links into multiple styles of leadership – intentional, inclusive,
transformational, servant, and participatory. Frequently, through their interview they may
have spoken about layers of leadership styles in response to one question or one
experience. The BWLs came by their purpose and meaningful work ethic through their
own learning strategies and experiences and not through the organizations, they are
supporting at the time. Through all of these crossovers and links is a common thread of
purpose and meaningful work. Therefore, theories of motivation, self-efficacy, and selfdetermination may be more appropriate to evaluate the underlying effects purpose and
meaningful work have on the BWLs. “Meaningful work [creates an employee] who is
committed to the organization…more engaged and more productive…[and] fosters a
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sense of identification and involvement in the workplace” (Van Wingerden & Van der
Stoep, 2018, p. 2).
Black Feminist Thought and Transformational Leadership. Black Feminist
Thought through the combination of knowledge, empowerment and power shows Black
women currently and historically using transformational leadership (TFL) (Collins,
2000). This is due to how BWLs engage social change within their work to influence, to
champion, to create understanding, to build relationships, to manage negative authority,
to create agencies of change, to strategize and collaborate, and to center their activism on
lifting others up (Collins, 2000). Collins (2000) refers to TFL as “institutional
transformation” (p. 220) as the efforts BW put into leadership is often within an
organization’s formalized structure and is a benefit for the organization, but not
necessarily for the BWL. Transformational leaders competently communicate with their
staff and peers utilizing a variety of methods and styles to influence and build
relationships of trust (Men, 2014). Black Feminist Thought encourages communication in
the same manner and adds the power of communication as knowledge and the ability to
use language to express meaning and purpose, while simultaneously using emotion to
secure functional relationships (Evans-Winters, 2019).
Diversity Management. The proposed solution of a DE&I program focused on
organizational education and sponsorship of a diverse leadership team requiring a look at
the combined diversity theories of cognitive and bio-demographic in diversity
management. Cognitive diversity theory “suggests that multiple perspectives stemming
from the cultural differences between group or organizational members result in creative
problem solving and innovation” (Johnson, 2019, p. 391). Bio-demographic diversity is
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the “physical diversity characteristics such as race, age, or sex [that] positively influence
performance because team members contribute unique cognitive attributes based on their
experiences stemming from their demographic background” (Johnson, 2019, p. 391).
Leading a diverse leadership team or creating more diversity within the leadership teams
by using both cognitive and bio-demographic diversity theories of practice is an
accomplishment for any organization. Utilizing both assumes there is an appreciation and
respect for the differences in perspectives and appearances minorities can bring to
leadership’s essential functions.
DE&I programs are often controversial because of their likeness to equal
opportunity national mandates (Köllen, 2019). However, the structures of DE&I
programs are specific to the organization that is implementing the diverse initiatives
(Köllen, 2019), and fare better if there is commitment from senior leaders in the
healthcare organization. In many healthcare organizations, the workforce is more diverse
cognitively and bio-demographically than its executive levels of leadership. In order to be
more representational of its workforce and the communities they serve, the leadership
teams can prioritize initiatives to create a diversity management strategy that encourages
diverse leaders within the pipeline to seek out paths of advancement in the organization.
Strong Black Woman. Whether myth or ideal fact, the Strong Black Woman
exists as a historical figure, mothers and inspirational women selected by the BWL, and
the BWL. As demonstrated through the hard work, long hours, and achievements – work
and personal, and the constant care of family, friends and community; while burdened
with the intersectionality oppressions and maintain hopefulness for unseen opportunities.
The BWLs in this study are healthcare leaders driven by Purpose and Meaningful Work,
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Over-Achievement/Over-Education/Over-Qualified, Ethics of Caring, Sisterhood Tribe,
Leadership Style and Skills, Racial Ambivalence, and Agentic Dominance and Agentic
Competence. These phenomena speak to the traits of the SBW through the commitment
to education, seeing friends as family members, giving grace for others unconscious or
conscious biases, and using the strengths of their leadership styles to lead well. At times,
because of their leadership strengths, staff or peer leaders may find them to assertive and
demonstrating more male prescribed perceptions of being direct, more formal, and firmly
setting expectations that meet the goals of the organizations. Although staff or peer
leaders would prefer a softer, gentler, more feminine prescribed perceptions of their
BWLs.
However, the BWLs in healthcare demonstrate inherent competence (AC) skills
based on their education and experience, and demonstrate inherent dominance (AD) skills
due to their roles, responsibilities and essential functions that require them to lead in a
confident manner. Always appearing strong to work, family, and friends regardless of the
trials of the day, and the adversarial encounters that are given through intersectional
oppressions; dismissive and deficit language from senior leaders or peers, and the
constant to-do list; does not allow for a guilt-free focus of self-caring (BeauboeufLafontant, 2009; Parks, 2010).
Sustaining the persona of the Strong Black Woman works to negate the Angry
Black Woman persona, as in the leadership world if the Angry Black Woman appears
then she is too domineering, a bull dog, a bully and is regulated to a caricature of the
screaming, hysterical, out of control Black woman. The Strong Black Woman especially
in leadership circles has to thwart the exposure of the Angry Black Woman. The BWL
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always demonstrates professional behaviors, and an attitude of friendliness and
congeniality to ensure the dominant culture is not uncomfortable in discussions with her
or other BWLs. The BWLs have learned to sustain their Strong Black Woman over their
Angry Black Woman, but uses her Angry Black Woman internally to motivate and give
the aggressive push when needed (Parks, 2010). The Angry Black Woman frequently has
the same characteristics as the Strong Black Woman. “Resilient, resourceful, and
strategic, a much more powerful operator…the anger plays a role in the emotional life of
the whole person (Parks, 2010, p. 139), much like in Black Feminist Thought in the
simultaneous use of voice expression and emotion (Collins, 2000), to lead with positive
impact. The BWL cannot lead without one or the other; she has to have both to balance
the variety of encounters she will experience in a workday.
Summary of the Dissertation in Practice
The purpose of this qualitative phenomenological study was twofold, one to
explore the biases that create the barriers for BWLs to advance into higher executive
roles within a healthcare organization. Two, to gather the lived experiences and
facilitators that the BWLs draw upon to move beyond the biases and barriers to advance
into healthcare leadership roles. Their shared experiences revealed that race, gender and
age created barriers to their upward mobility and to being considered a credible source
when providing information. While some incidents occurred as a singular biased event,
e.g. viewed as too young to carry out the complexity of a project, most incidents occurred
as an intersectionality oppression. In order to work beyond these biases and barriers, the
BWLs utilized a variety of coping mechanisms/facilitators to assist them in seeing
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beyond the unconscious or conscious bias by utilizing lessons learned to either wait for
the next opportunity in faith or move on in another positive direction.
The facilitators, biases and barriers were collected through a semi-structured
interview of nine main questions with each having additional probe questions. The voices
of the BWLs through their responses elicited stories of strength, overcoming, joy,
confidence, skill, knowledge, experience, faith, family and friends. Interpretative
Phenomenological Analysis (IPA) helped to create the themes from the BWLs’ stories of
the biases, barriers and facilitators that are intricately a part of their leadership work
experiences.
After hand coding, initial noting, and validating the themes through MAXQ
coding software the themes fit within two categories. The biases and barriers fit in the
category of Stereotype Phenomena Themes that resulted in three super-ordinate/main
themes and eight-nested themes/sub-themes. The facilitators fit in the category of SelfIdentifying Stereotype Themes that include four super-ordinate themes/main themes and
thirteen-nested themes/sub-themes. Three nested themes - Racial Ambivalence,
Sisterhood Tribe, and Agentic Dominance/Agentic Competence were shareable in
multiple super-ordinate themes across both categories. Mentorship; Purpose and
Meaningful Work; and Racial, Gender and Ageism Biases were nested themes that had
the ability to reside in all themes, nested and super-ordinate. They appeared layered in by
managing a bias situation or increasing their ability to move forward or work harder. For
example, Ms. Millie related a childhood experience of an accusation of cheating on
schoolwork because her work was perfect, and that could not be possible. She used the
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racial bias as a meaningful experience that gave her strength of purpose to continue on
demonstrating her intelligence beyond the accusations of her teacher.
The themes brought rich stories and experiences supported by Artifacts in
gratitude from the success of others they had mentored, and in recognition of exemplary
service. The Gems were clipped, short-phrased text segments that gave meaning to
particular situations. For Giselle it was attempting to understand a direct report’s
interpersonal challenges, describing this as “it felt like Jell-O” or Leader Skye needing
comfort after intense work situations, referred to seeing her mother as “going back to the
backbone”. IPA encourages using Gems to enrich the data and the stories, and highlights
particular events that have a value and purpose to the participant.
The study found that biases and barriers elicited unique facilitator themes that
provide the BWLs with avenues to continue pursuit of their leadership goals using
Sisterhood Tribes, Faith and Ancestral Influences, and Over-Achievement/OverEducation/Over-Qualified. The influences of Ethics of Caring from Black Feminist
Thought gives relevance, accountability and power in knowledge for each BWL. Their
ability to give grace in the face of strongly held biases of others came forth as Racial
Ambivalence, the desire not to believe that this could be a racial, gender or age-related
discriminatory event. Many of the biased events occur within the healthcare organizations
and the Self-Identified Phenomena Themes become the compensatory skills to overcome
the inappropriate actions and discussions.
The original proposed solution prior to data collection was to design a leadership
program specifically for BWLs. However, as lived experiences demonstrated exemplary
skills, knowledge and acquired leadership acumen regardless of their years of leadership
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experience, the design for a specialized leadership program was no longer the appropriate
proposed solution. The proposed solution became leadership development within a DE&I
program. The suggested program format is not specialized to BWLs and has a curriculum
that is organization specific, so that the BWLs and emerging leaders learn the exact skills
needed to lead at that organization and are prepared to advance into the next step in
leadership.
The key points for creating the DE&I program that has a curriculum based on the
specifics of the healthcare organization is to:


