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ABSTRACT 

Concerns about health care cost, quality, and access have led to major reform in the U.S. 

Military Health System (MHS). These changes may impact how clients view the system 

and their health care. The purpose of this study was to describe and compare the 

perceived barriers and facilitators to care for active duty and civilian health care 

beneficiaries. Secondary inductive content analysis was performed with 29 original 

phenomenological interviews. Categories and subcategories of barriers and facilitators 

were identified. Facilitators common across groups were: staff characteristics, system 

familiarity, and military health system processes and structures. Common barriers 

common included military processes, health care staff, health care system process and 

procedures, and oppressive milieu. Facilitators and barriers unique to each group were 

also identified. These findings can assist military nurse leaders advocate for and 

implement health care systems changes that will benefit the consumer as well as the 

system of care. 



CHAPTER ONE 

INTRODUCTION 
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The United States (U.S.) Military Health System (MHS) is one of the nation's 

largest healthcare systems, offering health benefits to approximately 8.2 million people at 

an annual cost of $15 .6 billion per year (United States General Accounting Office, 1999). 

The primary mission of the U.S. Military Health Service System is to maintain the health 

of 1.6 million active-duty personnel and provide health care during military operations. 

The U.S. Military Health System additionally offers health care to 6.6 million non-active 

duty beneficiaries, including dependents of active-duty personnel, military retirees, and 

dependents of retirees. The purpose of this study was to examine barriers and facilitators 

as perceived by beneficiaries of the U.S. Military Health System. 

Concerns about health care cost, quality, and access have prompted dramatic 

change in the civilian community. These concerns also served as the impetus for major 

reform in military healthcare (Jennings and Loan, 1999). In 1995 the Department of 

Defense implemented TRICARE, its managed care program. 

Managed care is defined as any method of health care delivery that is designed to 

reduce unnecessary utilization of services, contain cost, and measure performance while 

providing accessible, quality, and effective health care (Rogenhaugh, 1996). Cost, 

quality, and access are the major themes of managed care. Cost is the monetary expense 

of providing or receiving health care, cost to patients such as insurance premiums and co-



pays are considered barriers to care. Access is the availability of health care services. 

Quality refers to efficacy of health care as well as customer satisfaction. 
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Managed care programs are also concerned about outcomes of care, and consider 

patient satisfaction as one of the most important indicators of quality of care. There is an 

abundance of literature that is devoted to looking at facilitators to care and how they 

relate to patient satisfaction and other outcomes (Campenella, Campenella, and Greyson, 

2000; Jennings and Loan, 1999). There is also a body of literature that describes barriers 

to care and how those barriers affect health promotion behaviors (Davies, et.al, 2000; 

Nies, Vollman, and Cook, 1998). Identification of patient perceptions of health care 

barriers and facilitators specific to the U.S. Military Health System will potentially allow 

medical providers to better meet the needs of their clients and increase patient 

satisfaction, thus supporting further refinement of TRI CARE. The implementation of 

TRI CARE is still new to the Military Health System; identification of issues important to 

clients will allow military medical facilities to better serve their patients. 

This study intended to describe barriers and facilitators to care in military primary 

care settings as perceived by consumers of the system. The research was secondary 

analysis of a phenomenological study entitled "Preventive Services: Role of the Nurse 

Practitioner" which attempted to describe the experience of military health care 

beneficiaries primary preventive health care from military nurse practitioners. 



Background 

Barriers and facilitators to care occur within a sociopolitical and historical 

context. Therefore it is important to understand how the U.S. Military Health System 

works and how recent changes in the delivery of military health care have affected the 

system. 

U.S. Military Health System 
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The U.S. Military Health System is one of the nation's largest health care systems, 

operating 124 military hospitals and medical centers and 500 clinics worldwide. (U.S. 

Department of Defense, 1995). The Military Health System is comprised of the medical 

departments of the United States Army, Navy, and Air Force. The Marine Corps has no 

medical department but is serviced by the Navy Medical Department. 

The need for military personnel to be ready to deploy anywhere in the world on a 

moment's notice requires a strong emphasis on preventive and primary care. Preventive 

care focuses on preventing illness, disease, or injury and maintaining the health status of 

personnel in the armed services. Primary care is delivered by physicians, nurse 

practitioners, and physician assistants at primary care clinics and focuses on treating 

minor illnesses or injuries. These primary care clinics offer a variety of laboratory, 

pharmacy, and radiology services to assist in the diagnosis and treatment of a variety of 

illnesses and injuries. These clinics are located on every military installation and are 

supported by civilian facilities when the military treatment facility does not have the 

appropriate resources. The primary care clinics are supported by military regional 
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medical centers when an illness is severe and requires special treatment. Patients are 

often transported to these medical centers for definitive specialty treatment and care (U.S. 

Department of Defense, 2000; U.S. Department of Defense, 2000). An example of this 

is when a beneficiary is diagnosed with a bone tumor they are sent to Walter Reed Army 

Medical Center in Washington, D.C. for evaluation, treatment, and rehabilitation. 

Active duty military personnel are treated on a walk-in basis and all health care 

they receive is free of cost to the service member. Retirees and dependants are treated by 

appointments as space is available. 

Historical Structure of the U.S. Military Health System. Historically, funding for the 

Military Health System was based on utilization. The more services a facility provided, 

the more funding was received the following fiscal year. This method of funding 

encouraged inefficiency and overuse of services (Hunstinger and Rubenstein, 1999). 

During this period, all health care provided at military treatment facilities was free of cost 

to the beneficiary. When services were not available or no military treatment facility was 

accessible, beneficiaries had to seek care from civilian resources. The Civilian Health 

and Medical Program of the Uniformed Services (CHAMPUS) was the program that 

provided reimbursement of medical cost incurred from civilian providers and facilities. 

CHAMPUS was the first program of health insurance for the Uniformed Services. 

CHAMPUS. The Civilian Health and Medical Program of the Uniformed Services was 

the first program of medical insurance covering physical and mental health services 

obtained from civilian providers for dependants of active duty personnel, military retirees, 
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and dependants of retirees. Beneficiaries had to seek health care from civilian sources for 

many reasons. Not all military personnel or retirees are located near military facilities, for 

example, recruiters are stationed all over the country. Other reasons for seeking care 

from civilian sources include being injured while on leave, conditions requiring special 

types of care or treatment, or a lack of services at a duty assignment. CHAMPUS 

required significant co-payments; beneficiaries were expected to pay 20% of all inpatient 

costs and an annual $250 deductible on outpatient visits (www.tricare.osd.mil, 1999). 

Rising health care costs and increased utilization of services had a profound effect 

on the U.S. Military Health System. Annual cost growth rates approached 12% at 

military treatment facilities and 15% for CHAMPUS between 1981 and 1987 (Anderson 

and Hosek, 1993). To help contain rising CHAMPUS costs the Department of Defense 

initiated the CHAMPUS Reform Initiative (CRI) in August 1988. The CRI was aimed at 

cost containment and compromised three separate options for enrollees, CHAMPUS 

Standard, CHAMPUS Extra, and CHAMPUS Prime. Beneficiaries in the trial regions 

could select to enroll in one of these three options. 

CHAMPUS Standard, the original program, required a 20-25% co-payment for all 

health care. CHAMPUS Extra was similar to a Preferred Provider Organization where 

the co-payment was reduced to 15-20% and disallowed charges over the maximum 

allowable CHAMPUS rate. CHAMPUS Prime was similar to a Health Maintenance 

Organization which required a $5 flat fee for outpatient visits. The success of CRI in 



reducing costs and overutilization of resources led to its selection as the prototype for 

TRICARE (Zwanziger, et.al, 2000). 
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The reduction of the Armed Forces in the mid 1990s led to the reorganization of 

the US Military Health System. With less inpatient facilities and medical personnel the 

CHAMP US program was becoming to costly. In addition, CHAMP US was a program 

that only provided reimbursement for services provided at civilian facilities, it did 

nothing to address improving quality or controlling cost. 

The Current U.S. Military Health Care System. In an attempt to control the cost of health 

care, the military entered the world of managed care in 1993 and replaced CHAMPUS 

with TRICARE. CHAMPUS was replaced with TRICARE in 1993 as an attempt to curb 

cost and overutilization of services and funding was changed to enrollment based 

capitation. The goals of TRI CARE mirrored those of civilian managed care programs: 

increase patient access to health care and contain the growth of the system's costs 

(Huntsinger and Rubenstein, 1999). Implementation of TRI CARE began in 1995 with 

the institution of regional contracts with civilian agencies to provide health care to 

military beneficiaries. TRICARE was a departure from previous health care plans 

because it instituted annual enrollment fees and co-payments for retirees and their family 

members. 

There are three levels of TRI CARE, similar to those found in CRI. The first level 

of TRI CARE is TRI CARE Standard and is the same as the original CHAMPUS plan. 

This plan has no annual fees but has an annual deductible for outpatient visits, and 



requires the beneficiary to pay 25% of all hospitalization. A significant benefit of this 

plan is the lack of limitations on health care providers or where care is received. 
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TRICARE Extra is the second level. With this plan the beneficiary has an annual 

deductible and pays 20% of inpatient costs. There are limitations with this plan, it is 

similar to a Preferred Provider Organization. There is a list of civilian practitioners and 

facilities to choose from. If a beneficiary goes outside this plan they are subject to the 

deductible and receive reimbursement according to TRICARE Standard. 

The third option is TRICARE Prime. Active duty personnel are automatically 

enrolled in TRICARE Prime. Family members, retirees and their dependants under the 

age of 65 are also eligible for Prime, however, retirees and their dependants over the age 

of 65 are not eligible to enroll in TRI CARE Prime but can obtain services from Military 

treatment facilities on a space available basis at no personal cost (U.S. General 

Accounting Office, 1999). Retirees over 65 are not eligible for TRICARE because they 

are eligible for Medicare coverage. Military facilities do not receive reimbursement from 

Medicare for services rendered to Medicare patients. TRICARE Prime has no annual fees 

or co-pay for active duty personnel or their family members, however, retirees have an 

annual enrollment fee of $460 and co-payment of $12. 

As the US Medical Health System has evolved over the past two decades, access 

has been a central concern. An important aspect of TRI CARE is that it attempts to 

improve access to care by mandating minimum waiting times for appointment 

availability. These minimum wait times are written into the regional contracts and 
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specify waiting times for specialty referrals and primary care appointments. Acute 

primary care appointments are required to be seen within one day. The time limit for 

routine primary care is one week and specialty referrals are scheduled within four weeks 

of the consult. Increased access is essential for controlling cost and increasing quality. 

Increasing patient access to care can reduce the number of Emergency Department visits. 

Care can be provided in more cost-effective settings and many chronic medical problems 

are better served in ambulatory settings where continuity can be assured (Kravitz, et.al. 

1998). 

Summary. 

The U.S. Military Health System has undergone profound changes in the last 

decade. The change from reimbursement of services where overutilization of services 

was common to enrollment based capitation may have a major impact on how clients 

view the system, the service, and the health care they receive. Positive perceptions are 

considered facilitators and negative perceptions are barriers, this study is concerned with 

what those client perceptions are. 

Conceptual Orientation 

Barriers and facilitators to care are vague concepts and are defined by the 

individual. Individual perceptions of barriers and facilitators to care are affected by 

health care systems such as office waiting times or inability to see a specialist. Barriers 

and facilitators to care are also personal in nature and can include interpersonal 

relationships or individual efforts to pursue a health behavior. To better understand the 



concepts of barriers and facilitators to care, Pender' s Health Promotion Model is 

presented in this chapter. 

Pender' s Health Promotion Model 
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Pender's Health Promotion Model was chosen for this study because the focus is 

on individual perceptions of barriers and facilitators to care. The Revised Health 

Promotion Model is an attempt to depict the multidimensional nature of persons 

interacting with the environment as they pursue health (Pender, 1996). This model 

integrates a number of constructs including expectancy-value theory and social cognitive 

theory within a nursing perspective of holistic human functioning. 

Individuals will only pursue behaviors whey they feel the behavior will benefit 

them. The expectancy-value theory is the basis for many of the concepts found in goal

directed behavior models (Pender, 1996). The basic premise of the expectancy-value 

theory is that human behavior is rational and economical. Rational and economical 

behavior is described as engaging in an action and persisting in it to the extent that (a) the 

outcome of taking the action is of positive personal value, and (b) based on the available 

information, taking this course of action is likely to bring about the desired outcome. 

Individuals will not invest their effort and personal resources in working toward goals 

that are of little or no value to them. According to the expectancy-value theory people 

will only pursue a course of action if they think it is attainable and of positive benefit. 

Social cognitive theory proposes that human behavior is an interactional model of 

causation in which environmental events, personal factors, and behavior act as reciprocal 
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determinants of each other. The interaction between person, behavior, and environment 

is described as reciprocal determinism. This view is consistent with living as a dynamic 

process and experiences involve the interactions of personal, social, and environmental 

factors (Huff and Kline, 1999). In reciprocal determinism, a person's actions help create 

the environment, and actions and environment contribute to the outcome expectations. 

An example ofreciprocal determinism and barriers to care may be as simple as trying to 

lose weight through a diet. The individual must believe they can diet, change the 

environment by buying low calorie foods, and get support from family or friends. If a 

barrier occurs in any one of the three areas, the diet is likely to fail 

The revised health promotion model consists of three categories, (a) individual 

characteristics and experiences, (b) behavior-specific cognitions and affect, and ( c) 

behavioral outcomes. Figure 1 provides a graphic representation of the revised health 

promotion model. 
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Note. From Health Promotion in Nursing Practice (p. 67), by N. Pender, 1996, Stamford, 

CT: Appleton & Lange. Copyright 1996 by Appleton & Lange. Reprinted with 

perm1ss10n. 
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Pender (1996) states that each person has unique personal characteristics and 

experiences that affect subsequent actions, and the importance of these actions depends 

on the target behavior. The inclusion of prior behavior and personal factors allows 

flexibility of the revised health promotion model for different populations and types of 

programs. The category of behavior-specific cognitions is considered to be of major 

motivational significance and constitute the core of interventions because they are subject 

to modification through nursing actions (Pender, 1996). Behavioral outcomes include 

commitment to a plan of action, the commitment will propel the individual through the 

behavior unless a competing demand over rides the commitment. 

Application of Pender' s Revised Health Promotion Model 

The application of the revised health promotion model in this study is in the 

category of behavior-specific cognitions and affect and the variables of perceived 

benefits and perceived barriers to action. 

Facilitators to Care. Individual perceptions of facilitators to care are not widely 

written about in nursing literature. Pender (1996, p.68-69) conceptualized facilitators and 

barriers as demands that can either enhance or prevent health promoting behaviors. 

Facilitators are perceptions of the availability, convenience, or benefits of particular 

health care or health promotion option. One of the most common facilitators to care is 

patient satisfaction. Patient satisfaction is not specifically addressed as a facilitator to 

care, it is however strongly associated to patients' perceptions with quality of care. It 



23 

stands to reason that if patients have high levels of satisfaction with a health care system 

they will seek health care and be likely to use the health care system as intended. 

Perceived benefits of action are described as "Anticipated benefits of action are 

mental representations of the positive or reinforcing consequences of a behavior" 

(Pender, 1996, p 68). An individual's perception of a positive health care experience 

will have a motivating effect when committing to a plan of action. An example of a 

positive experience may be as simple as friendly staff or the potential health benefits of 

exercise. Individuals see and experience the positive benefits of an action and continue 

the behavior. 

Facilitators to care must be understood and identified if health care professionals 

are to encourage people to pursue health prevention and health care. 

Barriers to Care. Barriers consist of perceptions concerning the unavailability, 

inconvenience, expense, difficulty, or time consuming nature of a particular action. 

Barriers are viewed as blocks, hurdles, and personal costs of undertaking a given behavior 

(Pender, 1996). Individual perceptions of barriers such as unavailability of services, 

expense, or long waiting times are affected by system functions, and may result in not 

seeing a provider when ill because the individual does not want to sit in the waiting room 

for hours. The application of the Health Promotion Model is consistent with the idea that 

system functions impact individual perceptions of health care. Perceived barriers to care 

may be imagined or real. Barrier to care is defined as "individuals' perceptions of the 

unavailability, inconvenience, expense, difficulty, or time consuming nature of a 
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particular action. Perceived barriers may arise from (a) internal cognition, (b) significant 

others, or (c) the environment (Pender, 1996, p. 69). Therefore, barriers may include (a) 

personal factors like changing ones lifestyle, (b) interpersonal factors like relationships 

with health care providers and family, and ( c) systems factors such as long waiting times. 

An abundance of nursing literature exists on the subject of barriers to health 

promotion. Definitions of barriers include both subjective and objective elements such as 

perceived and actual waiting times. While literature exists on the impact of health care 

systems barriers on the general population, there is scant literature that addresses barriers 

to military personnel. The suggestion that organizational barriers differ for groups of 

individuals receiving care under different health care delivery models is not supported in 

literature. People receiving health care from the U.S. Military Health System may have 

unique barriers as a result of the organization different from those of people receiving 

care from civilian managed care organizations. 

Recent changes in the Military Health System from one of reimbursement for 

utilization to one of managed care may have an impact on the perceived barriers of 

beneficiaries. The concept of barriers to care as a result of organizational factors or a 

health care delivery model is not supported by literature. 

Statement of Purpose 

Cost, quality, and access are the themes of managed care. The identification of 

patient perceptions regarding cost, quality, and access may be identified as barriers or 

facilitators to care. The purpose of this study was to identify and describe perceived 
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barriers and facilitators to health care of beneficiaries receiving health care from the U.S. 

Military Health System. 

Significance of the Study 

The identification and description of barriers and facilitators are important for 

administrators and practitioners in meeting the health care needs of their clients. 