Ensure the BWLs and other minorities are receiving the current and correct
education for advancing in their current organization.



Ensure they have the same accesses and opportunities often exclusively given
to the dominant culture.



Increase their viability within the leadership pipeline as a leader that is
prepared for the next level role, and



Reduce the rationale for promoted-over and/or dismissed because they may be
different in appearance, experience, and knowledge from the dominant
culture.

A dedicated leader and team are responsible for the DE&I leadership program to
be accomplished over a two-year span with support for sponsorship and shadowing from
the senior level leaders. The evaluation of the leadership program’s curriculum, content,
and applicability to the organization is an internally designed tool to capture this
information for the program’s participants. Specifically designed software to capture
diversity and inclusion practices of the DE&I team, senior leaders, and those leaders in
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the program will establish metrics that can be evaluated over the span of the DE&I
leadership program.
The commitment of the senior leaders and the Board are essential to the success
and sustainability of the DE&I program. If successful the DE&I program can create
diversity within the leadership team that will benefit the organization in operational
performance and improved employee engagement according to the literature and metrics
from DE&I programs with three or more years of achieving goals (Affirmity©, 2021;
Hechinger, et al., 2016; Weber-Shandwich, 2019).
At this time the main challenge to implementing a DE&I program is the
pandemic. Health facilities will struggle to return to a new normal of business in postrecovery planning. If DE&I programs are not already in place it will take at least another
year to propose adding a program that may take funds away from recovery efforts.
In conclusion, the qualitative phenomenological study of twelve BWLs in
healthcare provided insights into their lived experiences on how they utilize the SelfIdentified Phenomena Themes to assist them in overcoming barriers. The barriers are a
result of stereotypical biases created to slow or dismiss their advancement into executive
leader roles. The contributions that I hope this research will add too:


Is to encourage senior level leaders to look within their pipeline of leaders and
sponsor a leader that will bring diversity to their leadership teams both
cognitively and bio-demographically.



More studies that create more visibility for Black women in healthcare
leadership and in other industry leadership that encourages promotion of their
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talent rather than being promoted-over or dismissed due to unconscious or
conscious biases.


The encouragement of creating and implementing diversity, equity and
inclusion programs that have a specialized organizational curriculum for
developing future leaders. With the program reinforcing the tenets of diversity
within leadership giving senior leadership members the opportunity to look
beyond their traditional dominant culture choices for growing leaders from
within.

The voices and experiences of the BWLs in healthcare gave a clear picture of the
challenges that they face from the biases and barriers that racism, gender, and ageism can
create in their daily work. They can see beyond these challenges through the lessons
learned where they find purpose and meaningful work through mentoring others, and
using multiple leadership styles that support and inspire their staff. As well as
maintaining the nurturing relationships with sister friends and family that keep them
grounded and self-assured through the power of education and the strength of faith and
heart.
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Appendix A
Recruitment and Consent Letter/Email for Research Participants
Dear Healthcare Leader,
I am beginning the research part of my journey to complete my doctorate in
interdisciplinary leadership. I am hoping you will be willing to participate in my research
on Black women leaders in healthcare organizations and what leadership strategies you
use to attain and sustain the leadership roles you hold within your organization.
Qualifying attributes are:
 A current role and title of manager, director, executive director, vice-president,
senior vice-president, and any chief officer role.
 Identify as a woman (she, her, hers, they) of Black heritage/race/ethnicity.
 Two or more years of healthcare leadership experience.
The research will be a qualitative study, meaning I am researching the experiences of
your leadership roles and wanting to hear your stories of excelling in leadership in your
healthcare career. I will be collecting information from you through verbal interactions
and visual acknowledgements by utilizing Zoom, a videoconference web application with
recording capabilities transcribed through Rev.com.
All information will be treated confidentially and with anonymity. You will be
assigned a participant number and will be able to review your information to approve its
use prior to its inclusion in the dissertation. At any time during the study’s interactions or
activities you can withdraw your responses, make it clear that a piece of information is
not to be shared or that you want to think about something before sharing it. As I am a
Black woman leader in healthcare, I know there may be stories you share that will bring
back strong emotional memories. Please understand it is not my intent to create more
stress in your work and if this does occur for you please let me know so that I can address
this for you or stop the discussion. There is no benefit of monetary compensation for
participants planned at this time.
If you agree to participating in my research, send me a return email with the
following statement “I, (your name), consent to participate in the Black women leaders in
healthcare leadership research that Pamela A. McAfee is doing to complete her doctorate
studies at Creighton University. I am aware that if I feel that I cannot complete the
participation in the research for any reason, after agreeing to participate, that I may
withdraw my agreement. I understand that I will be sharing information on my leadership
work and skills and that further information on deadlines and timelines for the research
project are forthcoming. I would like all emailed communications to use this email
address: _______________. As of (today’s date), I consent to participate in the research
and will look forward to beginning the research work.”
All information regarding the research will come through my Creighton email address.
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My contact information is included below for all your questions regarding the research. If
you have questions regarding your rights as a participant or the research, please review
the Participant’s Bill of Rights which are attached to this letter and you may contact the
Creighton University Institutional Review Board at 402-280-2126.
With Great Appreciation for Your Consideration,
Pamela A. McAfee, EdD(c), MPA, OTR
PamelaMcAfee@creighton.edu
Ring me: 240-446-8208
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Appendix B
Bill of Rights for Research Participants
As a participant in a research study, you have the right:
1. To have enough time to decide whether or not to be in the research study, and to
make that decision without any pressure from the people who are conducting the
research.
2. To refuse to be in the study at all, or to stop participating at any time after you begin
the study.
3. To be told what the study is trying to find out, what will happen to you, and what you
will be asked to do if you are in the study.
4. To be told about the reasonably foreseeable risks of being in the study.
5. To be told about the possible benefits of being in the study.
6. To be told whether there are any costs associated with being in the study and whether
you will be compensated for participating in the study.
7. To be told who will have access to information collected about you and how your
confidentiality will be protected.
8. To be told whom to contact with questions about the research, about research-related
injury, and about your rights as a research subject.
9. If the study involves treatment or therapy:
a. To be told about the other non-research treatment choices you have.
b. To be told where treatment is available should you have a research-related injury, and
who will pay for research-related treatment.
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Appendix D
Interview Protocol and Semi-Structured Interview Questions
Participant #:____________________