Exploration of barriers and facilitators specific to the U.S. Military Health System is 

important on many levels. This study has implications for individual clients, nursing, and 

the health care system. 

Significance for Clients 

The significance of this study for individual clients rests on identifying client 

perceptions of barriers and facilitators to care. Only through the identification of barriers 

and facilitators can positive changes be implemented to better meet the needs of the client 

population. 

Significance for Nursing 

Managed care is the predominant method of health care delivery in the United 

States and nursing is an integral part of that health care system. Nursing often acts as the 

patient advocate. By understanding patient perceptions of barriers and facilitators nursing 

can more effectively advocate for change. Nurses in the military have the unique ability 

to implement change based on their rank and the military structure. Only after 

understanding client perceptions about the care they receive can nursing promote positive 

changes for their clients. 
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Significance for Health Care 

Through the identification of barriers to care, persons responsible for health care 

systems can develop and implement measures to reduce or eliminate factors that 

negatively impact patient's perception of health care. The understanding of facilitators to 

care allows the system to know its strengths and thus improve care by enhancing those 

strengths and capitalizing on perceives success. The U.S. Military Health System 

currently operates under a managed care model, because of this, generalization of 

findings to other managed care organizations may be possible. 

Summary 

This chapter provided an over view of the U.S. Military Health System and its 

transition from funding based on resource consumption to enrollment based capitation. 

Also discussed in this chapter was the military' s transition to managed care and the 

implementation of TRI CARE. The importance of barriers and facilitators to care was 

addressed through the presentation of Pender' s revised health promotion model. 

The application of barriers and facilitators to the Military Health System is not 

widely supported in nursing literature. This study is concerned with what patients 

receiving health care from the Military Health System perceive as barriers and facilitators. 

This study is also concerned with what organizational traits exist that effect 

patient perceptions of barriers and facilitators to care. 
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CHAPTER TWO 

REVIEW OF LITERATURE 

Chapter Two is a presentation of the current literature. The literature review 

addresses research related to the major conceptual areas of this study including, barriers 

and facilitators to care, and issues associated with managed care within the US Military 

Health System. 

Review of Literature 

Barriers and facilitators to care are presented as literature from health promotion 

programs and as cost benefit analysis from large health maintenance organizations. Many 

of the articles that address barriers to health care use Pender' s Health Promotion Model as 

the conceptual orientation. Articles about the U.S. Military Health System cover the 

themes of managed care, cost, quality, and access. 

Barriers and Facilitators to Care 

Most nursing literature pertaining to barriers and facilitators to care address them 

in the context of health promotion. The following section is a summary of some pertinent 

studies that relate patient perceptions of barriers and facilitators to care. 

A qualitative study by Davies, et.al (2000) of male college students attempted to 

identify reasons for not adopting healthier life styles. The male college students (n = 49) 

met in focus groups and were asked question around five subjects: (a) What health issues 

are you most concerned about, (b) What actions do you need to take to address your 

health needs, (c) what would motivate you to adopt a healthier lifestyle, (d) what keeps 



men from reaching their health goals, and ( e) what could the health center and the 

counseling center provide to better address men's concerns? 
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The results of this study concluded that alcohol and drug use were the most 

important health issues male college students were concerned about. Other health 

concerns were personal fitness, maintaining desired weight, nutrition, and anger 

management. The most frequently identified barriers to obtaining health care in order 

were: (a) need to conceal vulnerability, (b) lack of knowledge, (c) lack of time to seek 

healthcare, ( d) not feeling susceptible to health concerns, ( e) lack of credibility with 

provider, (f) fear, and (g) cost of services. The findings of this study were that personal 

and social barriers were most responsible for not adopting healthier lifestyles. This study 

concluded that male socialization is the greatest barrier to men seeking health services. 

Concealing vulnerability is protecting an image from others and is a social barrier. Lack 

of knowledge and lack of time are personal reasons for not pursuing health care. This 

study is applicable to the current research because many military personnel are college 

age and may have many of the same barriers. 

Nies, Vollman, and Cook (1998) barriers and facilitators for exercise in European 

American women were examined using a qualitative design. Using Pender's Revised 

Health Promotion Model as the conceptual orientation, 16 women ages 35-50 were 

recruited to participate in focus groups concerning physical activity. These sessions were 

recorded and transcribed, then content analysis was performed on the data from these 
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sess10ns. The women were questioned about (a) what makes life easier to exercise during 

your daily life, (b) what makes is difficult to exercise during daily life, and 

( c) what strategies would make it easier to exercise? 

The results from this study indicate that major facilitators to physical exercise 

were social support, an accommodating schedule, environmental factors, and individual 

factors such as personal motivation. Barriers to physical activity were identified as 

unaccommodating schedule as a result of family or work responsibilities, environmental 

factors, and individual factors such as lack of motivation or commitment. This study 

concluded by stating that for an exercise program to successfully meet the needs of this 

population, the program has to be highly individualized and directly related to self 

improvement. 

Becker, Stuifbergen, and Sands ( 1991) described the development of a scale to 

measure barriers to health promotion activities among persons with disabilities. This 

study draws heavily from the work of Pender, using her model and definition of barriers 

as the basis of the study. The development of the Barriers to Health Promotion Activities 

for Disabled Persons Scale (BHADP) was described in this study. This tool was 

developed from three sources, existing literature, experts with experience working with 

disabled persons, and content analysis from interviews with disabled university students. 

The BHADP was tested with 135 disabled adults. Internal consistency, factor 

analysis, and validity were studied. Internal consistency was calculated at 0.82 using 

Cronbach's alpha. Validity was confirmed by administering the tool to nondisabled 
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persons (N=137). The disabled persons scored higher on the BHADP, indicating that the 

tool was sensitive to specific barriers experienced by disabled persons. This study is an 

example of how Pender's Model has been used to address the subject of barriers to care. 

Anson, Rosenzweig, and Shwarzmann (1993), in a study of women married to 

men in the Israeli Army, identified barriers of care that are unique to military lifestyle. A 

group of army wives (n = 44) were compared to a control group (n = 53) on health, 

distress, and health services utilization. Health was assessed through a self report on a 

subjective evaluation of health, number of medications taken, and number of chronic 

conditions. Distress was measured using a scale which related the frequency of 

experiencing any of six psycho-physiological symptoms, and utilization of services was 

determined by the number of visits for each woman and their children during the past 

three years. 

The results of this study showed no significant difference between reported levels 

of health, distress, or utilization of services. Findings did indicate that women married to 

men in the army are significantly more likely to bring their children to see a physician for 

treatment of illness. This study concludes that women married to men in the army are 

more disadvantaged because they are distanced from family and social supports, and have 

adapted to their husband being away from home. These women are relied on to maintain 

the household in the absence of their husbands so they can not afford to be sick. 



Life style was addressed as a barrier to health care seeking behaviors. These 

women often had no time for their own health concerns but were more focused on the 

care of their children. 
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Wynd, Bonnefil, and Harris (2001 ), in a descriptive study (n=90), assessed health 

readiness by examining the health needs and personal health goals of military and civilian 

personnel. This study used Pender' s model as the basis for health promotion behaviors. 

Health goals were identified using the Adult Health Goals Checklist and health needs 

were identified using the Army's Health Risk Appraisal. A convenience sample of 52 

military and 3 8 civilians completed the surveys at a health fair. 

Mann-Whitney U statistics were used to examine the differences between the 

subsamples. There were no statistically significant differences between military and 

civilian employees in terms of smoking status or other identified health needs. Military 

personnel consumed a significantly greater amount of saturated fats while civilian 

personnel needed to increase exercise and reported more work-related stress. No 

significant differences were found between the subsamples on health goals. The authors 

concluded that because there are small differences between the two groups that civilian 

personnel would benefit from participating in military health prevention programs. 

Lifestyle is important when assessing barriers and facilitators. In this study there 

were minor differences between military and civilian personnel. This is important when 

planning and assessing health care for the military population. 
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Amonkar, Madhaven, Rosenbluth, and Simon (1999) described system barriers 

and facilitators experienced by managed care organizations in regard to utilization of 

preventive services. There were two objectives in this study. The first was to identify the 

barriers/facilitators of three common preventive screening services ( cholesterol screening, 

mammograms, and Pap smears). The second was to profile typical managed care 

organization recipients of the three preventive screening services. The authors of this 

study chose to sample the medical directors, associate medical directors, directors of 

health services, and directors of preventive health in managed care organizations across 

the United States (n = 175). A 21-item mail survey was sent to the sample. The tool used 

a likert scale to measure agreement or disagreement with statements regarding preventive 

services. 

The researchers mailed 1,052 surveys, of those, only 175 valid responses were 

received. Organizational factors indicated the strongest barrier of all three screening 

services was the inability of the services to generate short term savings for the managed 

care organization. Consequences of false positive and false negative results were a 

concern of the sample. Conflicting recommendations about the effectiveness of 

mammogram and cholesterol screening were also seen as an important barrier. High 

disenrollment rates were also viewed by the directors as an important barrier to the 

utilization of preventive services. 

The directors sampled listed the chief patient barriers as the fear of getting a 

positive result on a mammogram or Pap smear. Other patient barriers identified were 
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discomfort of procedure, lack of insurance, and invasive and expensive follow up if 

finding is positive. This study is unique because it relies on managers of managed care 

organizations for data. The perceived barriers to care of patients by managers are 

different from those in other literature using patients as the data source. 

Summary This section addressed perceived barriers of different populations, 

college males, European American women, women married to men in the army, and 

directors of managed care organizations. Three types of barriers emerged from the 

literature review. The first type is personal barriers such as lack of knowledge or lack of 

personal motivation. The second type of barrier is interpersonal and includes 

socialization or lack of family support. The third type of barrier to care is system barriers 

such as cost or lack of insurance. 

Managed Care and the U.S. Military Health System 

There is an exhaustive amount of literature addressing managed care. For the 

purposes of this study, literature was limited to the themes of managed care, ( cost, 

quality, and access) within the U.S. Military Health System. Recent changes in the U.S. 

Military Health System may have changed clients' perceptions of the care they recieve. 

Cost. The Department of Defense made its initial attempt at managed care in 

August 1988 with the CHAMPUS Reform Initiative. Zwanziger, et.al. (2000) describe 

the CHAMPUS Reform Initiative from its conception, implementation, and evaluation. 

The CHAMPUS Reform Initiative was instituted at 11 test sites in California and Hawaii, 

and then compared to similar regions outside the trial areas. Each of the 11 test sites were 
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compared to a similar control region, control regions were chosen because they were 

similar to the trial regions in size, utilization of resources, and number of beneficiaries. 

The CHAMPUS Reform Initiative allowed beneficiaries to choose between one of three 

types of plans, CHAMPUS Standard, CHAMPUS Extra, and CHAMPUS Prime. Test 

sites were compared to control sites for: (a) CHAMPUS utilization for medical, surgical, 

obstetrical, and mental health services, (b) overall costs of health care provided to the 

cover population, and ( c) beneficiaries' access to and satisfaction with services. 

The results of this study concluded that the CHAMPUS Reform Initiative had a 

significant decrease in health care utilization as a result of gatekeeping, although, total 

government costs increased. Zwanziger, et.al (2000) summarized by saying that the 

overall cost increase in the trial regions was related to contractor profits, the cost of actual 

health care services decreased. Higher patient satisfaction at the trial sites was reported 

for people enrolled in the CHAMPUS Prime option compared to those in the control 

regions. The apparent success of the CHAMPUS Reform Initiative led to it being chosen 

as the prototype of TRI CARE. 

Huntsinger and Rubenstein (1999) described the challenges faced by U.S. Military 

Academic Medical Centers in this era of managed care and capitation. This article 

described how health programs within the military have transitioned from one of 

budgeting based on historical resource based consumption and workload trends to one of 

enrollment-based capitation. They describe the predicament of Academic Medical 

Centers within the Military Health System to balance the increased costs and resource 
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consumption of medical education in the face of enrollment-based capitation. This article 

concluded that for Academic Medical Centers to survive they need to reengineer around 

three strategies: restructure the organization, maintain a patient base, and improve and 

document quality. 

A position paper by Tefft (1999) described the evolution of the U.S. Military 

Health System from one of a traditional system of reimbursement for services to a system 

of managed care. The paper then described how preventive medicine will become the 

focus of the U.S. Military Health System. Tefft described the previous system as one that 

solicits sick patients over well patients and delivers acute care over chronic or preventive 

care, and states that the system was one of response to illness instead of prevention. This 

paper described how traditional military prevention programs were designed to limit 

disease and nonbattle injuries through immunizations, field sanitation, and safety 

education. 

Tefft advocated five protocols to successfully transition the U.S. Military Health 

System to a population-based managed care organization. The first protocol is to 

standardize prevention programs across all TRI CARE regions. The population of the U.S. 

Military Health System is transient, and there is no standardization between regions. 

Second is to support the U.S. Military Health System with comprehensive management 

information system. There are currently many different systems under development that 

will allow better prediction of health promotion behaviors. The third protocol is to create 

health communities through the use of existing programs such as Put Prevention Into 



Practice (PPIP) and force protection programs. The next strategy is to change the 

perception of providers and beneficiaries from one of reaction to illness to one of 

prevention. The last step is to measure performance and quality through the use report 

cards and HEDIS indicators. 
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Quality. Factors affecting patient satisfaction in a military emergency room were 

studied by Campanella, Campanella, and Grayson (2000). This descriptive correlational 

study (n= 178) was conducted to explore the factors and specific interpersonal behaviors 

affecting patient satisfaction. A mail back questionnaire was used to explore the 

relationship between four factors: (a) nursing and staff, (b) doctors, (c) waiting and 

convenience issues, and ( d) tests and treatments. The questionnaire, developed by Press 

Ganey Associates, used a likert scale to measure patient satisfaction. 

Descriptive statistics, correlation matrices, and multiple regression were 

calculated to determine the relationships between variables. Results of this study 

suggested that behaviors of staff such as taking the patient's problem seriously and 

showing concern for the patient's comfort during treatment were significant predictors of 

patient satisfaction. This study concluded that interpersonal interactions between patient 

and military emergency department staff ultimately influence patient satisfaction. This 

study reinforced the concept that positive interpersonal interactions between patients and 

health care professionals is an important facilitator to care. 

Jennings and Loan (1999) conducted a descriptive survey of beneficiaries under 

the TRICARE program who decided to return to the U.S. Military Health System after 
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receiving care from civilian contractors and those who decided to remain in civilian 

health care. This phone survey used a 63 items taken from the Patient Satisfaction 

Questionnaire IV, The Group Health Association of America's Consumer Satisfaction 

Survey, demographic questions, and questions added by an Executive Group from the 

TRICARE region. The study found that of 1,023 beneficiaries 903 (88%) chose to return 

to the Military Medical System when given the option. 

The major reason that beneficiaries returned to the U.S. Military Health System 

was loyalty to the specific military treatment facility and to the military health care 

system. This study also concluded that the reason for not returning to the Military 

Medical System was memories of bad past experiences, especially long waiting times. 

This study concluded that aspects such as loyalty and interpersonal care attract and keep 

individuals in choosing military facilities to receive health care. 

Arvanitis and Plichta (2000) in a study on perceptions of quality in the U.S. 

Military Health System (n = 1,461) at a large Navy base of active duty personnel showed 

that beneficiaries were satisfied with the quality of health care they receive but perceived 

the quality of service to be poor. This study cited numerous sources that state perceived 

quality is strongly associated with interpersonal issues between patients and medical staff. 

A 31-item questionnaire was used to obtain data about health care expectations 

and perceived quality of service. Notable findings from this study indicate that 43% of 

respondents did not believe that Navy care is at least as good as civilian health care; 29% 

felt it is not easy to make an appointment; 29% said they were not able to get speciality 
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care in a reasonable time. Interpersonal communication was found to be one area of 

interest when perceiving quality of care as low. Thirty three percent of active duty 

personnel surveyed responded they had been talked down to by health care providers and 

1 7% claimed they were told their condition was all in their head. This study concluded 

that overall technical competence of providers is rated as acceptable, there are areas of 

service that need further study and consideration. 

Access. McGraw, Barthel, and Arrington (2000) in a preliminary report of a study 

described some of the historical issues regarding the U.S. Military Health System and 

how the implementation of a central triage system helped patients meet their own self 

care deficits. The problems faced by the facility were patients using scarce resources for 

non urgent care and afternoon walk in hours at the primary care clinic. The loss of 

appointment times led to patients just showing up because appointments were harder to 

get. The result was an abundance of patients presenting in the afternoon without 

appointments who were faced with long wait times. 

The implementation of central triage staffed by registered nurses using self care 

protocols were reported to increase patient satisfaction and decrease non emergent visits 

to the emergency department. Patients presented to the central triage desk and were 

triaged by registered nurses. If the patient complaint met one of the self care protocols, 

the patient received teaching from the triage nurses and was sent home. A follow up 

phone survey (n = 788) reported that 88% improved without further intervention and 95% 

reported they were satisfied with the care they received. Analysis of emergency 
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department data revealed a decrease in mean emergency department visits from 2,423 to 

1,934 per month and allowed a decrease in contract physicians of 1.2 full time 

equivalents for a savings of $287,375. 

A report from the United States General Accounting Office (September, 1999) to 

the United States House of Representatives described several reasons the Military Health 

System is not meeting standards for appointment scheduling. The General Accounting 

Office (GAO) determined that 16% of appointment slots were given to non-TRI CARE 

enrolled beneficiaries. Commanders of Military Treatment Facilities have the authority to 

extend treatment to non-TRICARE enrolled beneficiaries such as retired military 

personnel eligible for Medicare benefits. The GAO also reported that a lack of cost 

sharing with beneficiaries leads to increased healthcare utilization; with no monetary cost 

there is increased incentive to use services. The GAO suggested several options to 

improve the availability of appointments. These include enforcing system wide access 

priorities, giving booked appointments for non-enrolled beneficiaries to active duty 

personnel, or eliminating care to non-enrolled beneficiaries. The last suggestion the GAO 

made is to institute a co-payment for services rendered at military treatment facilities. 