Date:____________________

Introduction:
 Thank you for taking the time to speak with me.
 I will be giving you some information about the project and what my goal is for
speaking with you today, the interview will take approximately 60 minutes. If you
wish to take a break please let me know and we will restart upon your return. I am
looking to interview and understand the complexities of achieving and sustaining a
leadership role in a healthcare organization as a Black woman to complete a study
for my dissertation. So in gathering this information from you I can better understand
‘why this role’ and ‘what makes you thrive in these positions within your organization?’
(A reminder to me – Creswell and Poth (2018, p. 79) use Moustakas’ two overarching
questions – “What have you experienced in terms of the phenomenon? What context
or situations have typically influenced or affected your experiences of the phenomenon?).
 Confidentiality: I want to assure you that your identity and all information you give
me is strictly confidential. I will not be reporting your name or job title other than
“a leader in the organization” to anyone. I will not attach your name to any comments
you make and will use your assigned participant number only to reference your
comments and thoughts. You will get the opportunity to review your transcripts
and associated documents so that you can approve or not approve for information to
be included in my study.
 The use of Zoom video-conferencing tool and Rev.com for recording and transcription
creation: So that I can focus on our discussion, I will be recording this interview. Is that
okay with you? If not, I will need to take hand written notes. I may need clarification
on the information you are providing so I may re-ask a question to make sure I transcribe
it correctly. Do you have any questions about the project, or about what I have discussed
with you so far? (Record questions and answer questions if they have any).
Questions:
1. We are often too hard on ourselves and focus on our failures and flaws rather
than our victories and lessons learned.
 Probe: What are some of the failures that led to or turned into victories later on?
 Probe: What are some of the flaws that brought about a great opportunity for
lessons learned?
Probe: How does self-reflection assist you in determining whether or not failures
and flaws are assets to your leadership?
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2. What about being a Black woman do you love and what attributes are you most
grateful for that has lead you to be a leader?
 Probe: Who do you feel paved the way for you to be who you are today?
 Probe: Do you have a mentor, role model, guardian angel, or special person who has
made being a leader a better work life achievement for you?
3. In healthcare ‘change’ is a constantly lived with daily fact-of-life. How do you
handle the constant change? Is the change brought on by something you are
initiating or responding to?
 Probe: Do you find ‘change’ rewarding or stressful or both?
 Probe: If stressful, what do you do to combat the stress?
 Probe: If rewarding, what does the reward of change mean to you?
 Probe: If you feel the ‘change’ was a mistake in the organization, how do you
respond?
4. I am interested now in hearing about any prejudicial or biased experiences you
have encountered as a leader?
 Probe: Consider those experiences that occurred on your way up to a leadership role
and those that have occurred in the role.
 Probe: If you have had none, have you been the one with prejudices or biases against
a peer leader? Have you observed it occurring for others? What was your response to
this observation?
 Probe: If you have many to examples to share for now discuss a current experience and
one that occurred early in your career that has stuck with you.
 Probe: Has anyone refused to work with you due to your nationality, race or gender?
What was that experience like for you and how did you handle it?
5. I know relating these experiences are a bit tough, so I am grateful for your
willingness to share them. What are the effects these experiences have had on your
career to date?
 Probe: How long did it take you to use these experience in a positive and/or negative
in your leadership career?
 Probe: What strategies or coping mechanisms did you create, if any, to address these
experiences?
6. We each have our own special gifts that make us unique. What are some of your
individual gifts and talents that have made you the leader you are today? Which
gifts and talents are you most appreciative of and use on a daily basis?
 Probe: What accomplishments in your life have given you the biggest reward and
the most satisfaction?
 Probe: What gifts or talents have you had yet to use? What will be the deciding
moment for you to use them?
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7. Now I would like to hear from you on ‘Why Would Anyone Want to be Led by
You’? It is one of my favorite HBR classic articles written back in 2000 by
Goffee and Jones and still has relevance in today’s leadership world.
 Probe: What is the percentage of racial and ethnic diversity within your department(s)?
How do you feel the diversity or lack of diversity within your department effects
your daily operations?
 Probe: Why would an employee struggle to work with you and/or see your vision?
How do you get them to come on board with your initiatives?
8. Do you believe your nationality, race, gender and the experiences that have
occurred make you a different kind of leader?
 Probe: Better or Worse Leader? Innovator or Adopter? Transactional, Transformative
or Servant Leader?
 Probe: What kind of a leader does that look like? Does it look like your current
leadership presence?
 Probe: How different are you than your current leader/boss?
 Probe: How do you define your leadership style based on your everyday experiences,
talents and skills?
 What skills or talents no longer work for you in this current role?
9. If you have had the opportunity to mentor or coach a peer or follower or friend
what did/will you tell them to help them understand about the journey of
leadership as a woman of color?
 Probe: If you have not mentored or coached someone, consider what you would share?
 Probe: If you have been mentored, what did they tell you that has been valuable to you
in your leadership journey?
 Probe: What would you consider to be wrong advice that was given to you that was
intended to be helpful?
Don’t Forget:
Remember to ask at the end: Do they have any questions? (Write those questions down)
A sincere ‘Thank You’ for their responses and their time commitment to my project.
This is the end of the survey. Thank you.
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Appendix E
Graphic Permission for My Dissertation
Pamela McAfee <pamelaa.mcafee@gmail.com>
May 3, 2020, 8:21 AM
to reprints, PamelaMcAfee
To McKinsey & Co.;
My name is Pamela A. McAfee and I am a doctoral candidate at Creighton University in
Omaha, NE. My doctorate will be an EdD in Interdisciplinary Leadership. I am beginning
to work on my dissertation completing my first three chapters this late spring and then
will defend my proposal to continue my research at the end of June. My dissertation is on
Black women leaders in healthcare organizations and how they move past barriers and
biases to attain and sustain higher-level leadership positions in healthcare.
In your 2019 Women in the Workplace report on pages 2 and 66, you have graphics:
Representation in the Corporate Pipeline by Gender and Race and Percentage of Woman
in Healthcare and Healthsystems. These graphics are a great visual and discussion point
for my Chapter Two Literature Review. So I am asking permission to use these graphics
in their entirety in my dissertation. These graphics will be great and informative to have
in my dissertation when I do my proposal defense at the end of June 2020.
If you have any questions, you may contact me by my gmail email or my Creighton
email; PamelaMcAfee@creighton.edu or contact me by phone: 240-446-8208.
If there is anything else, I need to fill out/complete please let me know as soon as is
possible. Sincerely,
Pamela A. McAfee
Reprints
May 14, 2020, 12:09 PM
Thank you Pamela Your request is being reviewed. I will get back to you as soon as
possible Kind regards, Reprints - McKinsey.com Customer Service
Reprints <reprints@mckinsey.com>
Jun 22, 2020, 2:46 PM
to me
Thank you for your interest in McKinsey & Company.
Per below, you have permission to use the exhibit as it originally appears. Please note we
do not allow for the use of this material in sales or promotional materials or related
marketing literature. We ask that our content be used only for educational, informational,
or editorial purposes. We do not authorize the use of our content for sales, marketing,
business, or promotional purposes.
We kindly ask that you cite the exhibit as follows:
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Exhibit from "Women in the Workplace 2019", October 2019, McKinsey &
Company, www.mckinsey.com. Copyright (c) 2020 McKinsey & Company. All
rights reserved. Reprinted by permission.
Kind regards,
Reprints
McKinsey.com Customer Service

LEADERSHIP ACHIEVEMENT IN HEALTHCARE

215

Appendix F

DATE:
TO:
FROM:
PROJECT TITLE:
REFERENCE #:
SUBMISSION TYPE:
REVIEW TYPE
ACTION:
EFFECTIVE DATE:

04-Aug-2020
McAfee, Pamela
Social / Behavioral IRB Board
BLACK WOMEN LEADERS ATTAINING
AND SUSTAINING EXECUTIVE
LEADERSHIP ROLES IN HEALTHCARE
2001206-01
Initial Application
Exempt
APPROVED
04-Aug-2020

Thank you for your Initial Application submission materials for this project.
The following items were reviewed with this submission:
Creighton University HS eForm~
o BLACK WOMEN LEADERS ATTAINING AND
SUSTAINING EXECUTIVE LEADERSHIP ROLES IN
HEALTHCARE
o Recruitment Letter & Bill of Rights
o Interview Protocol and Questions. Revised 07/24/20
This project has been determined to be exempt from Federal Policy for
Protection of Human Subjects as per 45CFR46.101 (b) 2.
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All protocol amendments and changes are to be submitted to the IRB and
may not be implemented until approved by the IRB. Please use the
modification form when submitting changes.
If you have any questions, please contact the IRB Office at 402-280-2126 or
irb@creighton.edu. Please include your project title and number in all
correspondence with this committee.
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Appendix G

DATE:

23-Oct-2020

TO:

McAfee, Pamela

FROM:

Social / Behavioral IRB Board
BLACK WOMEN LEADERS ATTAINING

PROJECT TITLE:

AND SUSTAINING EXECUTIVE
LEADERSHIP ROLES IN HEALTHCARE

REFERENCE #:

2001206-02

SUBMISSION TYPE:

Modifications

REVIEW TYPE

Exempt

ACTION:

APPROVED

EFFECTIVE DATE: 23-Oct-2020
Thank you for your Modifications submission materials for this project. The following
items were reviewed with this submission:
•

Creighton University HS eForm~

•

Request for Modification~ o
Qualtrics Demographic Survey o
Carmen Rojas CITI Certificate
o Carmen Rojas CITI Certificate 2
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This project has been determined to be exempt from Federal Policy for Protection of
Human Subjects as per 45CFR46.101 (b) 2 and the revision(s) you have made does
not change that determination. Therefore, the amendment/modification is approved.
This application also notes the addition of Carmen Rojas as an investigator. This
investigator has completed the required training and is therefore approved to work
with human subjects in research.
All protocol amendments and changes are to be submitted to the IRB and may not be
implemented until approved by the IRB. Please use the modification form when
submitting changes.
If you have any questions, please contact the IRB Office at 402-280-2126 or
irb@creighton.edu. Please include your project title and number in all correspondence
with this committee.
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Appendix H
Top Five Priorities – 18 Item List
In your current position what are your top five
priorities?
Daily Operations/Logistics
Project Development
Multiple Site Operations – two or more distinct sites/areas
of responsibility
Staff Resource Support - Education
Benefits
Communication – Externally and Interdepartmental
Work Health
Regulatory Compliance and Observance
Financial Preparation and Budget Development
Policy Writing and Implementation
Financial Daily/Weekly Implementation
Quality Assessment and Review
Productivity of Staff
Contract Development and Renewal
Partnership Development
Communications - Interdepartmental Only
Scheduling Staff
Work Time Approval

Frequency of
Response
7
5

% of
Total
12%
8%

5

8%

4
4
4
4
4
3
3
3
3
2
2
2
2
1
1

7%
7%
7%
7%
7%
5%
5%
5%
5%
3%
3%
3%
3%
2%
2%
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Appendix I
Additional Coded Segments from Super-Ordinate and Nested Theme Tables
Nested Themes: Tokenism (p. 89)
Theme
Participant
Coded Segment
Being in a leadership position and realizing that I am
Representing
often times the only person of color in various
ALL Black
meetings…there's a responsibility that comes along
People and
that. It's not that I'm a spokesperson for African
Giselle
Cultural
American folks, but it's much more about recognizing
Knowledge
how people see me impacts how they hear what I'm
saying.
Dr. Wellson

Theme

Racial
Ambivalence

Theme

Ethics of
Caring

Sisterhood
Tribe

When…the riots and all that [started] they would come
to me and the one other African-American female
leader and ask, "So what do you think?" My response
would be, "I don't know, what do you think?"