A descriptive study by Poggi, Smith, and Campbell (2000) described care 

delivered by three general medical officers at a Navy primary care clinic (N = 781) over a 

one month period to active duty personnel. This study calculated that each general 

medical officer saw an average of 260 patients over the one month period and averaged 

2.52 patients treated or evaluated per care hour. Back pain and orthopedic injuries were 
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reported as the most frequent diagnosis and reason for visits. This study concluded that 

general medical officers are cost efficient at delivering primary care because they have a 

low referral rate compared to other post graduate physicians in military settings. 

Summary. The U.S. Military Medical System has undergone striking changes 

since the implementation of TRI CARE and focuses on the themes of cost, quality, and 

access. Many of the studies cited were initiated as methods of increasing patient access 

while decreasing resource consumption. Most methods of decreasing resource 

consumption consider patient satisfaction as one of the benchmarks of a successful 

program. System barriers are commonly listed as areas of patient complaint, some of 

these are long waiting times, unavailability of appointments, and inability to obtain 

speciality care. 

Summary of Literature Review 

The concept of barriers and facilitators to patient care is widely supported in the 

context of health promotion programs for specific populations. Facilitators are not widely 

identified in literature except for patient satisfaction. Personal barriers to care supported 

in this literature are self image, lack of time and lack of personal motivation. 

Interpersonal barriers identified in the literature are poor relationships with providers, 

socialization, and lack of family support. System barriers also impact health promotion. 

Two of these barriers include long waiting times and difficulty seeing a specialist. 

Perceived barriers identified in the literature review occur within the themes of managed 

care including cost, quality, and access. 
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Research Questions 

Based on the literature, there is support for the idea that patient perceptions of 

barriers and facilitators to care impact satisfaction and health care behavior. As the U.S. 

Military Health System transitions to a managed care system focused on health 

promotion, consumer satisfaction is essential to its success. Since this system is so 

unique, studies that have examined barriers and facilitators to care are only applicable in 

part. It is therefore necessary to examine barriers and facilitators within the specific 

context of the U.S. Military Health System. 

There are two unique groups of people receiving care from the U.S. Military 

Health System, active personnel and civilians. Health care for active duty personnel is 

focused on maintaining a ready, healthy fighting force. Civilians are family members of 

active personnel, retirees, and their family members. Civilian care focuses on general 

health care for dependants and retirees. Since health goals for these two populations may 

be different, the system may be perceived differently by these two populations. What 

facilitates or impedes one group's use of the system may be different from the 

facilitators/barriers of the other. We may not be able to assume similarity in responses. 

On the other hand, we may find that there are overarching system/personal factors that are 

perceived by all. Therefore, there are two research questions for this study. 

1. What are the differences in perceptions of active duty personnel and civilians 

receiving care from the U.S. Military Health System? 



2. What are the perceived barriers and facilitators to care of beneficiaries 

receiving health care from the U.S. Military Health System? 

Definitions 
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Based on the review of literature and Pender' s conceptual framework barriers and 

facilitators were defined for the purpose of this study. 

Barriers to care: perceptions of the unavailability, inconvenience, or difficulty of 

a particular health care or health promotion option. 

Facilitators to care: perceptions of the availability, convenience, or benefits of a 

particular health care or health promotion option. 

Summary 

An overview of the review of current literature, definitions, and research questions 

is provided in this chapter. Three types of barriers are identified personal, interpersonal, 

and system. These three types of barriers occur within the themes of managed care which 

are contain cost, improve quality and increase access. Facilitators were identified in the 

literature only in terms of patient satisfaction. 

While this review of literature on managed care and on patient perceptions of 

barriers and facilitators to care can be applied to beneficiaries of the Military Health 

System, beneficiaries may have unique opinions regarding health care. There is no 

literature that directly addressed barriers and facilitators to care within the specific 

context of the U.S. Military Health System. This study will examine two research 

questions that ask: (1) What are the differences in perceptions of active duty personnel 
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and civilians receiving care from the U.S. Military Health System? and (2) What are the 

perceived barriers and facilitators to care of beneficiaries receiving health care from the 

U.S. Military Health System? 



CHAPTER THREE 

METHOD 
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A description of the design, sample, setting, protection of human subjects data 

collection, data, and plan for data analysis, is presented in Chapter Three. The purpose of 

this study is to identify and describe barriers and facilitators to health care as perceived by 

clients receiving care from the U.S. Military Health System, therefore an appropriate 

qualitative method was chosen to answer the research question. 

Design 

This study was a descriptive, qualitative design and was secondary data analysis 

from a larger study. 

Data collected during a previous study titled "Preventive Services: Role of the 

Nurse Practitioner" was used in the analysis. The purpose of the original study was to 

examine the feasibility of incorporating clinical preventive services and proposed health 

promotion/disease prevention initiatives into the current health delivery system of the 

military. In the original study, phenomenological methodology was used to explore the 

experience of individuals receiving care from military nurse practitioners as one aspect of 

clinical preventive service implementation. Data were collected through individual 

phenomenological phone interviews using a grand tour question asking the participant to 

describe their experience with military health care. 

Secondary analysis of the qualitative interviews was conducted using content 

analysis. Content analysis was performed on the transcribed interviews of the open ended 
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questions listed in the Data Sources section. Krippendorff (1980) defines content analysis 

as "a research technique for making replicable and valid inferences from data to their 

context (p. 21 ). Content analysis is the process of organizing and integrating narrative, 

qualitative information according to emerging themes and concepts (Polit & Bungler, 

1995). 

Secondary Data Analysis 

Secondary data analysis involves using previously gathered data from an original 

research project to test new hypotheses, explore new relationships among, or apply a 

different theoretical framework (Polit & Bungler, 1995). In secondary analysis, data 

collected by one researcher are analyzed by another investigator to answer new research 

questions. 

Secondary analysis is advantageous in this type of study for many reasons. 

Secondary analysis is efficient and economical because data collection is typically the 

most time consuming and expensive part of a research project (Polit & Bungler, 1995). 

Another benefit of secondary analysis is that variables and relationships previously 

unanalyzed can be examined. The original study focused on the lived experiences of 

military health care beneficiaries receiving health care from nurse practitioners. This 

study was concerned with barriers and facilitators to health care. 

Secondary analysis has many notable deficiencies. The most effectual 

disadvantage of secondary analysis is the investigator does not play a role on collecting 

the data. This often leads to deficient or problematic data sets because the investigator 



does not have the ability to ask questions during the data collection process. The 

investigator of this study did not participate in data collection. However, all data were 

collected by the same individual and the original investigator was consulted during the 

current study, thus minimizing this limitation. 

Sample 

Participants in the original study were selected using purposive exemplar 

sampling. Nurse practitioners, who were also participating in the study, were asked to 

identify one client they perceived they had a positive relationship with and one client 

whom they perceived to have had a less than ideal relationship. The clients they 

identified could be active duty, family members, or retired personnel. 

The sample (n= 29) was diverse. Of the sample, 13 were active duty, nine were 

dependants of active duty personnel, five were dependants of retirees, and two were 

retired. Of the 13 active personnel participants, eight were officers and five were 

enlisted. Active personnel were from three branches, six were Army, four were Navy, 

and three were Air Force. Most of the sample (n=26) were women. Ages ranged from 

20-80 years with a mean of 41.1 years and a standard deviation of 15.5 years. 

Participants were contacted at various locations across the United States. The sample is 

more fully described in Chapter Four. 

Data Sources 

Data of the initial study were obtained through phenomenological phone 

interviews. These participatory interviews were structured so that the researcher and 
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participant used hermeneutic reflection to explore "what it is like" to receive care from 

the U.S. Military Health System, "what it is like" to receive care from a nurse practitioner 

within the system, and the nature of health promotion and clinical preventive services 

received (Ronan, 1997). This phenomenological method is similar to that described by 

van Manen (1990) who states that the interview (a) explores and gathers experiential 

narratives that are used to develop a rich and deep understanding of a human experience 

or phenomenon and (b) is used to develop a conversational relationship in order to 

understand the meaning of and experience (p. 66). 

Specific open ended questions were asked to encourage the participants to 

describe their experiences with the military health service system. Participants were 

asked some or all of the following questions: (a) What is it like to receive health care 

within the military?; (b) Describe a particular situation that typifies your experiences 

within the military; ( c) Describe a particular experience that you remember during your 

care by a military nurse practitioner; ( d) Describe your feelings about your health care 

experiences; and ( e) Describe any instances when you believe that health promotion or 

disease prevention activities were engaged in during your health care. The interview 

direction was determined by the participant with the investigator seeking deeper 

understanding of the experience using the interview techniques of clarification, 

exploration, and reflection. 



Data Collection Protocol 

These interviews sought to understand the lived experience of individuals 

receiving health care from military nurse practitioners. Each interview lasted 

approximately 45 minutes to an hour and were audio taped and transcribed for later 

analysis. Memos and field notes were also taken on insights gained during the 

interviews. All interviews were conducted by the same researcher who was not a nurse 

practitioner or associated with the military at the time of the study. The original 

transcribed and uncoded interview data were used to conduct this secondary analysis. 

Data Analysis 
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Descriptive statistics such as measures of central tendency (mean, medium, mode) 

were used to reanalyze the demographics of the sample including, age, sex, branch of 

military service, rank, and status of service ( active duty, retired, dependant, and retired 

dependents). 

Content analysis was performed on the transcribed interviews to analyze the data 

in order to answer the research questions. The process of content analysis used in this 

study is similar to the process described by Krippendorff (1980). 

Coding began with the identification of thematic units. Thematic units were 

identified by their correspondence to a particular structural definition of the content of the 

narratives, explanation, or interpretations (Krippendorff, 1980 p. 62). In this study, the 

thematic units were word phrases that describe the participant's perception of barriers or 
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facilitators to care. Active duty and civilian interviews were kept and coded separately to 

facilitate the comparison of barriers and facilitators between the groups. 

The transcribed interviews were read and coded on Microsoft Word. Once 

identified, the thematic units were assigned an emic label (in the words of the participant) 

to identify its theme descriptively (n=977). The thematic units and emic codes were 

copied out of the original text into a separate Microsoft Word document. 

The next phase of data analysis entailed the grouping ( or synthesis) of the 

thematic units according to similarities or commonalities in meaning. This portion of the 

analysis was done using a Microsoft Excel spreadsheet to manage the volume of data 

created. The process of data fracturing and then data reduction in qualitative analysis 

necessitates an analysis of subsample differences prior to further data reduction required 

to consider the entire sample. Data from participants that was identified with barriers or 

facilitators were fractured from the interview as "data bits." These words and word 

phrases when coded form the emic (participants') perspective. 

Once all interviews were initially coded, data were considered for similarities in 

language, meaning, and intent. Those with similar meaning were reduced to a more 

abstract theoretical ( etic) thematic code. This continued until the data were completely 

reduced to its most fundamental elements that accurately and completely describe the 

phenomena of barriers and facilitators from the perspectives of the two distinct groups of 

military health care consumers. Ernie labels or codes were compared across subjects 

within the two groups. Those found to be similar by meaning, description, or definition 
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were synthesized into data categories using theoretic labels ( etic codes). These categories 

were then further reduced to thematic categories (n= 19) for each of the groups. Data that 

were similar were further reduced and categories and definitions were further refined. 

Differences were considered for their overall impact and those with merit and substantial 

support were retained. 

Coding instructions and definitions for each category were then developed. The 

emerging categories mirror the perceptions of the participants and described their 

perceptions of systems, interpersonal and personal barriers and facilitators to care within 

the U.S. Military Health System. 

The separate codes for active personnel and civilian beneficiaries where then 

compared to determine what similarities in perception of active duty and civilian 

beneficiaries of the U.S. Military Health System exist. The thematic codes were 

compared and further reduced into common barrier and facilitator categories (n=8). 

Trustworthiness of the Research 

Trustworthiness is defined by Streubert and Carpenter (1999) as establishing 

validity and reliability of qualitative research. Qualitative research is trustworthy when it 

accurately represents the experience of the study participants. Guba and Lincoln (1994) 

have identified the following criteria for establishing trustworthiness: credibility, 

dependability, confirmability, and transferability. 

Credibility assures confidence in the truth of the findings (Lincoln & Guba, 1985). 

The activities to establish credibility are prolonged engagement with the subject matter 
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and asking participants if they recognize their experiences in the findings (Streubert and 

Carpenter 1999). Since the original participants are not available to ask if they recognize 

their experiences, other clients (n=3) with similar experiences with the U.S. Military 

Health System were asked if they have had similar experiences as those described in the 

findings section. A former Air Force nurse reported having experiences similar to those 

reported in this study and that she had heard these comments before. An Army 

nephrologist also reported similar experiences to those described in this study. A female 

dependant with experience as a patient in the U.S. Military Health System described 

experiences similar to those reported in this study. 

Peer debriefing is another important tool in establishing credibility. The 

researcher has prolonged exposure to the subject matter, having spent 11 years as a nurse 

in the U.S. Military Health System and therefore bias is a considerable threat to the 

credibility of the findings. Peer debriefing was conducted with the thesis chair and 

faculty familiar with qualitative research and the U.S. Military Health System. These 

faculty provided regular feedback to the researcher to limit potential bias of the findings. 

These sessions continued for the entire duration of the data analysis process. 

The criteria of dependability refers to stability and traceability of variance over 

time (Lincoln & Guba, 1985). Dependability was established through an audit trail of the 

thematic units obtained from the narratives and will be ensured through intercoder 

reliability. Data should be reproducible by independent researchers, at different locations, 

and at different times using the same coding instructions (Krippendorff, 1980). An audit 
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trail is a recording of activities that over time another individual can follow (Streubert and 

Carpenter 1999). The audit trail was discussed frequently and closely followed by the 

thesis chair. 

The thesis committee further helped to establish dependability through the use of 

intercoder reliability. The process of intercoder reliability supports dependability by 

substantiating the findings of a researcher (Streubert and Carpenter 1999). The researcher 

provided one of the committee members with: (a) list of thematic units, (b) list of 

category names and definitions, and ( c) direction for recoding results. Twenty percent of 

the Active Duty facilitator codes and 20% of the Non Active duty barrier codes were used 

to determine intercoder reliability. Once the coding was complete, percent of agreement 

between the coder's and researcher's results was calculated. Intercoder reliability was 

calculated at 91 %. 

Confirmability is a process criterion that relates to the way researchers document 

the findings (Streubert and Carpenter 1999). This method of confirming the 

trustworthiness of findings is similar to dependability because it also uses an audit trail. 

The objective of confirmability is to illustrate as clearly as possible the evidence and 

thought processes that led to the conclusions. Confirmability was established through the 

process of intercoder reliability and the audit trail established by the investigator. 

Transferability refers to the probability that the study findings have meaning to 

others in similar situations (Streubert and Carpenter 1999). Transferability is determined 

by potential users of the findings when they attempt to apply or transfer the findings of 



this study to their particular population or health care system. Transferability was 

enhanced by giving a description of the process and findings to other researchers and 

clinicians and fully describing the emerging categories and codes. If other researchers 

can apply the findings to similar situations, transferability will be established. 

Protection of Human Subjects 
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The Human Subjects Committee at the University of Arizona (Appendix A) and 

the Office of Nursing Research granted approval for this study. Permission to use the 

data for secondary data analysis was granted by the primary investigator from the original 

study. 

Consent from participants in the original study was obtained verbally over 

telephone, participants were asked to consent to taking part in the study and having the 

conversation recorded for later transcription. The voluntary nature of the interview and 

the right to refuse to answer questions was stressed in the original phone interviews. 

Confidentiality of participants was maintained by not asking for any identifying 

information. Confidentiality for this secondary data analysis was maintained by 

identifying participants only by interview number and not providing access to personal or 

demographic data not contained in the transcribed interviews. 

Summary 

A descriptive qualitative design incorporating content analysis was used to 

identify the perceptions of barriers and facilitators to care as perceived by individuals 

receiving health care from the U. S. Military Health System. This study used secondary 
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data analysis of open ended questions from a larger study. The original study design, 

setting, and data collection methods are described in this chapter. Also described in this 

chapter are the methods of data analysis as well as methods for ensuring trustworthiness. 



CHAPTER FOUR 

RESULTS 

In this chapter, a description of the sample is presented and the results of data 

analysis in relation to the research questions are examined. Descriptions of the coded 

data are presented as thematic units, with definitions, and exemplar quotes from the 

participants. 

Description of the Sample 
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The sample consisted of 29 qualitative transcribed interviews (See Table 1 ). The 

participants were from different services and backgrounds. Participants ranged in age 

from 20 to 80 years. Table 1 is the complete demographic profile of the participants. 

Table 2 provides a summary of demographic information. Interview 25 was not available 

for coding because it was not used in the original study. The column "Branch" refers to 

the participants service affiliation as United States Army (USA), United States Air Force 

(USAF), United States Navy (USN), and Unites States Marine Corps (USMC). Status 

describes the participants current affiliation with the U.S. Military Health System, Active 

Duty (AD), Dependant (DEP), Retired (RET), and Dependant of Retired Service 

members (RDP), 13 participants were active duty and 16 were dependents or retirees. 