Nested Themes: Angry Black Woman (p. 91)
Participant
Coded Segment

Ms. Millie

Understand[ing] how we've gotten to this point. And I
think people are so culpable...I think that there's a lot of
guilt that people carry. I don't think that there's been a
lot of exposure or opportunity to talk to people as if
they're just human…That's the kind of conversations
that need to happen so people can connect…the healing
process.

Nested Themes: Strong Black Woman (p.99)
Participant
Coded Segment
I do self-care. I watch my diet. I have been walking 10
to 50 miles a week. I take a Spanish class. I’m running
the fundraising campaign for my high school reunion.
Admin. Sophia I'm reading quite a bit. I have a lot of support. I have
rebounded at this point and I feel that I have come
back into my home. It took me to rebound probably
six to eight months.
I think I've used every tool in the toolbox and then
some. I definitely utilize…my other physiatrist
Ms.
Rehabilitation friends, definitely value their opinion. They value
mine because they call me all the time.
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Skills and
Styles
Agentic
Competence
and Agentic
Dominance

Leader Skye

Dir. Westwood

Dr. Petes

P. President
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I drive with my heart. The empathy that I can have,
but then also being able to get the work done and
move the needle when needed.
I think I'm driven. I think that's something that when
I've made up my mind about something, and I've got a
goal, I work towards it.
I always try to speak up, even if it means that you're
disagreeing, but disagreeing in a professional way.
But I like having that relationship where you can say,
"I don't necessarily agree." And explain why you don't
agree.
I'm not going to do anything that limits or hinders
them from being successful because I'm afraid it's
going to overshadow me in some way. I feel
comfortable and secure in what I'm doing and I really
want to see them be successful.

Nested Themes: Faith and Ancestral Influences (p. 105)
Participant
Coded Segment
So I'm thankful for the gift of discernment. I do take in
Faith in
and I listen to people, but then I sit down and reflect on
Dr. Ananda
Leadership
what I've heard.
From my childhood forward, I have a level of
confidence and pride in everything that I do. I think
that excellence is the goal in everything that you do. I
definitely feel the burden of paying it forward for other
Admin.
black people who might follow in my footsteps…
Sophia
based on seeing that I could do it. That is something
that I absolutely love about leading the exceptional
person. I work and pray on this. I truly am so thankful
for that God-given talent.
An African American male who certainly had a great
deal of influence on me. He was my foster uncle. My
biological grandmother bore five children and she
raised about 20 other additional children. He
compellingly laid out life and the cold, hard facts…life
Family and
Exec. Elaine owes you nothing. Whatever you get, you need to be
Kinship
pursuing it. You shouldn't be feeling entitled about
anything. I lived with my mother, but my grandmother
was the matriarch of the family. She was such a strong
woman and very enterprising. She was always doing
Theme
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something to move the family forward. One step
forward. One after another.
I've always seen myself as a global citizen. My family
originates from The Caribbean, and both my parents
are immigrants to the United States, so I'm firstgeneration born and raised here. They instilled in me a
sense of independence… to look at the world from a
lot of different lenses. I think it helped me to have a
voice to be able to feel very comfortable in sharing my
family's story.
The heritage. I look at my grandmother, my aunties,
my mom, and I saw them have to run these households,
but many of them also had jobs outside of the
household. I mean, they were running, like, two big
businesses, and they ran them. And I think, as a Black
woman, there was no time off. I think about the woman
who raised my mother, who's really her aunt, but she
raised her from birth. And I remember as a child
thinking, "Do you ever stop? Do you take a break?"
My mother. A strong black woman and for a long time
after she and my dad got divorced raised us for the
most part by herself. When I think about all of those
things and look at where we are. What we've become.
And I see a lot of her in me.
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Appendix J
Super-Ordinate Theme Table for Mentorship

Participant

Giselle

Dr. Ananda

Ms. Millie

Ms. Gamma

Dr. Petes

Dr. Ananda

Leader Skye

Leader Skye

Mentorship
Coded Segments
I just realized that we [her direct reports] marched to two completely
different drummer…Knowing that we saw the world through two
completely different lenses, I sought out consultation from my own
leader as well as HR support person to walk through those [crucial]
conversations and to give me feedback prior to having the
conversations with the direct reports.
[Utilize] wise counsel and wisdom and discernment, people can give
you feedback or you take the feedback, and they may be just giving
you feedback that is critical but not constructive. So I said, "You take
whatever feedback you need, and you use that." Take what you need
and the rest can go in one ear, out the other. They don't really know
your story, they don't even know your struggle.
I had a colleague [African-American woman] at the time who was a
director. So she was instrumental in having me come on board with
that practice. And she was a director in that practice. And she left, and
that hurt my heart.
"Make sure you go in and present yourself as a professional." Present
yourself in a manner to let them know that you've earned your right to
be there, not because you were given a chance. I would tell them the
stereotypes are already there no matter what you do. So don't give
them a reason to justify viewing you in the light of those stereotypes.
It's just always been you don't want to give anyone a reason to doubt
that you belong or that you should have the position that you do.
If you don't have a mentor, you're going to be constantly questioning
yourself because you're constantly dismissed in the rooms, number
one. Or I've realized a strategy that I've seen is get more data, show
me, as if my lived experience doesn't count or that I need to continue
to prove [myself] it is a way to exhaust you. It's a strategy to stop you
from doing your work. Just show me more data. I have never spent
months on just one proposal because I have to show more data, just to
get the things I have to get accomplished.
It [being mentored] helped me really define who I am as a person, take
some of the good, take some of the bad. But I didn't get any passes…I
became the you figure it out person. Not making excuses person. And
had I not had the opportunity to work for women of color, black
women I don't know if I would be here today, to be honest.
I would say [they] gave me opportunity…that what I learned though
from them the most is… some things that I wanted to take. And some
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things that I wanted to just keep, or not to do. I would say that they
definitely opened the door for me to get where I am today…Talking to
other black leaders, black women. And hearing that it was a norm.
And them giving me tools to be successful in that norm.
I’m in mentoring phase…because I feel more of a connection, and I
know that they're going to have to go through the same challenges and
test period, because we are tested. Because as a Black
Ms.
female,…especially in a male dominated environment, we are tested.
Rehabilitation You got to pass the test before you're validated. I do spend more time
with them [Black female doctors]. I just tell them, "This is the best
way, or this is the way I would choose to handle this situation.
Also identify your mentors and your people. Identify your people,
because it is a battlefield. Like you, we connected and we built a
Dr. Ananda
friendship. To me that's so beautiful, because I graduated thinking I
was the only one.
Throughout my career, I've always looked at how my previous bosses
or previous managers were and learn the things that I would do, take
what they've done really well and learn from those. And then also take
from them things that I may have wanted to change and try to not
Dr. Petes
make the same mistakes, as I progressed in my career. I would say my
current one for sure is definitely more of a mentor and two bosses ago
was also a mentor and still have a pretty great relationship with her as
well.
I was in a directorship position…it was during a time of a lot of
upheaval, and when companies were rightsizing and downsizing.
When my mentor that I had left the company for another position, I
Admin.
made a big mistake in not getting another mentor. I learned from that
Sophia
experience. So I always after that sought a set of mentors wherever I
went.
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Appendix K
Super-Ordinate Theme Table for Purpose and Meaningful Work
Purpose and Meaningful Work
Coded Segments
I think it's because I know what it feels like to be treated differently
and not be recognized for the skill that you bring to the role. [In caring
Ms. Millie
for staff that feel alienated].
As an African-American, I believe that the experiences I've had has
taught me how to be accepting of others. We should not judge based
on someone's race or the color of their skin. It has taught me to be
Ms. Gamma
more of an accepting leader, more of a compassionate leader. It also
leads me not to be conforming. I would like to be more of a
transformative or inventive leader.
I'm a servant leader, I'm a transformative leader. I'm whatever you
want to name these terms. I just know that I want to make an impact
and I know that whatever I tell somebody that has been impacted or
Dr. Ananda
their life has changed, is to always pay it forward for somebody else,
so I'm a pay-it-forward leader.
I developed an alternative program that has been successful, and still
needs work but it's completely changed the composition of our
Ms.
practice and decreased the need for narcotics, and got patients
Rehabilitation healthier and exercising, thinking about weight loss, and that kind of
stuff.
I think failures and flaws are assets, because failure is experience. If
you always succeed, you never have the opportunity to have the
richness of experience and you never have to figure out how to
Admin.
problem solve in a way that's productive and ends up being positive
Sophia
for you. So if you don't fail and have to sit back and think about it, I
think you're not as confident in your own ability to deal with obstacles
that come your way in a career.
Change is inevitable, whether it's because we need to do right by our
customers or we need to do right by the system, to optimize it. We're
going to continue to do that, and we have to be creative and
Ms. Millie
imaginative. We have to work together and draw on each other's leader
skills, or their ideas, because we all bring different experiences. But
that's how I run the team.
Participant

Exec. Elaine

I was 17 when I got married. I knew early on that that was not
something I really saw in my future,…I wanted more for myself. I
found myself getting back into school. I was always pretty bright
student, but I also had not finished high school. I just came to a
realization, thank God, around 18 that you know what? You need to
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course correct here. You need to do something meaningful, something
that's self-satisfying and something that contributes to a bigger picture.
I love the challenges that come with it [leadership] because the
challenges have given me the ability to maintain the motivation to
succeed. So I think, "What's another way I can go about implementing
this change to make it a positive for everyone involved?"
I do feel like I work for an organization that's primarily "because I say
so." I try to lead my staff to be true to themselves and their purpose in
healthcare. I tell them, "As long as we reach that end result and we're
achieving our goals, then we're upholding the mission. Mark your own
path and do it this way if that makes you happy and confident in your
ability." That's actually one of the reasons I love being a black woman
and love being a leader.
In my first manager job, I actually applied for the CNO job and I'd
only been a manager for a year. I don't know what I was thinking, but I
look back on it and think, "They probably looked at my application
and went 'whatever.'" But I think it gave me empathy for people who
apply for jobs that they're not ready for and it's made me take the
opportunity to say to people, "So, why did you apply for that job?
What aspects do you think you have? And then, "Let's talk about what
you need."
Failure is critical as a leader. I do feel that oftentimes people are afraid
to fail, but don't realize that it leads to personal and professional
growth. [For example], I didn't win my election. But I have grown so
much from that in understanding leadership, in understanding service,
and understanding my role and impact, and what my legacy will be,
and in understanding the timing. Failure is essential to leadership.
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Appendix L
Super-Ordinate & Nested Theme Tables for Racial, Gender and Ageism Biases