Rank refers to the rank or pay grade of the sponsor if the participant was dependent, or 

the actual rank if on active duty. Rank starting with and "E" are enlisted and rank starting 

with an "O" are commissioned officers, the higher the number the higher the individual's 

rank. Marital status is coded as Married (M), Single (S), Divorced (D), and 
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Table 1 

Sample Demographics 

Interview Age Gender Branch Status Rank # of Marital Status 

Children 
..... .. ... .......... ···········4tF····· F ··· ·· ··usN··· ············· ·· )\cff · o-5 o: ························ ·····si 

2 39 : F USAF DEP : unk 2 / Ml 
3 52 1 M USAF RET E-7 7 • Mj 
4 34 : F USN DEP • E-5 2 : Mj 

5 28 • F USN . ,l\C:): E-5 .. . ... . . 1 '. .. .... -~-i 
5 • 37 : F • USN " AD : E-6 2 • ... .. . Pi 
7 : :$~{ F USAF RciP • E-9 . .. :.:: :: :: :::: . 2: ..................... ..... ~! 

.... ~ .. .... 62 • F USMC RDP : .<?.~~ . ........ ... .... 2: .. ... .. ........... ...... .~i 
9 . ·· 52 : F USAF RDP I E-7 2: Wj 

10 29 : F USMC DEP • E-4 { Mj 

11 20 • F USA AD \ E-3 1: S j 

12 30 : F USAF DEP • E-5 5 : Mj 

~-~· .. ........ 32 \ F • USA DEP [ .C?~~ ··· ··············· 3 • .. .. ... ... . .. ..... ....... rv1 j 
14 36 : F USA AD : 0-4 4 : ... r~1j 

....... 15 . ·········· 33 • .... ..... .. . f . . USN : .. . bEPr·:. ~~? :: :: ::: :::::::::: 2 ) ........................... tv1 ) 
16 .. 3:f F USAF AD ( 0-3 3 : Mj 
17 53 :· . ............ F ' USAF ' .. RDPT 0-4 2 • ··~.{ 

18 32: F USN AD : 0-4 o: Mj 

19 52 : F USA RDP I E-6 o• w/ 
20 45 • F USA DEP • E-7 3 • M) 

21 ' 44 : F . USA • . !\l? : 0-5 O\ .. .. ............. ......... .~i 
...... .. .... ~~ . . .. ... 44 : F ' USA AD • 0-5 o: ... .. ................. . ~ j 

23 ~~~j till . . __ LJ_~,l\~ ... ..... AD • E-5 3: .. . .. ~! 
24 39 \ F USA ......... P~~[ .. -~~? .... 2 : ... .. ...... _ .. _ ........ -~ j 

··26 38 ) F USA AD ) 0-4 2: M) 

27' 39 \ F USA Ao • 0-4 2 : D) 

28 33 : F USMC DEP I E-6 1 • Mj 

29 26 / F USAF AD \ E-4 2 : Mj 

: ......... ..... .. .. ~2 ..... ........... .. ... ~-9.:. .................... ~ ... .. ....... ~-~~-~ ........ .. .... ~§I.L ..... ~D.~ ........................ ~n.~L .. .. .. ..... ........................ ~.: 
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Widowed (W). If demographic data were not available from the original study, the data 

unit is coded as unknown (unk). 

Table 2 

Demographic Summary 

Variable Range Mean Standard deviation 

Age 20-80 41.5 13.3 

Number of children 0-5 1.9 1.2 

n % of sample 

Gender 
Male 3 10.3% 
Female 26 89.7% 

Military Branch 
Army 10 34.5% 
Air Force 9 31.0% 
Navy 6 20.7% 
Marine Corps 4 13.8% 

Status 
Active duty 13 44.8% 
Civilian 16 55.2% 

Dependants of active 9 31.0% 
Retirees 2 6.9% 
Dependant of retiree 5 17.2% 
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Results of Data Analysis 

As previously stated, barriers were defined as perceptions of the unavailability, 

inconvenience, or difficulty of a particular health care or health promotion option. 

Contrastingly, facilitators were defined as perceptions of the availability, convenience, or 

benefits of particular health care or health promotion option. 

For Research Question 1, the sample was originally divided into two subsamples, 

one consisting of active duty military personnel (n=13) and the second consisting of 

dependants and retirees (n=l 6). Thematic units were coded and compiled into four 

groups, active duty barriers, active duty facilitators, non active duty barriers, and non 

active duty facilitators. 

Research Question 1 

Research Question 1 is: What are the differences in perceptions of active duty 

personnel and civilians receiving care from the U.S. Military Health System? Tables 3 

and 4 are the Active Duty list of barriers and facilitators, while tables 5 and 6 are the 

retiree/dependant lists of barriers and facilitators. Included in the tables are the total 

number of codes for each category and the overall percentage of coding units for that 

category. Categories are also presented in the tables with the number and overall 

percentage of coding units for each subcategory. 



System Facilitators, Active Duty 

Active Duty facilitator categories with their corresponding subcategories and 

frequencies are found in Table 3. The following section provides definitions and 

exemplar quotes from this category. 
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Staff Characteristics. Staff Characteristics (n=76, 37.5%) are factors that make a 

patient feel comfortable or satisfied with a provider or health care worker. Staff 

Characteristics are identified as having 6 distinct subcategories. The categories are: 

(a) Individual personality traits, (b) Relationship with provider, ( c) Informative providers 

( d) provider competence, ( e) taking time, and (f) same sex providers. 



Table 3 

System Facilitators: Active Duty Beneficiaries (n= 202 data units) 

Category IS u bcategory 

Staff characteristics 
individual personality traits 
relationship with provider 
informative providers 
provider competence 
taking time 
same sex providers 

Military Health System processes and structures 
appointments are easy to get 
walk in care/sick call/ AD priority 
problem focused care 
no paperwork 
screening schedules 
short wait times 
flexible system 
availability of second opinions 

System familiarity 
fraternity 
having an in 
faith in system 
chain of command 
rank 

Provider choice 
request same provider 
request different provider/refuse to see 

Portability 
24hr accessibility 
national health care system 

n (% of total data units) 

76 (37.5%) 
26 (13%) 
22 (11%) 
10(5.5%) 
8 (4%) 
7 (3.5%) 
3 (1.5%) 

53 (26%) 
15 (7.5%) 
12 (6%) 
6 (3%) 
5 (2.5%) 
5 (2.5%) 
4 (2%) 
4 (2%) 
1 (0.5%) 

52 (25.5%) 
17 (8.5%) 
13 (6.5%) 
9 (4.5%) 
7 (3.4%) 
6 (3%) 

14 (7%) 
9 (4.4%) 
5 (2.5%) 

7 (3.4%) 
5 (2.5%) 
2 (1%) 
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Individual personality traits (n=26, 13%) are described by participants as 

behaviors or attitudes that make providers likable or personable. "She very approachable 

and very easy to work with which is terrific" (Interview 18). The individual personality 

traits are described by participants as facilitators include a willingness to listen, caring, 

and concern for patients. 

Provider relationship (n=22, 11 %) emerged only as a subcategory only for active 

duty personnel in the category of staff characteristics. Active personnel describe 

relationships with providers as personal connections, or becoming friends with a provider 

through common experience or similar interest. "So I think there was an earnest 

exchange of value there ... not necessarily in dollars but it was a time exchange and it was 

a value exchange of what it took both of you to come together" (Interview 22). 

Trust is an important aspect in this subcategory. "It's like taking your car to your favorite 

garage dealer.. .. you go to one place and they do a good job and you want to keep going to 

that one place" (Interview 23). Relationships with providers allow for better health care 

solutions. "They realized that this was a relationship ... or something that we need to work 

on and try to make it so that he gets his medication" (Interview 16). 

Informative Providers (n=l 0, 5.5%) emerged as a beneficial provider 

characteristic. Consumers described informative providers as appearing more competent 

and helpful. "They were real open to you know helping to make sure that you knew what 

was going on with your child" (Interview 16). 
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Provider competence (n=8, 4%) was described by many of the participants as the 

most important staff characteristic. Competence refers to the provider's medical 

knowledge or skill and the ability to make the correct diagnosis or perform procedures. 

Competence is the most important trait patients look for in a provider. "Competence is 

more important than anything, put the bedside manner aside for a while and give me 

somebody who knows what they are doing" (Interview 26). 

Providers taking time (n=7, 3.5%) was described by participants as not appearing 

hurried or providers showing patience during appointments. Participants described 

having more confidence in providers and the diagnosis if they take their time and perform 

thorough exams. "I feel very very comfortable with military healthcare because of the 

time that is allotted for myself and my children and husband. So I think it's care to 

standard not to time, if that makes sense" (Interview 26). 

Same sex providers (n=3, 1.5%) was a facilitator important to the female 

participants. Same sex providers are better at understanding patient needs and concerns. 

"I'm sure the male doctors treat the males more personally then they do the females" 

(Interview 6). Same sex providers were perceived to take complaints more seriously. 

Military Health System Processes and Structures. This category (n=53, 26%) is 

defined as elements that expedite the process of obtaining health care. This category 

equates to health care access and convenience issues. Th category consists of eight 

subcategories: (a) appointments are easy to get, (b) walk in care, (c) problem focused 
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care, ( d) no paperwork, ( e) screening schedules, (f) short wait times, (g) flexible system, 

and (h) second opinions are easy to get. 

Ease of getting appointments (n=15, 17.5%) is described by participants as the 

ease of obtaining scheduled time with a provider by calling a specific appointment line. 

They also describe short delays between calling for an appointment and the time the 

appointment is scheduled. This pertains to same day appointments and specialty 

appointments "I've been able to get in, get out fairly easily with appointments" (Interview 

27). 

Walk in care (n=12, 6%) was revealed as an important facilitator by active duty 

and is defined as the ability to receive health care without prior arrangements. 

Participants describe how they access health care and receive priority for care over 

dependents and retirees. Active Duty personnel are not authorized to call in sick, instead 

they are required to be seen by a provider before being sent home. Sick call is walk-in 

care and the initial entry point for active personnel. "Everything starts at sick call" 

(Interview 1). The ability to just show up without an appointment and go to the front of 

the line is an important facilitator for this group. "Being activity duty it just makes us a 

higher priority because there is a mission that we have to accomplish" (Interview 23). 

Problem focused care (n=6, 3%) is described as an important aspect of health care 

to active personnel. Problem focused care is having the provider address the patient 

complaint without pursuing superfluous issues such as diet or smoking. Active 

participants describe an ideal health care encounter as getting seen without having to wait 
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long, having the provider fix the problem or prescribe mediation and leaving. "I need 

drugs when I'm sick and I need the problem fixed when I have a problem, which is very 

seldom. I want it fast" (Interview 18). Active duty participants do not want providers to 

focus on prevention or health promotion issues, they just want the problem fixed. 

Active duty personnel describe the no paperwork (n=5, 2.5%) as an important 

facilitator in U.S. Military Health System. Beneficiaries are identified with a military 

identification card. Beneficiaries receive health care; "without having to go through 

paperwork and insurance" (Interview 18). There is no need for authorization or 

reimbursement procedures to receive health care. Participants describe the ability to 

show up at a Military Treatment Facility (MTF) and not have to complete any paper work 

as an important facilitator. "All the bills and stuff like that and the paperwork can be very 

stressful. You may not want to go to the doctor just because you fill out all that 

paperwork" (Interview 26). 

Active duty personnel outline military readiness screening schedules (n=5, 2.5%) 

as a facilitator to the access of health care. "When you go to sea, before you deploy, they 

do a lot better job of screening your records" (Interview 1 ). Participants also talk about 

receiving five year physicals and having referrals to health problems initiated at that time. 

Participants describe the facilitator of short wait times (n=4, 2%) at clinics and 

diagnostic labs. "Before I was in the military I had gone with other people where you had 
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to wait for 4 or 5 hours. In the military I've been in and out of there in less then an hour 

and a half' (Interview 27). 

Flexibility of the system (n=4 , 2%) describes health care staffs willingness to 

bend rules for patients as well as being able to work around established practices "I 

actually wound up calling my dermatologist, I got it that way, which is not the way you 

are supposed to do" (Interview 18). 

Participants describe the availability of second opinions (n=l , 0.5%) as an 

important aspect of having confidence in the system. Second opinions are an option 

because there is no monetary cost associated with seeking a second provider. "I really 

like military medicine because I know that if 1 want to get a second opinion I can ask for 

one and I don't have to go through a big rigamarole" (Interview 26). 

System Familiarity. System familiarity (n=52, 25.5%) is defined as consumer 

expertise with or knowledge of military systems, structures, and culture. This category 

pertains to many features unique to military service. Many of these features are 

intangible such as a sense of bond with other service members or respect that comes from 

wearing the same uniform. Other aspects of this category relate the formal structure of 

the military such as rank or chain of command. System familiarity has five subcategories. 

These five subcategories are: (a) fraternity, (b) having an in, (c) faith in system, (d) chain 

of command, and ( e) rank. 
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Fraternity (n=l 7, 8.5%) is the common bond that comes from wearing the same 

uniform and having similar experiences. "Wearing the same uniform for the most part 

and we are working for the same goal and it's like they are taking care of one of their 

family members in the military" (Interview 26). Fraternity is the sense that we have to 

take care of each other and work together to achieve common goals. Military personnel 

have to take care of each other. "I guess because the rest of us are all in the trenches kind 

of together and I really think we provide even a higher quality of care sometimes then our 

civilian sector do" (Interview 22). 

Active duty interviews describe the concept of having an in (n=l3, 6.5%) as an 

important aspect to gaining health care. Having an is knowing someone who works in the 

MTF or has a position of authority in order to gain access to health care. "I work up at the 

hospital my family usually get good care" (Interview 29). Participants describe knowing 

someone working in the facility or being associated with someone important as a way to 

gain priority. "They will arrange it so that you can change because they know who I am 

and they know that...and I know them" (Interview 21). "I mean the fastest way and 

easiest way I can get seen on sick call and make sure I'm well taken care of is to grab a 

doc in the hallway" (Interview 22). 

Faith in the system (n=9, 4.5%) refers to the client's confidence that they will be 

taken care of and often described as past positive experiences. "I think the military now 

provides you with the same kind of healthcare, if not better healthcare then outside" 
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(Interview 5). Past positive experience leads to comfort and belief; "so I learned to trust 

what the military doctors have said" (Interview 27). 

Chain of Command (n=7, 3.4%) is the concept that there is always someone in a 

position of authority over someone else. Chain of command is described as a facilitator 

in two ways. First has to do with knowing where to take grievances or complaints. 

Participants describe the ability to ask for the chief of a service or talk to the hospital 

commander as a way to remedy disagreements with providers. "I was livid, I mean I 

went to the Admiral of the hospital. I was absolutely livid. I felt extremely medically 

violated" (Interview 1 ). The second way chain of command is described as a facilitator is 

that a person of low rank can get their chain of command with more rank to act as an 

advocate for them. An example is a lower enlisted person asking their company 

commander or first sergeant to talk to a provider for them. "In that situation its mostly, 

you know, our first sergeant, being how she is, you know, you would go to her and tell 

her the situation, you would probably have a better chance then just talking to those 

supervisors yourself' (Interview 11 ). 

Rank (n=6, 3%) is the formal structure that gives authority of some individuals 

over others. Persons of high rank describe the ability to use rank as way of influencing 

health care staff to benefit their own care "Because you know, intimidation works. And I 

am not above that. Especially when it comes to my own care" (Interview 1). 
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Provider Choice. The category of provider choice (n=14, 7%) is distinctive to the 

active duty group. Provider choice is defined as the ability to decide on seeing a 

particular provider. This category has 2 subcategories, requesting to see a provider and 

refusing to see a provider. 

Requesting to see a provider (n=9, 4.4%) is identified as the ability to request to 

see a specific provider. Many of the active duty interviews claim they can call and 

request a provider by name if they wish. Primary care providers are not automatically 

assigned and appointments are not automatically scheduled with primary care providers. 

Patients can contribute to seeing the same provider if they are willing to ask for a specific 

provider. "If 1 didn't ask to see the same doctor then they might just give me someone 

else" (Interview 27). 

Refusing to see a provider (n=5, 2.5%) arose as an important category to active 

duty personnel. Even though the system is not designed for consistent care with the same 

provider, active personnel feel they have more control because they can change providers. 

If patients feel uncomfortable with a provider, they can just ask for some one else. They 

also describe the ability to refuse an appointment with a provider they do not like. "It's 

real easy to say, 'Hey I just don't like him and I'm not going to him"' (Interview 1 ). 

Portability. Portability (n=7, 3.4%) arose as a category with active personnel. 

Portability is the availability of health care anywhere at any time. The category of 

portability has two subcategories, 24-hour ancillary accessibility and national health care 

system. 



Active duty personnel describe the availability of 24 hour accessibility (n=5, 

2.5%) as a facilitator. Military medical personnel are not paid hourly or paid for over 

time. It is not cost prohibitive to have personnel on call on weekends or nights because 

military personnel don't receive compensation for over time. Services and staff are 

available at all times. "They came in on Sunday to give him an MRI, which I thought 

was fabulous" (Interview 8). 
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Military personnel can receive health care at any military facility (n=2, 1 % ) world 

wide, without going through complicated insurance protocols. The individual just has to 

show up at a MTF and display a valid military identification card. "So we just went to 

Travis. We weren't even enrolled there and all I said was, 'Military passing through my 

son I think broke his arm.' They saw him right away and he was in and out within 2 hours 

with a cast on his arm and sent on our way" (Interview 28). 

System Barriers, Active Duty 

Five Active Duty barrier categories were revealed in the data. The categories with 

their corresponding subcategories and frequencies are found in Table 4. The following 

section provides definitions and exemplar quotes from these categories. 



Table 4 

System Barriers: Active Duty Beneficiaries (n= 257 data units) 

Category /Subcategory 

Military processes 
AD have no options 
status/privilege 
AIREV AC to RMC 
rank 
moving 
providers have other duties 

Health care staff 
poor interpersonal skills 
provider attitude 
provider follow through 
staff inexperience 
opposite sex provider 
over aggressive in treatment 

Health care constraints 
system fatigue- Tricare/civilians 
specialty appointments 
location not near major MTF 
getting routine appointments 
long waits at clinics 

Primary care processes 
never see same provider 
no follow up 
lost records 

Oppressive milieu 
system mandates active/assertive patients 
propensity for labeling 

n (% of total data units) 

75 (29.2%) 
30 (11.8%) 
3 (9%) 
9 (3.5%) 
6 (2.3%) 
5 (2%) 
2 (0.7%) 

68 (26.5%) 
25 (10%) 
22 (8.6%) 
9 (3.5%) 
6 (2.3%) 
3 (1.1%) 
2 (0.7%) 

63 (24.5%) 
22 (8.6%) 
17 (6.6%) 
12 (4.7%) 
6 (2.3%) 
6 (2.3%) 

36 (14%) 
27 (10.5%) 
6 (2.3%) 
3 (1.1%) 

15 (5.8%) 
12 (4.7%) 
3 (1.1%) 
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Military Processes. Military Processes (n=75, 29.2%) are components that arise 

from military customs, formalities, and regulations. Military Processes are defined as 

determinants associated with military culture. Subcategories in the Military Processes 

category are: (a) Active Duty have no options, (b) status/privilege, (c) rank, and (d) Air 

Evacuation (AIREVEC) program to Regional Medical Centers (RMC), ( e) moving, and 

(f) providers have other duties. 

Active duty personnel describe having no options (n=30, 11.8%) when receiving 

health care as a significant barrier. Active personnel are prohibited from seeking health 

care from civilian facilities or from suing the federal government. The inability to take 

their business elsewhere or change providers is frustrating to active personnel. "Being 

active duty you're not eligible for CHAMPUS, If you do get special permission you have 

to pay for it yourself, that you can't afford to pay for that yourself and you have to take 

leave. So in essence you don't have a choice as a military member" (Interview 16). This 

category also pertains to the rules preventing active duty personnel from calling in sick 

for work. Active personnel are required to go to sick call before they are allowed to stay 

home from work "Why the hell can't you just stay home?" (Interview 22). 

The concept of status or privilege (n=23, 9%) is based on the distinct class system 

the military operates under. There are three classes in the active military structure, 

enlisted, warrant officers, and commissioned officers. All interaction between classes is 

formal and follows established customs and courtesies. Status and privilege also pertain 

to whether a person is on active duty, a dependant, or a retiree. Several participants 
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describe status as a barrier, whether they are on active duty or a civilian. "The active duty 

have priority, the reasoning behind it is they have to get back to take care of, to do their 

job. The dependents can wait" (Interview 6). Participants describe different treatment by 

health care providers as a barrier depending on status "If you are a junior enlisted you will 

usually be sent home in quarters . .I've seen it go to the point where officers are sent back 

to duty with a temp oflike a 102" (Interview 22). "If you tum around and you're an 

officer, gees it's like a total difference, in a, in a totally different world. I mean they'll sit 

down and they'll talk to you forever" (Interview 6). 

The process of sending military personnel to Regional Medical Centers (RMC) 

(n=9, 3.5%) for care is described by active personnel as frustrating. They also described 

some of the problems associated with receiving health care away from home. Not all 

military installation have major medical facilities. Service personnel are often sent to 

RMCs for specialty care. This is identified as a barrier for many reasons; personnel state 

that being ill away form home is costly and the loss of emotional support is difficult to 

cope with. "When you are really sick you shouldn't have to, in my opinion, you shouldn't 

have to be flying all over the world just because you are in the military. I was flying back 

and forth and I was having to pay for my family to fly back and forth. My husband and 

my mother so she could take care of my children everything" (Interview 16). 

The category of rank (n=6, 2.3%) is similar to that of status in that interaction 

between personnel in the armed forces is formal and follows a hierarchical structure. The 
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barriers involved with rank revolve around not being able to identify a provider licensure 

or qualification, Doctor, Nurse Practitioner, or Physician Assistant. Participants describe 

providers by rank instead of professional title, and often do not know what type of 

provider is seeing them. Rank also is a barrier in that the formalities of addressing an 

officer is intimidating to some enlisted, and they would rather receive care from civilian 

providers. "I'm more comfortable being with a civilian midwife because its not like I 

have to, yes ma'am, no ma'am" (Interview 11 ). 

Frequent relocation (n=5, 2%) is common in military service and described by 

personnel as a barrier to health care. Moving results in a loss of access because personnel 

have to go through the referral process again. "I know that I'd probably have to wait 

another year to get a derm referral once I've checked into a new base" (Interview 18). 

Active personnel also describe the loss of provider relationships that result when 

providers or patients move; "When you move, you don't get that stuff' (Interview 1). 

Military health care providers have duties n=2 (0.7%) and requirements than just 

seeing patients. Military personnel and providers have training requirements, such as 

weapon qualification, attending committee meetings, or leaving on temporary duty. 

Consistency in care and follow up are affected by this issue. Military providers are thus 

often called to perform other duties. "He said to come back in 5 days. I showed up 

dutifully 5 days later and they said, 'Oh the doctor is not here'" (Interview 18). 
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Health Care Staff. The category of health care staff (n=68, 26.5%) is defined as 

deportment and demeanor of military medical personnel. This barrier category identifies 

behaviors displayed by health care workers during patient encounters that inhibit patient 

comfort and trust. The subcategories in Health Care Staff are: (a) poor interpersonal 

skills, (b) provider attitude, ( c) provider follow through, ( d) staff inexperience, 

( e) opposite sex providers, and (f) over aggressive treatment. 

Poor interpersonal skills (n=25, 10%) are described by participants as 

insensitivity, poor communications skills, and the perception that providers do not care 

about patients. "I just felt like they didn't really care that much about it" (Interview 21 ). 

Participants describe providers as not taking patients seriously when the describe their 

symptoms and complaints. "Explain to them, all ofmy symptoms without, you know, 

being asked, 'Well, are you sure that's what's going on?' 'Are you sure you just, it's not 

just in your head?'" (Interview 5). 

A common provider attitude (n=22, 8.6%) related by participants as barriers are 

providers that wish they were civilians. Provider attitudes are defined as provider 

sentiments that do not make patients feel comfortable. Participants describe providers as 

not wanting to be in the military because they feel they are not making as much money as 

their civilian counterparts. Providers are also described as bitter about owing time to the 

military as pay back for medical school scholarships. "I just think it's so wrong, that they 

should be bitter about having their whole medical situation paid for" (Interview 1 ). 



Patients also have the impression that providers only want difficult cases and are bored 

with routine patients. "They want to be maybe more challenged. 'Oh look at this neat 

thing.' I think that maybe with doctors want" (Interview 26). 
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The subcategory of provider follow through (n=9, 3.5%) is defined as the lack of 

persistence in patient care by health care workers. The lack of post operative follow up 

typifies this code. "Surgery was back in May and I haven't been seen in the clinic" 

(Interview 22). Poor follow up is also identified from routine health screening "I've never 

had one once I got my commissioning physical. That is that. They said, 'Oh, that will 

generate a physical.' I said, 'OK' And you know, still waiting" (Interview 16). 

Provider and staff inexperience (n=6, 2.3%) are described as significant barriers to 

Active Duty personnel. Participants have the impression that providers come straight 

from school into the military to pay off loans and do not have the expertise needed to take 

care of patients. "The provider was brand new right out of medical school and was just 

scared to death on operating on somebody's spine. I think that is just new doctors and in 

the military you tend to get a lot of those" (Interview 18). 

The category of opposite sex providers (n=3, 1.1 %) were mostly in the context of 

female wellness and clients feel women are better at taking care of womens' needs than 

men "I really hate men gynecologist, I think, particularly in OBGYN females are more 

prone to say, 'It's your body you have to make your decisions.' Where as guys get a little 

paternal" (Interview 1 ). 
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Participants describe care received from military providers as over aggressive 

(n=2, 0.7%). Over aggressive care is providers assuming the worst possible diagnosis 

and treating that instead of assuming the complaint is something routine. Over aggressive 

care leads to patient fear and apprehension when receiving care. "Someone else who was 

not me probably would have had an operation that night because I kind of sweet talked 

them into it. But I think any other person would have gotten an appendectomy that night" 

(Interview 14). 

Health Care Constraints. Health care constraints (n=63, 24.5%) are factors that 

prevent beneficiaries from conveniently accessing health care. Health care constraints are 

defined as system impediments that delay health care. The category of Health care 

constraints has five subcategories: (a) system fatigue, (b) specialty appointments, 

( c) location not near MTF, ( d) getting routing appointments, and ( e) long waits at clinics. 

The U.S. Military Health System is designed to meet the health needs of active 

military personnel. Active personnel describe the inability to get health care because 

clinics and appointments are crowded with retirees and family members. This 

subcategory is identified as system fatigue (n=22, 8.6%). System fatigue is associated 

with a system meeting the needs beyond its capacity or original intent. "There are military 

family members who won't buy aspirin because they can go to sick call and get it for free. 

That is the perception. That's bullshit. If they had to pay you know a$ 20 visit fee they 

would go buy aspirin when they are not sick and they are blocking up the system" 

(Interview 18). 



Many participants describe problems getting appointments at specialty clinics 

(n=l 7, 6.6%). Getting appointments in specialty clinics is defined as the difficulties of 

accessing specialty care. Interviews relate stories of participants waiting months for 

appointments at specialty clinics. Participants also describe waiting years for referrals 

and still not being able to have health issues resolved. "Referrals are difficult. 

Dermatology referrals are practically impossible, took me 7 years to get into to see an 

ENT doctor to get part of my septum repaired" (Interview 18). 
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Geographical location (n=12, 4.7) is identified as a system barrier for active 

personnel because of the availability of services. Problems associated with geographical 

location include assignments in foreign countries, assignments not near a military post 

such as recruiting, and limited services at duty station. "I had to travel 2 and a half hours 

probably the worst part just being sick and having to drive that far to get care" (Interview 

27). 

Primary care appointments (n=6, 2.3%) are described in some interviews as 

difficult to get. Interviews describe participants being turned away from clinics because 

clinics only treat active duty personnel or only treat retirees and dependants. "I wait a 

few days, its kind of hard to get in. They will give you an appointment, but not at the time 

that you want it. be four or five days later" (Interview 11 ). Military personnel are 

required to go to sick call if ill before reporting for duty, so it is possible for them to 

receive primary care without an appointment. The barrier of primary care appointments 
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refers primarily to beneficiaries who desire to be seen as a specific clinic. 

Long clinic waits (n=6, 2.3%) are defined as waiting in the clinic to be seen by a 

provides. This subcategory is described by the participants as inconvenient, frequent, and 

bothersome "I mean my time is important. I get very irritated when I go to a clinic and 

sit there and wait 2 hours and then they feel like I have wasted their time" (Interview 22). 

Primary Care Processes. Interviews of active duty personnel revealed the category 

of primary care as a barrier (n=36, 14%). This category describes the problems Active 

Duty personnel have with consistency of health care. This unique category to the active 

duty participants is defined as impediments to continuity of primary care. Primary care is 

having a single provider or group of providers that provide all general health care. 

Primary care processes has 3 subcategories: (a) never see same provider, (b) no follow up, 

and ( c) lost records. 

Participants describe not seeing the same provider n=27 (10.5%) as a barrier in 

many diverse ways. This subcategory is defined as seeing different providers every time 

the person requires health care. The procedure of going to sick call contributes to the 

notion of not seeing the same provider and frequently relating the same story over again. 

"We never saw the same person ... you kind of get whoever you get" (Interview 16). 

Active personnel remonstrate about how individual providers will treat the same 

condition differently and have no idea what other providers have tried before. "It's not 

like going to a group of family practice doctors where they can talk to each other" 



(Interview 22). This is a barrier because medications or treatments are changed 

frequently instead of adjusting what was already prescribed. 
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The lack of follow up (n=6, 2.3%) in primary health care is problematic for active 

personnel. Interviews relate stories of personnel not having routine health care screening 

or a health issue is identified on screening and the person never hears anything after the 

screening is complete. "Nobody ever comes after me to tell me to get my shots up to 

date. I don't, you know every year I am suppose to get stuff." (Interview 1). 

Lost records (n=3, 1.1 % ) make up the third subcategory in the category of primary 

care. Participants state this as particularly concerning because they see so many different 

providers. "You see it wouldn't be that bad if everything they saw you for got into your 

record. But if it doesn't get into your record" (Interview 22). 

Oppressive Milieu. Participants describe the U.S. Military Health System 

environment as one that rewards those who are assertive and runs over patients who are 

timid and passive. Oppressive milieu (n=15, 5.8%) is defined as: Intimidating and 

domineering environment in which the U.S. Military Health System is situated. 

Oppressive Milieu has two subcategories: (a) the system mandates active/assertive 

patients and (b) a propensity for labeling by health care staff. 

Participants describe the U.S. Military Health System environment as one where 

patients have to be demanding (n=12, 4.7%) to get care or services and passive patients 

get run over. "Because you know, intimidation works. And I am not above that. 

Especially when it comes to my own care" (Interview 1 ). "I was just a total bitch about it 
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and finally they said OK fine" (Interview 18). 

Participants feel that health care workers have a propensity to label (n=3, 1.1 %) 

patients. Labeling is when health care workers identify a patient by reputation, such as a 

"nervous mom" or "frequent flier." This is a barrier because providers tend not to take 

labeled patients seriously. "I'm a nervous mom and I come in with my kid ... ummm ... that 

I can understand how that kind of frequency may have some instances where they were 

dismissed" (Interview 14). 

System Facilitators, Civilian 

System facilitator categories described by civilian participants and their 

corresponding subcategories and frequencies are found in table 5. The following section 

is a description of the categories and their subcategories using exemplar quotes. 



Table 5 

System Facilitators: Civilian Beneficiaries (n= 225 data units) 

Category /Subcategory 

System familiarity 
not motivated by money 
patient feels in control 
faith/comfortable in system 
chain of command 
status 
professionalism of military staff 
fraternity 
rank 

Military Health System processes and structures 
short wait times 
flexible system 
referrals and speciality care/second opinion 
equal priorities (Tricare) 
easy to get appointment 
knowing a name 

Staff characteristics 
individual personality traits 
informative/honest/ open provider 
not appearing rushed 
provider competence 
provider with life experience 
same sex provider 

Provider consistency/relationship 
familiar with patient 
not feel like a number/provider accessibility 
personal connection 
better follow through 

n (% of total data units) 

65 (28.9%) 
18 (8%) 
12 (5.3%) 
10 (4.4%) 
6 (2.6%) 
6 (2.6%) 
5 (2.2%) 
5 (2.2%) 
3 (1.3%) 

60 (26.7%) 
16 (7%) 
14(6.1%) 
9 (4%) 
9 (4%) 
8 (3.5%) 
4 (1.8%) 

53 (23.6%) 
21 (9.2%) 
15 (6.6%) 
6 (2.6%) 
5 (2.2%) 
4 (1.8%) 
2 (0.9%) 

47 (20.9%) 
16 (7.1 %) 
13 (5.7%) 
10 (4.4%) 
8 (3.5%) 

81 
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System Familiarity. System familiarity (n=65, 28.9%) is defined as consumer 

expertise with or knowledge of military systems, structures, and culture. This category 

pertains to many features unique to military service. Many of these features are 

intangible such as a sense of bond with other service members or respect that comes from 

wearing the same uniform or having a sense of family even among civilians in the 

community. Other aspects of this category relate the formal structure of the military such 

as rank or chain of command. System familiarity has eight subcategories: (a) not 

motivated by money, (b) patient feels in control, ( c) faith/comfortable in system, 

( d) chain of command, ( e) status, ( f) professionalism of military staff, (g) fraternity, and 

(h) rank. 

The U.S. Military Health System is not a traditional fee for service system (n=l 8, 

8%) or a system that requires complicated reimbursement procedures when receiving care 

at an MTF. Clients describe this as a benefit because individual providers are motivated 

to make people better instead of worrying about making money. "I go to a civilian doctor 

he seems to want me more for the money, the military they are getting paid and they are 

just getting me back to well and back to living" (Interview 30). The concept of no 

monetary cost to beneficiaries is described by clients; "you can't beat the price that I paid 

for my kids" (Interview 15). The availability of services at an MTF without cost 

contributes to patient willingness to use services. 

Clients describe the perception that patients have more control (n= 12, 5 .3 % ) in 

the U.S. Military Health System than in civilian health care because they get more respect 
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and are on a more even level as the providers. "I argue with them and they argue back. 

They say, 'OK. you want it that way then we'll do it that way" (Interview 30). Patients 

feel independent because they are expected to perform certain duties when receiving care 

as inpatients. "I go up and take my own blood pressure, take my own temperature, write 

it down in the book and leave it there. In a civilian hospital, 'Oh no.' They have to tell me 

and all this and that. It is just that how independent I feel in a military hospital" 

(Interview 30). Beneficiaries of the U.S. Military Health System describe the sense of 

participatory care they feel; "actually gives you back the power that somewhere a long the 

line was taken away from you" (Interview 20). 

Faith in the system (n=l 0, 4.4%) refers to the clients' confidence that they will be 

taken care of and often described as past positive experiences. "Never had a bad 

experience? That's why I'm glad to go back" (Interview 8). Comfortable in the system 

is described as policies that enforce quality of care "I don't choose to believe that they 

would be setting me up an appointment with someone that had never done a pap smear. 

I just, so that is my faith in the system" (Interview 28). 

Chain of Command (n=6, 2.6%) is the concept that there is always someone in a 

position of authority over someone else. Chain of command is described by civilian 

participants as knowing where to take grievances or complaints. Participants describe the 

ability to ask for chief of a service or talk to the hospital commander as a way to remedy 

disagreements with providers. "I went downstairs and I said to the receptionist, 'I want 
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to see the pediatric commander" (Interview 17). The knowledge that they can always go 

to someone higher is comforting and makes the participant feel more in charge of their 

situation. 