Participant

Ms. Millie

Leader Skye

P. President

Admin.
Sophia

Exec. Elaine

Racial Bias
Coded Segments
I'm talking about from second grade up through high school... where I
was made to take tests more than once because I must have cheated. I
couldn't have gotten 100% on this test. So go sit in the corner and do it
again. That happened more times than I care to acknowledge. But that,
for me, was like, "If I prove to you that I can do it, then I can do it. Is
it because I look different? Is that why you're saying that I'm not able
to do it?”
And I had to get decisions made. But the decisions were coming from
me. It was coming from this little black girl. Who, I guess, everyone
felt like when they were secretly talking, I didn't have enough
experience for the role. So it was the gossip.
I had the opportunity to go to a good college. My freshman year, you
get the name of your roommate. You correspond back and forth…So
it's just you're talking to the person, writing to the person and if you're
going to University then you must be white, right? So, there was no
reason for her to think that I wasn't white. I'm going to
University…When we talked on the phone “you held a conversation
well." So the day that I walked in the room was the day that she found
out that I was black. And her mother lodged complaints, "I will not
have my daughter ever room with a black person." So that was a
crushing experience for an 18-year-old, for me, because it went from
A to Z. We had coordinated what colors we were going to have. Okay,
you bring the refrigerator. I'm going to bring this. And then I walked
in and everything changed.
I was already there, clearly overly qualified for the position and
already in the facility knew the residents, knew rest of the
management staff and who'd been busting my back to help her in any
area that she needed help. I didn't even look for another administrator
job during that time and then she hired someone with NO DEGREE!
Here I am with a bachelor's, a master's and my administrative license
and having been an administrator.
One day as I was leaving class, I overheard two of the instructors say,
"What are we going to do with Elaine?" It was a very peculiar kind of
a feeling. I'm just like, "What do you mean, what are you going to do
with me?" One of the instructors said, "Well, we'll have to be very
careful about where she goes in the community." Like where are they
going to assign me? That community I guess was largely white, but
I'm sure it wasn't exclusively white. The concern was is that a patient
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in some community facility, home or private center or whatever would
react to me in some way.
[After not being selected for a manager role] I said, "Okay. Maybe she
sees something that I wasn't exactly ready for, so maybe the next one.”
So after that happened three times, I had enough. I had another visit
with her and told her, "I really feel that you're not hiring me because
I'm a black woman." I said, "Every position that's come up, you've
hired young white women for this position. I'm not understanding the
disconnection." I told her, "I've worked here with you for two years, so
you know me. You know how I work and you know I'm prepared for
this."
I've struggled with some of the recruitment efforts or who gets passed
through. I will get emails from people [of color] saying, "Hey, my
[family member] put in a resume” they are aiming to get an interview.
They just got rejected right away. I will email Recruitment and say, "Is
there a reason why this person didn't get pass review?" It's hard for me
to understand why a person that's just as qualified as someone else but
they got through to me. Recruitment tells me whatever reason they
were never passed through. Anytime I get an email from someone
saying, "Hey, my spouse applied. I want to make sure that you know
about their resume”, I automatically bring them in because I don't trust
Recruitment.
I was on a board and the board chair made some overtly racial
comment. He said something where I remember thinking, "Did I hear
you say that?" On a break, I pulled him aside and said, "I was very
uncomfortable with what you said," He tried to back pedal, I'm like,
"No, please don't interrupt me. What you said was inappropriate, I
don't appreciate it," He tried to explain by saying "Well, I didn't mean
it like that." I said, "Then how did you mean it?" Honestly, there was
no explanation. I remember this time I'm nipping it in the bud, just
kind of cutting it off.

Gender Bias
Participant
Coded Segments
The Chief of Staff during the interview looked at my resume and said,
"Yeah, you're a good doctor, I don't understand. You have a four-yearold daughter. You're an attractive, young woman. Why don't you just
get married again and have more kids? I don't understand these woman
who go into medicine and want to be doctors. You should just get
Ms.
Rehabilitation married and have more kids. I don't really even know why you're
here.” I was shocked, and smiling, and saying, "With all due respect, I
am a doctor. I've earned the right to be here, and I've been offered this
position to work at the Hospital, and I intend to take this position
because this is my profession, this is what I do. What I do in my
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personal life has nothing to do with my profession and my
qualifications. I would really just appreciate it if you would sign this
piece of paper so I could get my privileges."
I'll say is that as a black woman, I never went into the office wanting
to talk about my family. Because I never wanted them to think that me
having a child could stop me from doing what I do in my job. Because
Leader Skye
I don't want people to bring my home in what I'm able to bring.
Because I know that that could be a barrier for me on top of everything
else.
My application for Chief of my department, I think I was
discriminated against because I was a woman. The other doctor is a
man. The other men in our department, they were patting him on the
back, giving him high-fives, before he even applied, and so he had
Ms.
Rehabilitation their support. It was supposed to be a team of doctors that made the
decision, but the doctor who made the decision was a man. I think that
he had already predetermined that he was going to pick the male
doctor over me, even though he knows what I've brought to the table.

Participant
Dir.
Westwood

Dr. Petes

Theme
CodeSwitching or
Shifting
Barriers to
Change

Ageism Bias
Coded Segments
I am mixed race. And because of that, I think that I don't get probably
the same level of prejudice that I would expect if I was a full AfricanAmerican woman. I've sensed that people don't want to work with me
because they feel that I'm too young.
It was a new client coming in. It was myself and two of my other
managers. Of all the managers that would be reporting to her, we were
definitely the youngest ones that were a part of her reporting structure.
I remember meeting with her for the first time. She was very tough.
She didn't really sugar coat anything. She thought we were too young
and we needed more life experience. She did so without having a clear
understanding what we could do or giving us the opportunity to prove
ourselves, that was her perception.
Nested Themes: Racial, Gender, and Age Bias
Participant
Coded Segments
No matter how important a situation is to you, how
passionate you may be, don't let your emotions
Ms. Gamma overtake you because when that happens, that's when
your leadership abilities and you as a person is
discounted.
Although, the individuals in leadership state that they
want these changes, I've come up against a lot of
Dr. Ananda
issues in trying to make these changes.
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