Status (n=6, 2.6%) describes someone's position within the U.S. Military Health 

System and is also described in the Active Duty section. There is no standard method of 

prioritization at MTFs and the benefit of status changes depending on the policies of the 

specific MTFs. Dependants describe they receive better care than active duty personnel. 

"They have shifted focus to women and children. To dependents. Not necessarily giving 

the active duty person priority or what they need" (Interview 28). "I think that they treat 

the dependents better than they do the active duty" (Interview 10). 

The participants describe military personnel as more disciplined and more 

professional (n=5, 2.2%) than their civilian counterparts. "A lot of it was just the 

personal appearance and the way they presented themselves. Out in the civilian hospitals 

they were not as professional" (Interview 10). Participants describe the process of 

military indoctrination as responsible for the way all patients are treated with respect and 

an attitude of helpfulness. 

Fraternity (n=5, 2.2%) is described by participants as feeling like one big family. 

This category is consistent with the Active Duty category. "I'm part of the military and 

even right down to the lowest corpsman they seem to think we are all sort of one family" 

(Interview 30). Fraternity extends to all members of the military community. 
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Rank (3, 1.3%) extends to the civilian group because patients can use the name 

and rank of a provider to threaten or intimidate health care staff. "Seeing how you don't 

outrank a commander, I suggest that you pull rear-end out of that seat, and you go get 

somebody in here who knows what they are talking about" (Interview 10). 

U.S. Military Health System Processes and Structures. U.S. Military Health 

System Processes and Structures (n= 60, 26.7%) are elements that expedite the process of 

obtaining health care. This category equates to health care access and convenience issues. 

The subcategories of this category are: (a) short wait times, (b) flexible system, 

( c) referrals and specialty care, ( d) equal priorities (Tricare ), ( e) easy to get appointments, 

and (f) knowing a name. 

Participants describe short wait times (n=16, 7%) at clinics and between calling 

and the appointment scheduled. This pertains to same day appointments and specialty 

appointments. "Your appointments are made very quickly. You don't tend to have to 

wait very long to see one of the doctors or the nurse practitioners" (Interview 20). This is 

most likely different from the active perception of long wait times because civilian 

beneficiaries are used to making appointments and waiting. 

To many outsiders the U.S. Military Health System may seem like a rigid 

unyielding system, however, many of the participants describe it as flexible (n=l4, 6.1 %) 

in meeting the needs of beneficiaries. Participants describe situations where they have 

been offered options in order to facilitate health care. "I mean a lot of people are just 

really hung up on that. 'Well I couldn't get in for 3 weeks.' Well, OK. If you're sick right 
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now we are offering you an option" (Interview 28). Participants describe that the system 

is easy to work around if they are flexible and have knowledge of the system. 

Participants describe referrals and specialty (n=9, 4%) care as easy to obtain. "I 

also, I found it was much, I got referrals too specialties very quickly" (Interview 2). 

"family practice is great they go ahead and get me referrals" (Interview 3). 

Participants seem to feel that all beneficiaries in the U.S. Military Health System 

receive equal care (n=9, 4%). They understand that Active Duty personnel have priority 

but feel that does not mean they receive substandard care. "They take care of you just as 

good as they take care of the ones that's one duty" (Interview 19). "Better care? I don't 

think so because it's the same physicians. Faster, yeah" (Interview 28). Many interviews 

state that the implementation of Tricare is responsible for their receiving the same care as 

active duty personnel. 

Appointments (n=8, 3.5%) are described by participants as easy to get by calling 

the appointment line. Participants outline the ease of getting available appointments. 

Getting an appointment is as easy as; "calling the 1-800 number and you request who 

you want to see" (Interview 10). 

Dependents and retirees describe knowing the name (n=4, 1.8%) of a provider as 

an important way to speed up the health care process. By asking for a provider by name, 

the participants feel they have credibility with the appointment scheduler and they get 
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appointments more quickly. "We can usually give them two options. Can we see so and 

so or so and so? if you know a couple primary" (Interview 3). 

Staff Characteristics. Staff Characteristics (n=53, 23.6%) are defined as provider 

personality traits that make a patient feel comfortable or satisfied with a provider or 

health care worker. The subcategories for this category are: (a) Individual personality 

traits, (b) informative honest/open providers, ( c) taking time and not appearing rushed, ( d) 

provider competence, ( e) life experience, and (f) same sex providers. 

Individual personality traits (n=21, 9.2%) are described by participants as 

behaviors or attitudes that make providers likable or personable. "It really has to do a 

great deal with the individual doctor that I am working with" (Interview 2). Interview 4 

refers to benefits of having providers that enjoy what they do. "They like to take care of 

people and they want to take care of people." Interview 4 also refers to provider 

communication skills that help. "She was very blunt and very frank and, 'This is what 

you gotta do.' 'You can handle this'" (Interview 4). The concept of feeling like providers 

care about the patient is evident in many interviews. "Like he genuinely cared, and took 

an interest that really helped me in my hospital stay too" (Interview 9). The perception of 

providers caring about patients is further supported "At least kind of pretending that you 

care about me as a person and not an assembly line type of thing" (Interview 13). 

Honest open providers (n=15, 6.6%) refers to a provider's willingness to seek a 

second opinion or confirm a question or diagnosis with another provider. Participants 

respect providers who are willing to confirm with other providers. Participants have 
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more confidence in an accurate diagnosis of providers are willing seek advice. "I would 

rather have someone say, 'Let me double check this.' Um, the new residents would do 

that, and I didn't mind that" (Interview 2). Honest open providers also refers to providers 

willingness to share information with patients "I liked the fact that any time they'd go to 

do something for you they explained what they were going to do before they do it, and 

why they are doing it" (Interview 10). "I felt like she knew what she was talking 

about.she was just very informative" (Interview 13). 

Providers taking time (n=6, 2.6%) was described by participants as not appearing 

hurried or providers showing patience during appointments. "You don't always know if 

you are getting the most accurate diagnosis or whatever but I like at least feeling like the 

doctor or nurse or whoever has seen me or my children, my children mostly, has at least 

cared enough to spend the time on it" (Interview 13). Patients feel validated when 

providers take their time. "I feel like special and they are taking the time but they are 

very professional" (Interview 28). 

Provider competence (n=5, 2.2%) was described by some of the participants as 

the most important staff characteristic. Competence refers to the provider's medical 

knowledge or skill and the ability to make the correct diagnosis or perform procedures. 

Patients tend to overlook provider shortcomings if they feel they have received competent 

care. "I was very happy with the surgeon who did my daughters surgery on her tonsils. 

But, he was like on a treadmill. He, you know, I was just one more patient he had to deal 



with" (Interview 2). Provider competence is the most important characteristic for 

patients. "I think if they take care of the problems is better than liking them" 

(Interview 19). 

89 

Civilian participants described many providers as having no life experience (n=4, 

1.8%) outside of medical education. No life experience is defined as providers not 

having many of the same experiences as patients such as having children or 

understanding many of the same issues that patients have. Participants relate to providers 

who have children as being able to understand the difficulties associated with pediatric 

care at home. "I think you start to get a new view on life when you have children of your 

own, I think it makes a difference. I have always prefer to have my healthcare providers 

have children" (Interview 12). "Many of the physicians have not had children. They 

don't know about the day to day running of a household" (Interview 2). Providers with 

life experience are better suited to understand patient complaints and problems. 

Participants feel that medical education and medical practice cause providers to be 

removed from normal people. "It's all because of the manner" (Interview 22). 

Participants feel that life experience tends to ground providers in reality. 

Same sex providers (n=2, 0.9%) was important to the female participants when 

receiving gynecological or mental health care. "I really do like seeing a female 

gynecologist simply because when you talk about you know changes they can understand 

those changes" (Interview 17). Same sex providers tend to take complaints more 



seriously. "You know women have real problems too. You know it always seems like 

women's problems are all in their head where men have the real problems" 

(Interview 17). 
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Provider Consistency/Relationship. Civilian participants describe the category of 

provider consistency or having a relationship with a provider (n=47, 20.9%) as an 

important facilitator. Provider Consistency/Relationship is the perceived advantage of 

homogeneous provider interaction. Having a relationship with a provider allows patients 

to call and get quick appointments or ask to speak to the provider over the phone. 

Participant interview revealed four subcategories under this category: (a) familiar with 

patient, (b) provider accessibility, ( c) personal connection, and ( d) better follow through. 

Participants describe the benefit that providers are familiar with patients (n=16, 

7.1 %) because the provider already knows the patient. People seek health care at 

different times, so providers who know a patient have an idea of how serious a persons 

illness is based on prior knowledge. Having a relationship causes providers to pay more 

attention to patients. "Somebody knows you, and maybe even cares a little bit, that they 

are going to take that extra effort. To see that you are provided for in a superior way" 

(Interview 12). 

Provider accessability (n=13 , 5.7%) is described as a facilitator because patients 

have an increased ability to obtain health care and information. Patients refer to provider 

accessibility as important because they do not feel care is personalized and that the 

provider cares about the patient. Patients are able to ask questions or get medications 
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ordered without having to go to the clinic and be seen in person. "If I had a problem, I 

could just call her and she would ... she would ... even if she couldn't talk to me right then, 

she would call me back and she would get to the root of it" (Interview 12). 

Participants describe personal connections (n= 10, 4.4%) with providers as similar 

to a friendship. Providers with similar experience such as having children or growing up 

in the same place are more likely to understand and take patient concerns more seriously. 

Personal connections allow the provider and patient to achieve the best solution for the 

patients health needs. "She was a mother, and she was very involved, she seemed to 

really care about my case, I wasn't just another person or a number in the files to 

consider" (Interview 12). 

Providers who consistently see the same patient are more likely to follow through 

(n=8, 3.5%) on patient problems than those who are seeing the patient for the first time. 

Follow through is seeing patient complaints and conditions through to completion. 

Participants feel that the provider cares if they are willing to follow through on patient 

problems. "She goes to bat and ah, it's at the expense of her I think. That's a benefit for 

me, but it's hurting her I think" (Interview 3). Provider patient relationships promote 

honesty and improve treatment adherence. "I'm able to be honest with her. I don't have to 

say, 'Yeah I'm exercising,' because that is what I know she wants to hear" (Interview 15). 



System Barriers: Civilian 

Four categories and their corresponding subcategories are described in this 

section. Table 6 lists the categories, subcategories, and frequencies for each. 

Table 6 

System Barriers: Civilian Beneficiaries (n= 293 data units) 

Category IS ubcategory 

Health system procedures 
relocation practices 
Tricare authorization/reimbursement 
do not automatically see same provider 
changes to retiree benefits 
poor follow through 
training facilities 
decisions made by non medical personnel 
lost records 

Health care staff 
ignoring patients 
poor interpersonal skills 
provider attitude 
over aggressive in treatment 
staff inexperience 

Military processes 
privilege/status 
rank/formalities of 

negative reputation of MHS 
not familiar with MRS/military 
mission first/military mind set 
MHS not designed for families 
providers have other duties 

n (% of total data units) 

92 (29.7%) 
28 (9.6%) 
23 (7.9%) 
15 (5.2%) 
8 (2.8%) 
7 (2.4%) 
6 (2.1%) 
3 (1%) 
2 (0.7%) 

65 (22.7%) 
24 (8.4%) 
15 (5.2%) 
14 (5%) 
8 (3%) 
4(1.4%) 

52 (18.2%) 
19 (6.6%) 
9 (3.1 %) 
9 (3.1 %) 
7 (2.4%) 
6 (2.1%) 
1 (0.7%) 
1 (0.7%) 

92 



Table 6 Continued 

Health care constraints 
specialty care referrals/appointments 
clinic waits 
getting routine appointments 

Oppressive milieu 
system mandates active/assertive patients 
information not freely provided 
propensity for labeling 

50 (17.5%) 
36 (12.6%) 
10 (3.5%) 
4 (1.4%) 

34 (11.9%) 
22 (7.7%) 
9 (3.1 %) 
3 (1%) 

Health System Procedures. The category of Health System Procedures (n=92, 

29. 7%) is defined as processes that encumber health care system processes and the 
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procurement of services. This category has eight subcategories: (a) relocation practices, 

(b) Tricare authorization/reimbursement, ( c) do not automatically see same provider, 

( d) changes to retiree benefits, ( e) poor follow through, (f) training facilities, (g) decisions 

made by non medical personnel, and (h) lost records. 

The subcategory of Relocation practices (n=28, 9 .6%) refers to both provider and 

patients moving. Military life is transient with personnel relocating an average of every 

three to four years. Civilian non active participants described the loss of relationships 

with providers. "I cried when she left, like losing your friend" (Interview 2). The loss of 

services during transition is particularly hard on family members. "I was three months 

pregnant, I had never seen a doctor" (Interview 10). Relocation is also a barrier because 



every MTF has a different system, and patients have to learn the facility they have just 

moved to. 

94 

Participants describe Tricare authorization and reimbursement (n=23, 7.9%) 

processes as confusing and complicated. Patients describe not knowing where to take 

bills for reimbursement. The authorization processes is difficult, and patients often have 

problems with authorization. "The civilian doctors we've spoken to are frustrated with it 

too because their hands are tied" (Interview 3). 

Participants describe that they often do not see the same provider (n=l5, 5.2%). 

Patients often have chronic conditions such as diabetes or hypertension and see many 

different providers. Participants relate tales of seeing providers with different ideas on 

how to treat health problems. Patients felt that seeing the same provider would help 

stabilize conditions instead of making changes every time they see a different provider 

"You'd have to keep asking. They just wouldn't give you the same doctor It's not like you 

are consistently had to go through your whole medical history" (Interview 17). 

The implementation of Tricare changed the way retirees were able to receive care 

(n=8, 2.8%) at MTFs. Retirees over the age of 65 were no longer eligible for care under 

the U.S. Military Health System. Retirees felt the government has broken the promise 

that retirees would always have free health care. "I have to go pay the $10 or $12 dollars 

for the doctor visit when I have to go every week. When you came in the service they 

said that that stuff would be free when you retire" (Interview 15). Participants said they 

would rather receive care from the military than from civilian providers. "I would go 



back to the old system for the military takes care of their own and I wouldn't have to go 

outside to a civilian doctor" (Interview 30). 
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Poor follow through (n=7, 2.4%) is described by participants as a barrier to health 

care. Poor follow through is described by participants as providers not seeing patient care 

through to completion. "They told me 'if you have any problem call back.' And that's 

the end of it. You never here anymore" (Interview 3). Participants also describe delays 

from diagnosing a problem until they are able to get specialty care "and they told me 

there was a problem. Then they couldn't get me to see a genetic person for another 

month" (Interview 15). 

Training facilities (n=6, 2.1 % ) are described by participants as a barrier. 

Participants relate incidents at training hospitals where they felt like "lab rats" or where 

they felt humiliated by the medical education process. "I just feel very much like a white 

rat at that, at the Navy hospital" (Interview 4). 

Decisions regarding health (n=3, 1 %) care are often made by a board process. 

Participants describe the board process for recommendations for care that fall out of 

accepted medical recommendations such as cancer screening prior to recommended ages 

or for unique medical conditions are sent to a medical board. Participants describe the 

medical boards as being made up of people who are not medical personnel. "So for the 

last two years he's put it up in front of the Board. And both times it has been shot down" 

(Interview 4). 
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Participants describe lost records (n=2, 0.7%) as a barrier to care. Patients see 

many different providers, and the record of the patient encounter does not always get into 

the patient chart. Providers often have no idea what medication or treatment has already 

been tried or prescribed. "In about 3 months they made me go to another clinic So when 

I went up to see this other doctor couldn't make heads or tails of the records" 

(Interview 19) 

Health Care Staff. The category of health care staff (n=65, 22.7%) is defined as 

deportment and demeanor of medical personnel. This category of barriers included 

behaviors that medical personnel display in patient encounters that inhibit patient comfort 

and trust. The subcategories in Health Care Staff are: (a) ignoring patients, (b) poor 

interpersonal skills, ( c) provider attitude, ( d) over aggressive treatment, and ( e) staff 

. . 
mexpenence. 

The retiree/dependants group identified being ignored (n=24, 8.4%) as a 

considerable barrier. Participants describe the despondency they felt when they were 

ignored in military emergency rooms and at clinics. "But in all the time that I was there 

nobody said anything to me As far as I could see nobody went out of their way to talk to 

anybody" (Interview 17). 

Poor interpersonal skills (n=l5, 5.2%) are described by participants as 

insensitivity, poor communications skills, and the perception that providers do not care 

about patients. "Did not even look at her in the eye or ask her what was wrong. I just 

didn't feel like she cared about me or my daughter or anything. Just because of the way 
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she didn't...she didn't look at my daughter. She barely looked at me" (Interview 13). 

Poor listening skills also affect how patients perceive providers. "I was talking to him he 

was you know busy writing. I said to him, 'Are you listening to me?' 'I don't know about 

that. Could you put the pencil down and look at me while I talk?'" (Interview 17). 

Participants feel that many provider attitudes (n=14, 5%) are detrimental to good 

health care. One of these provider attitudes is that the care is free and patients should not 

complain. "Some of the doctors there feel as if it's a privilege for the dependents to have 

free medical" (Interview 10). Patients also have the impression that providers only want 

difficult cases and are bored with routine patients. "They would rather treat somebody 

who comes with a bullet or something like that" (Interview 7). 

Numerous participants describe providers in the U.S. Military Health System as 

over aggressive (n=8, 3%) in the care they provide. Over aggressive care is when 

providers assume the worst possible diagnosis and overlook simple problems. "I think 

they're a little over aggressive at times. Which can be a good thing, but it's also, can be a 

scary" (Interview 4). Doctors tend to assume the worse possible scenario. "You know, 

don't, don't start saying, don't start alarming me with, there's some, my son might have 

something" (Interview 4). 

Many participants describe providers as removed or inexperienced in life (n=4, 

1.4%) from society because they have been in medical education and practice so long that 

they forget what the average person goes through on a daily basis. This is described as 
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provider inexperience. Participants state that if providers had families they would be 

more understanding of patients "because they were inexperienced Them being single and 

no children, they weren't fair to her. I think she has a problem" (Interview 7). 

Military Processes. Military Processes (n=52, 18.2%) are components that arise 

from military customs, formalities, and regulations. Military Processes are defined as 

determinants associated with military culture. Subcategories in the Military Processes 

category are: (a) privilege/status, (b) rank, (c) negative reputation of MHS, (d) not 

familiar with MSH/military, (e) mission first/military mind set, (f) MHS not designed for 

families, and (g) providers have other duties. 

The concept of status or privilege (n=l 9, 6.6%) is based on the distinct class 

system under which the military operates. Several participants describe status as a barrier, 

whether they are on active duty or a civilian. · Civilian participants described the 

availability of services based on status. "If you're a high ranking officer's wife then you 

can have plastic surgery done but if you're an enlisted man's wife you get treated 

differently. It's like you're health problems aren't as important as the officer's wives" 

(Interview 20). Participants have the perception that services are only available to 

persons of a certain status. 

The category of rank (n=9, 3.1 %) is similar to that of status in that interaction 

between personnel in the armed forces is formal and follows a hierarchical structure. The 

barriers involved with rank revolve around not being able to identify a provider by license 

or the type of provider, Doctor, Nurse Practitioner, or Physician Assistant. Participants 
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describe providers by rank instead of professional title and do not know what type of 

provider is seeing them. "In the military if somebody is an officer and they are a doctor 

whatever, hey doc, we don't get down to the, I'm a nurse practitioner or whatever" 

(Interview 15). 

Civilian participants describe the reputation of the US. Military Health System 

(n=9, 3.1 %) and the rumors they heard prior to entering the system. "Everybody told me 

how bad military healthcare was going to be. And what a bureaucracy it was, and how 

impersonal it would be. I would never get the same care I was used to on the civilian 

side" (Interview 2). This is a barrier because it affects participants' perception and 

willingness to seek health care. "You hear nightmares about military hospitals I just take 

all that kind of stuff with a grain of salt, but a lot of military dependents they believe that 

when they hear it" (Interview 10). 

Lack of familiarity (n=7, 2.4%) with the military and U.S. Military Health System 

is a barrier because it inhibits people from easily navigating the system and understanding 

how to access care; "culture shock that I went through" (Interview 20). Learning the U.S. 

Military Health System is a frustrating process for some. "With the military healthcare 

you have to go through the, the tears, the hierarchy before you can find somebody" 

(Interview 2). 

Military mind set (n=6, 2.1 % ) is associated with values necessary for mission 

accomplishment. Military mind set is described by participants as detrimental to care 
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because military personnel are a bunch of drones with no mind of their own. "I have a 

real negative opinion, one, about the military to begin with, and most people that are in 

it" (Interview 10). Dependants also comment on how active duty do not get good care 

because "that mind set you know suck it up and take it. You can handle it type thing" 

(Interview 28). 

The U.S. Military Health System is not designed for families (n=l, 0.7%) relates a 

barrier identified by one participant. It referrers to the issue surrounding the primary 

mission of the U.S. Military Health System which is support of the health needs of the 

active force. Today the U.S. Military Health System is performing a service it was not 

originally designed for. Civilian participants feel like they are an afterthought and not as 

important as active personnel " .. .if the military had wanted you to have a family they 

would have issued you one" (Interview 20). 

Participants also understand that military health care providers have duties (n=l, 

0.7%) other than just seeing patients. Military officers often have duties outside of health 

care, such as administrative duties or going on temporary duty. "She is the executive 

officer for the hospital. So she could easily say, 'Yeah I'm too busy" (Interview 15). 

This is a barrier because providers are often unavailable to see patients. 

Health Care Constraints. Health care constraints (n=50, 17.5%) are factors that 

prevent beneficiaries from conveniently accessing health care. Health care constraints are 

defined as: Impediments that delay health care. Health care constraints has 3 



subcategories: (a) specialty appointments, (b) long waits at clinics, (c) getting routine 

appointments. 
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Many participants describe the process of obtaining referrals and appointments at 

specialty clinics (n=36, 12.6%) as very difficult and time consuming. Problems accessing 

specialty clinics was the most common barrier coded in the data. Participants describe 

getting lost between primary care and the referrals. "And in between, ah, you tend to get 

lost. The referral system is somehow breaking down" (Interview 3). Interviews relate 

stories of participants waiting months for appointments at specialty clinics. "She's been 

bounced around, needed surgery, and hasn't gotten it yet. It took her forever to get 

referred to the Urologist" (Interview 3). 

Long waits at clinics (n=lO, 3.5%) and emergency rooms are described by the 

participants as inconvenient, frequent, and bothersome. "I didn't like it, because they 

have so many people you see so many doctors the end, they sent me home with a ... what? 

Something like a Dimetapp or something like that" (Interview 7). "Worst type of 

experience that I would have had would have been in a situation where they have been 

running behind and late and it was just very annoying" (Interview 28). 

Primary care appointments (n=4, 1.4%) are described in some interviews as 

difficult to get. "Yes, scheduling is still a problem. And you've gotta know somebody to 

get in, in a hurry Otherwise you wait like two or three weeks to get in" (Interview 3). 
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Interviews describe participants being turned away from clinics because clinics only treat 

active duty personnel or only treat retirees and dependants. 

Oppressive Milieu. Participants describe the U.S. Military Health System 

environment as one that rewards those who are assertive and runs over patients who are 

timid and passive. Oppressive milieu (n=34, 11.9%) is defined as intimidating and 

domineering environment in which the U.S. Military Health System is situated. 

Oppressive Milieu has three subcategories: (a) system mandates active/assertive patients, 

(b) propensity for labeling, and ( c) information not freely provided. 

Participants describe the U.S. Military Health System environment as one where 

patients have to be demanding (n=22, 7.7%) to get care or services. "I think the care is 

fine. But if you are a meek person, its not. I think you have to be determined, or, you 

know, demanding to get what you want" (Interview 10). Participants describe how they 

have to be assertive when receiving health care. Participant noted that questioning 

provider diagnosis and treatments leads to more comprehensive and accurate care. "I 

think the patients themselves really have to speak up" (Interview 17). 

A subcategory unique to civilian participants was that information is not freely 

provided (n=9, 3.1 %). Participants describe how information and questions are provided 

only when prompted by patients. "You really need to ask those questions. Not just trust 

that a doctor knows what he is doing" (Interview 17). 

Participants feel that health care workers have a propensity to label (n=3, 1 %) 

patients. Labeling is when health care workers refer to patients by reputation. Patients do 
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not use health care because they do not want to be labeled as a "nervous mom" or 

"frequent flier." "Every doctor and every physician assistant that sees my daughter could 

see it. You know, so they weren't paying much attention. And probably they said, 'Oh 

this mom brings this child all the time'" (Interview 7). The propensity of health care 

workers to label patients is further supported; "'Do you work?' I said, 'What does that 

have to do with it?' He says, 'Well I think you are being an over protective mother'" 

(Interview 17). This quote confirms the devastating consequences of labeling patients. 

Summary. This section addressed separately the barriers and facilitators of Active 

Duty participants and Civilian participants. Many of the categories were similar, the real 

differences lay in the subcategories. Factors such as continuity of care were barriers for 

Active Duty but not for Civilians. The category of Health system procedures was an 

issue for civilians but not for active. Many assumptions can be inferred from these 

findings. Continuity of care is a problem for Active participants because the system is 

more convenient and easier for them to access. The reverse if possible for the Non active 

duty, convenience is an issue because they are more concerned with continuity of care. 

Research Question 2 

Research Question 1 asks What are the perceived barriers and facilitators to care 

of beneficiaries receiving health care from the U.S. Military Health System? After coding 

and considering the groups of Active and Non active participants separately, the data was 

further reduced and abstracted to deduce the overarching perceptions of beneficiaries in 

the U.S. Military Health System. 
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System Facilitators. After further abstraction the facilitator category of Portability 

was no longer included in the facilitators. Table 7 is the list of Facilitators, occurrence of 

data units and percent of total data units. 

Table 7 

System Facilitators (n= 428 data units) 

Category 

Staff Characteristics 

System Familiarity 

Military Health System Processes and Structures 

Provider Consistency /Relationship 

n (% of total data units) 

129 (30.1 %) 

117 (27.3%) 

113 (26.4%) 

69(16.1%) 

The categories of Staff characteristics (n=129, 30.1 %), System familiarity (n=ll 7, 

27.3%), Military Health System processes and structures (n=l 13, 26.4%), and Provider 

consistency/relationship (n=69, 16.1 %) were consistent with the previous descriptions 

and definitions from Question 1. 

System Barriers. Further data reduction and reflection of the two groups 

necessitated the need to discard the Active Duty category of Primary Care and the Non 
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active Duty category of Health System Procedures. The category of Primary care was 

eliminated because it was not applicable to the Non active Duty participants or any other 

category. The category of Health System Procedures was discarded because it had no 

category similar to it in the Active duty group. See Table 8 for the remaining System 

Barrier categories and number and percent of data units. 

Table 8 

System Barriers (n= 439 data units) 

Category 

Military processes 

Health Care Staff 

Health Care Constraints 

Oppressive Milieu 

n (% of total data units) 

144 (32.8%) 

133 (30.3%) 

113 (25.7%) 

49 (11.1 %) 

Definitions of these categories are congruous with the definitions discussed 

previously under Research Question 1. 

Summary 

Chapter four providers the results of the data analysis. Barrier categories 

common to both active and non active duty groups were discussed. Some subcategories 
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of these categories were unique to the different subsamples. The common barrier 

categories are military processes, health care staff, Health care constraints, and oppressive 

milieu. Common facilitator categories of system familiarity, U.S. Military Health System 

processes and structures, and staff characteristics were discussed. 

Categories unique to the active duty groups were the barrier category of primary 

care, and the facilitator categories of provider choice and portability. Civilian categories 

were the barrier category of health system procedures, and the facilitator category of 

provider consistency/relationship. The results of the data analysis showed that there were 

many similarities between the two groups, however, many differences also exist. 



CHAPTER FIVE 

DISCUSSION 

In this chapter, the research findings are discussed in relation to the conceptual 

orientation and reviewed literature. Also discussed in this chapter are the study 

limitations, implications for nursing, and recommendations for further research. 

Relationship of Findings to Conceptual Orientation 
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It is important to remember that the Revised Health Promotion Mode (Pender, 

1996) is a health promotion model. Even though the Revised Health Promotion Model is 

designed for use in health promotion, many parts of the model apply when looking at 

client perceptions of health care systems in general. 

Barriers 

The concept of barriers to health care fits well with Pender's concept of Perceived 

Barriers to Action. She states "barriers may be real or imagined. They consist of 

perceptions concerning the unavailability, inconvenience, expense, difficulty, or time 

consuming nature of a particular action. Barriers are often viewed as the blocks, hurdles, 

and personnel cost of undertaking a particular behavior" (Pender, 1996, p. 69). All the 

barrier categories found in this study could fit into her description identified by Pender. 

However, many of the categories have implications for other parts of her model as well. 

The categories of Military Processes, Health care constraints, Primary Care, and Health 

System Procedures as described in Chapter Four apply directly to the concept of 

Perceived Barriers to Action (See Figure 2). 
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Note. From Health Promotion in Nursing Practice (p. 67), by N. Pender, 1996, Stamford, 

CT: Appleton & Lange. Copyright 1996 by Appleton & Lange. Reprinted with 

perm1ss10n. 



109 

The category of Health Care Staff is applicable in the Heath Promotion Model in 

the concept oflnterpersonal Influences. According Pender, interpersonal influences are 

cognitions concerning the behaviors, beliefs or attitudes of others that affect the 

commitment of a person to the plan of action and to the health promotion behavior 

(Pender, 1996, p. 70). The findings of this study indicate that attitude and behavior of 

health care providers and staff are especially important to participants, 24.5% of all 

barrier coding units were in the category of Health Care Staff. Behaviors and attitudes of 

health care staff were the most frequently identified category in the data. 

The category of Situational Influences in the Health Promotion Model (Pender, 

1996) is particularly interesting in relation to this study. The categories of Oppressive 

Milieu and System Familiarity fit into the categories of Perceived Barriers and Situational 

Influences. Pender describes Situational Influences as personal perceptions and 

cognitions of any situation or context can facilitate or impede behavior (1996, p. 71 ). 

Participants describe the U. S. Military Health System as an environment where patients 

have to be assertive and speak up for themselves in order to get what they want. The 

opposite of that view is that passive quite patients do not always get needed care of 

services. 

The data from this study suggests that the context or environment in which care is 

received as well as interpersonal interactions have the most consequential impact on 

patient perceptions of care. The two concepts of Interpersonal Influences and Situational 

Influences have more repercussions on patient perceptions than the concept of Perceived 
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Barriers to Action. The impact of Situational Influences and Interpersonal Interactions in 

this study was an unexpected finding. 

Facilitators 

The interpretation of facilitators in the context of the Pender' s Health Promotion 

Model is more difficult than the concept of barriers. Literature supports the use of the 

Pender's model in assessing facilitators to care, (Arvanitis and Plichta, 2000; Nies, 

Vollman, and Cook, 1998) however, the model does not specifically address or define 

facilitators. The Health Promotion Model is designed for use in health promotion 

behaviors and the model does not specifically address the concept of facilitators in a 

systems context. The category of Perceived Benefits of Action does infer a relationship 

to facilitators to care as originally conceptualized in Chapter One. Perceived Benefits of 

Action are mental representations of the positive or reinforcing consequences of a 

behavior (Pender, 1996, p.68). Data analysis and reflection of the model now suggest the 

concept of facilitators is an underlying assumption of the Revised Health Promotion 

Model rather than stated, and therefore a testable concept. 

The data from this study suggest that facilitators prevail in many areas of the 

Pender' s Health Promotion Model. The categories of Staff Characteristics and Provider 

Consistency/Relationship could apply in the notion of Interpersonal Influences as a 

determinant of health behavior. Interpersonal Influence is described in the data as both a 

barrier and a facilitator, depending on whether the interaction is positive or negative. 

Participants describe caring, concerned providers desirable. Interviews describe positive 
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interaction with providers make them feel like individuals and cared about. "You really 

know that this person cares about you personally and that you are not just another number 

in their list of people that they see everyday" (Interview 20). These perceptions result in 

the use of the U.S. Military Health System and therefore are facilitators of care. 

Interpersonal Influences are barriers when they discourage participants from using 

services or returning for follow up care. "This man just has the worst bedside manner. 

He treats people like they are cattle. I absolutely refuse to see him at all" (Interview 20). 

Interpersonal Influences also lead to patients inability to communicate and feel like the 

provider cares about patients. "They would repeat things like I was an idiot. They would 

not clearly answer my questions" (Interview 2). 

Situational Influences is another applicable area of the model. Situational 

Influences are personal preconceptions and cognitions of any situation or context that can 

facilitate or impede behavior (Pender, 1996, p. 71 ). Situational Influences include 

perception of available options, demand characteristics, and aesthetic features of the 

environment. The categories of MHS System Processes and Structures, Provider Choice, 

and Portability fit in the concept of Situational Influences. 

The category of MHS Processes and Structures focus on the ease and flexibility of 

the environment of the U.S. Military Health System. In this category, participants 

described the ease and availability of services with the least amount of effort, walk in 

care, short wait times, and lack of paperwork are just some of the subcategories 



identified. These subcategories also affect the demand characteristics required by the 

patient, making care convenient and easy to obtain. 
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Provider Choice is a category that focuses on options. Participants describe, the 

ability to see or refuse to see a particular provider as an important option when receiving 

health care. This fits the concept of Situational Influences in the model because it 

provides clients with options that increase the allure of receiving health care. 

Portability relates to the construct of Situational Influences in that beneficiaries 

can receive care at any time at any place. The knowledge that beneficiaries can receive 

care regardless of time or location is an important aspect in having trust in the health care 

system and increases the likelihood that beneficiaries will access the system for care. 

An interesting finding in this study is the category of System Familiarity. System 

Familiarity is associated with the concept of Activity Related Affect. Activity Related 

Affects are the emotional responses to a behavior and are categorized in three areas: (a) 

emotional arousal to the act itself, (b) the self acting, or ( c) the environment in which the 

action takes place. System Familiarity focuses on intangible aspects of receiving care 

from the U.S. Military Health System. Subcategories such as fraternity, status, feeling in 

control of care, and being comfortable in a familiar environment are all emotional 

responses to receiving care in the U.S. Military Health System. 

Summary 

Pender' Revised Health Promotion Model (1996) was used as the conceptual 

orientation for this study. This model, although designed for use in health promotion is 
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widely used in literature (Becker, Stuifbergen, and Sands, 1991; Nies, Vollman, and 

Cook, 1998; Wynd, Bonnefil, and Harris, 2001) when discussing barriers and facilitators 

to care. The model did not work as originally conceptualized in Chapter One; however it 

is still valid when discussing barriers and facilitators to care if facilitators are conceived 

as an underlying assumption of the model and the data are applied to three distinct model 

concepts that directly affect behavioral change. 

Relationship of Findings to Literature Reviewed 

The results of this study are consistent with much of the literature reviewed. 

Many of the categories discovered in this study are consistent with findings of other 

studies. 

Barriers and Facilitators to Care 

Davies, et.al (2000) discuss male socialization as the most important barrier when 

looking at the health of male college students. Socialization is an important part of 

military training and is the basis for the categories of the subcategory of Military Mind 

Set. Military indoctrination is a socialization process similar to male socialization as 

described by Davies, et. al. Male socialization is described as concealing vulnerability. 

Concealing vulnerability is also common in military personnel "that mind set you know 

suck it up and take it. You can handle it type thing" (Interview 28). 

Nies, Vollman, and Cook (1998) described barriers and facilitators in European 

American women. Findings of this study are consistent with many of the categories 

described by beneficiaries of the U.S. Military Health System. Convenience was a major 
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facilitator in both studies. The facilitator category of MHS System Processes and 

Structures consisted of convenience issues and the ease of getting care with the least 

amount of time and effort. Nies, Vollman, and Cook stated that for exercise programs to 

be successful, the program needs to be highly individualized and related to self 

improvement. Participants in this study described being treated as person and not a 

number as important when receiving care. 

Amonkar, Madhaven, Rosenbluth, and Simon (1999) studied barriers and 

facilitators to care experienced by managed care organizations with regard to utilization 

of preventive services. The findings of this study were inconsistent with the findings of 

Amonkar, Madhaven, Rosenbluth, and Simon. Organizational barriers identified by 

Amonkar, Madhaven, Rosenbluth, and Simon were: (a) inability to generate short term 

savings, (b) consequences of false positives and false negatives, ( c) conflicting 

recommendations about the effectiveness of preventive services. Patient barriers were: 

(a) discomfort of procedure, (b) expensive follow up for positive findings, and ( c) lack of 

insurance. The differences between findings are most likely the result of the unique 

nature of the U.S. Military Health System and differences in the way the health care 

systems are funded. 

Managed Care and the U.S. Military Health System 

Most of the literature reviewed in Chapter Two related to the transition of the U.S. 

Military Health System to managed care. Many of the studies cited Chapter two focused 

on patient satisfaction and access, these were also central categories in this study. 



115 

Campanella, Campanella, and Grayson (2000) described staff behaviors of 

personnel in the U.S. Military Health System. These included taking patient problems 

seriously, showing concern for patient comfort during procedures were significant 

predictors of patient satisfaction. The study by Campanella, Campanella, and Grayson 

supported the notion that positive interpersonal interaction is the an important facilitator 

to patient care. The category of Staff Characteristics as facilitators and Health Care Staff 

as a Barrier are consistent with the findings of Campanella, Campanella, and Grayson. 

Jennings and Loan (1999) described reasons that beneficiaries chose to return to 

the U.S. Military Health System after receiving care from civilian health systems. 

Jennings and Loan described reasons for returning to the U.S. Military Health System as 

loyalty to the specific military treatment facility and loyalty to the military health care 

system. They described reasons for not returning as memories of bad past experience, 

especially long wait times. The results of this study are consistent with the finding of 

Jennings and Loan. The facilitator category of System Familiarity consists of 

subcategories that support loyalty and comfort within the U.S. Military Health System. 

The barrier category of Health care constraints incorporates many aspects related to 

waiting times and delays to health care. 

The findings of this study strongly correspond to the results of a study by 

Arvanitis and Plichta (2000). Arvanitis and Plichta studied the perceptions of quality 

from beneficiaries of the U.S. Military Health System. Arvanitis and Plichta found that 

beneficiaries felt Navy care was not as good as civilian care, it is not easy to get an 
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appointment, and specialty care was not available in a reasonable amount of time. They 

also state that interpersonal communication and poor service was mostly responsible for 

the negative perceptions of Navy care. Beneficiaries reported they had been talked down 

to by providers, and that their condition was all in their head. The results this study 

confirmed those of Arvanitis and Plichta. The barrier category of Health Care Staff 

consisted of subcategories resulting from poor provider interactions and the category of 

Health care constraints consisted of subcategories concerning long wait times and access. 

This study differed from that of Arvanintis and Plichta with respect to poor quality. This 

study did not find that quality of care was poor, only poor service and provider interaction 

was perceived. 

The category of System Fatigue in described is a study by McGraw, Barthel, and 

Arrington (2000). McGraw, Barthel, and Arrington described an attempt to relieve an 

over crowded emergency room by implementing a central triage desk. The original 

problem was patients just showing up without appointments and using the emergency 

room for non emergent health problems and facing long wait times. Participants in this 

study describe similar situations in the category of Health Care Constraints in the 

subcategories of system fatigue, long waits, and getting routine appointments. 

The United States General Accounting Office (September, 1999) reported that the 

U.S. Military Health System was not meeting standards for appointment scheduling. 

Data from this study suggest that standards are still not being met. The qualitative nature 

of this study makes direct comparison impossible. The two opposing categories of Health 
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Care Constraints and MHS Processes and Structures suggest that appointment scheduling 

is still a problem, but that scheduling issues seem to be improving. 

Summary 

The findings of this study are consistent with much of the literature reviewed in 

Chapter two. Consistent with the literature and the findings of this study are the concepts 

of individual care and convenience. Provider interaction with patients is strongly 

associated with patient perceptions of care; positive interaction results in positive 

experience and poor interaction results in negative experience. This study supports these 

beliefs. Two categories not described in literature, Provider Choice and Oppressive 

Milieu, were not found in the literature. Provider Choice was a facilitator category 

unique to the Active Duty sample and may signify some factors exclusive to Active Duty 

beneficiaries. The category of Oppressive Milieu though not supported in literature may 

result from situational/environmental traits exclusive to the U.S. Military Health System 

for which there is a lack of research. 

Discussion of Findings 

There were many interesting findings related to the research questions and the 

categories that emerged through the data analysis. 

Research Question 1 

Research Question 1 asks what are the differences in perceptions of active duty 

personnel and civilians receiving care from the U.S. Military Health System? Unique 

facilitator categories among Active Duty participants were Provider Choice and 
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Portability. The unique facilitator categories found in the Civilian data was Provider 

Consistency/Relationship. The most probable explanation for these differences is best 

found in the data. Active duty personnel described the ideal system as one that is 

convenient, easy, problem-focused and does not take a lot of time. Civilian personnel 

described a desire for relationships and individualized care. In Interview 18, an active 

duty person summarizes those differences. "Those are .. .it's generally family members 

and predominately women and children who want a relationship with their physician. I 

need drugs when I'm sick and I need the problem fixed when I have a problem, which is 

very seldom. I want it fast." 

Each group had a category of unique barriers, the category of Primary Care for 

Active Duty, and the category of Health System Procedures for Civilian participants. 

Primary Care was not an issue for the civilian group. Initial coding and data analysis 

revealed that most of the civilian personnel were inclined to see the same provider even 

though they actively had to pursue seeing that same provider. Active Duty personnel 

access health care differently than the Non Active Duty group by going to sick call 

instead of scheduling appointments. The process of scheduling appointments allows the 

civilian participants to seek continuity of care, an option not available to Active personnel 

because of sick call procedures. 

Research Question 2 

Research Question 1 asks What are the perceived barriers and facilitators to care 

of beneficiaries receiving health care from the U.S. Military Health System? This 
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question is best answered by analyzing the similarities between the Active Duty group 

and the Civilian group. The common facilitator categories are Staff Characteristics, MHS 

System Processes and Structures, and System Familiarity. These categories were the 

most frequently coded facilitators in both groups, indicating that they are equally 

important for both groups. 

Common Facilitators. The category of Staff Characteristics is consistent with 

literature as an important indicator of patient satisfaction. Participants want competent, 

honest, open, and caring providers. Participants describe treatment as an individual, not a 

number, as important. Interaction with staff has considerable impact on how patients 

view health care. 

MHS System Processes and Structures is a category consisting of subcategories 

that make health care convenient and less time consuming. Participants describe the ease 

at which they access services and do not have to wait long as important facilitators to 

care. The category of MHS System Processes and Structures is best summarized by. "I 

need drugs when I'm sick and I need the problem fixed when I have a problem, which is 

very seldom. I want it fast" (Interview 18). Convenience of care is a central concept to 

this sample. 

The category of System Familiarity was not found in literature pertaining to 

civilian health care systems, indicating that it is unique to the U.S. Military Health 

System. System Familiarity refers to the unique system and culture of the military. There 

is a sense of common bonding between persons with similar experiences and concerns. 
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This sense of togetherness is not evident in civilian health care systems. Familiarity and 

comfort are important to the participants. "Every time I've been forced to go to a civilian 

medical care it just well, I just feel I'm out of my element" (Interview 30). The sense of 

loyalty and bonding was an unexpected finding in this study. 

Common Barriers. Four barrier categories were common across groups. These 

categories were: Military Processes, Health Care Constraints, Health Care Staff, and 

Oppressive Milieu. The categories of Health Care Staff and Health Care Constraints are 

consistent with literature reviewed in this study. Negative interaction between patients 

and providers is often the reason for poor patient satisfaction with services. Health care 

constraints are factors that increase the time or effort a patient is required to expend in the 

pursuit of health care. 

The categories of Military Processes and Oppressive Milieu are not supported in 

literature supporting the idea that they are unique barriers within the U.S. Military Health 

Care System. Military Processes are the result of military culture and practices. Civilians 

are not required to relocate every three to four years or travel to a Regional Medical 

Center for health care. Many of the subcategories in this category do not correspond to 

anything in civilian health care systems. The category of Oppressive Milieu is also not 

recognized in any literature pertaining to civilian health care systems. This category may 

have emerged as a result of participant attitudes and behaviors. It is possible that the 

category of Oppressive Milieu exists in civilian health care systems but has not been 

identified. 
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Summary. Many of the categories found in this research study appear as 

opposites of each other, such as Health Care Staff as a barrier and Staff Characteristics as 

a facilitator. The categories of Military Processes and Military Health System Processes 

also appear opposite of each other. This suggest that the same experience can be 

perceived as a barrier or a facilitator depending on the patient perception. 

Study limitations 

There are four limitations recognized in this study: (a) secondary data analysis, 

(b) purpose of original study, ( c) lack of male participants, and ( d) researcher bias. 

Secondary data analysis is recognized as a limitation because the investigator is not privy 

to clues provided by participants in the initial interviews. Tone of voice and inflection 

are valuable clues to understanding what participants are really trying to communicate. 

Another limitation of secondary data analysis is that the investigator does not have the 

ability to ask participants to clarify or expand on comments or thoughts. 

The purpose of the original study is a limitation of this study. The purpose of the 

original study was to understand the experience of participants receiving care from 

military nurse practitioners. This limitation was taken into account during data analysis, 

however, considerable bias may have been introduced as a result of the original purpose 

of the data. In addition, data that may have been elicited by more direct questioning 

about the barriers and facilitators to care are missing. 

The data consisted of only three male participants. Male participants may have 

different perspectives, expectations, and experiences than female participants. The small 
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number of male participants is important to remember when considering transferability of 

these findings or when considering a change in the U.S. Military Health System based on 

this study. 

The final limitation of this study is potential bias of the researcher. The researcher 

has 11 years active service in the U.S. Military Health System. While this experience and 

potential bias were addressed during peer debriefing with the thesis chair, there is still a 

possibility that the personal experience of the researcher influences the way in which the 

interview data were considered. 

Implications for Nursing 

This study has many important implications for nursing. Military nurses are in a 

unique position to promote change in practice and in systems because of their rank, 

status, and positions. 

The most common identified categories were those that referred to 

patient/provider interaction. These interactions were considered as barriers or facilitators, 

depending on the nature of the interaction. Nurses need to promote an environment 

where the focus of care is the patient. Patient centered, individualized care is described in 

these data as the type of health care beneficiaries like. Positive provider/patient 

interaction is described as an important factor in determining positive patient perceptions 

of care and utilization of services. Customer service is an aspect of patient satisfaction 

that nurses have considerable impact and can directly affect patient perceptions regarding 

health care. 
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In this study system simplicity was a facilitator and system complexity was a 

barrier. Health care professionals can promote patient care by simplifying procedures and 

cultivating ease and convenience of health care. Participants describe familiarity and ease 

of navigation in the system as important facilitators. Nurses are in a unique position to 

listen to patient recommendations and promote change based on patient concerns. 

Recommendations for Further Research 

The findings of this study suggest several areas for further research Among them 

are: (a) differences between retirees and dependents, (b) utilization of services, 

(c) understanding how patients perceive the U.S. Military Health System since the 

implementation of Tricare, and ( d) wether an Oppressive Milieu also exists in civilian 

health care systems as a barrier to health care. 

The data in this study suggest differences in experiences between retirees, and 

family members. Comments such as; "It seems like they take better care of me, then they 

do my wife in some ways" (Interview 3) suggest civilian beneficiaries are treated 

differently based on status. Coding in the data for this study did not allow comparisons of 

retirees and dependants. Further research into the differences between experiences of 

retirees and dependants would benefit both groups. 

Anson, Rosenzweig, and Shwarzmann (1993) identified barriers of care unique to 

women married to men in the Israeli Army. Anson, Rosenzweig, and Shwarzmann found 

that women married to men in the active Army had no differences in their own health 

issues; however they did find that women married to men in the active Army were 
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significantly more likely to seek health care for their children. The data in this study 

suggest similarities between the Israeli women studied and American women married to 

service personnel. Although coding in this study does not allow direct comparison the 

women in this study seemed concerned with child care more than their own care. It 

would be interesting to study the health care habits of women and their children who are 

married to service personnel compared to those in civilian health care systems. 

The implementation of Tricare in the U.S. Military Health System has had major 

impact on beneficiaries and military health care staff. There was support that Tricare has 

improved waiting times and access for retirees and dependents; however findings suggest 

that it has added complexity to the system. Participants in this study had varied opinions 

about Tricare. It would be beneficial to the U.S. Military Health System to further 

explore this area. 

A particularly interesting finding of this study was the category of Oppressive 

Milieu. This category relates to patient behaviors and demeanor as a way to receive 

quality care. The act of receiving health care is often frightening and intimidating to 

many people. No literature was found on wether assertive demanding patients feel if they 

receive better care or more services than quiet passive patients. This is an area that is 

open to further interpretation and study. 
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Summary 

Chapter five included discussion of the study categories and how they related to 

the conceptual orientation and available literature, discussion of the findings, study 

limitations, implications for nursing, and recommendations for further research. 

The findings of this study suggest that beneficiaries of the U.S. Military Health 

System have many different opinions regarding the care they receive. Participant 16 

provides the best summary of the experience ofreceiving health care from the U.S. 

Military Health Service System; "There have been things that I've had to do that I 

wouldn't have had to do in the civilian world but in terms of the end result you know I 

don't feel like I've gotten worse overall care then if I had been a civilian." 
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THE UNNERSITY Of 

Human SubjectS Protection Program ARIZONA. 
TUCSON ARIZONA 

1350 N. Vine Avenue 
P.O. Box 245137 
Tucson, AZ 85724-5137 
(520) 626-6721 

6 November 2001 

Stephen Linck, Master's Candidate 
Advisor: Mary Koithan, Ph.D. 
College of Nursing, Room 427 
PO BOX 210203 

RE: BARRIERS AND FACILITATORS TO CARE IN THE U.S. l\fiLITARY HEALTH 
SERVICE SYSTEM 

Dear Mr. Linck: 

We received documents concerning your above cited project. This project involves the secondary 
analysis of existing data ( data to be provided by co-investigator of the original study, Mary Koithan, 
Ph.D. without individual identifiers). Therefore, regulations published by the U.S. Department of 
Health and Human Services [45 CFR Part 46.IOI(b) (4)] exempt this type ofresearch from review 
by our Institutional Review Board. 

Thank you for informing us of your work. If you have any questions concerningthe above, please 
contact this office. 

Sincerely, 

Rebecca Dahl, R.N., Ph.D. 
Director 
Human Subjects Protection Program 

RD/js 
cc: Departmental/College Review Committee 
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THE UNIVERSITY OF 

College of Nursing ARIZONA4D 1305 N. Martin 

HEALTH SCIENCES CENTER 

-UC 
SUBJECT DISCUIMER 

Clinical Preventive Services 

P.O. Box 210203 
Tucson, AZ 85721-0203 
(520) 626-6154 

You are being asked to voluntarily participate in a study exploring what consumers want 
from health care service providers to improve their overall well-being. The overall aim of this 
study is to help nurse practitioners better understand the health service desires of consumers. 

A telephone m.terview will occur at a time and place convenient for you and will last 
approximately 45 minutes. With your permission, a tape recording of the interview will be made. 
Your identity will not be revealed and your confidentiality will be maintained in all reports of 
this project. 

You may choose not to answer some or all of the questions. Any questions you have will 
be answered, and you may withdraw from the study at any time with no consequences to you 
whatsoever. There are no known risks involved in your participation. 

By responding to questions in an interview, you will be giving your consent to 
participate in the study. Your participation is greatly appreciated. 

Your First Name Only: ______________________ _ 

Your Home Telephone with area code:-----------------

Day or days of the week you prefer to be called: _____________ _ 

Times of the day you prefer to be called: _______________ _ 

Your interviewer's name is Mary Koithan. 

Signature: ________ _ 

Date: -----------
Mary S. Koithan, Ph.D., RN 
Co-Investigator 

Signature: ________ _ 

Date: __________ _ 

James P. Ronan, Major, USAFR, NC 
Principal Investigator 



DATE: 

TO: 

FROM: 

RE: 

April 30, 1997 

Mary Koithan 
MIS 3018 

Marsha L. Green ~ 
Secretary, Institutional Review Board (IRB) 
Office of Sponsored Programs (X 1357) 

Status of Project Involving Human Subject 
Protocol Title: Preventative Services: Role of the Nurse Practitioner 

Advisor: 
OSP Number: 501f0596-031e 

The protocol for the project referenced above was reviewed by the UNL V Institutional Review 
Board in May of 1996. The protocol was approved for a period of one year from the date of that 
approval notification. 

According to Federal regulations, approvals may be given for a one year duration. If the project 
is still active, i.e., interaction with human subjects still being conducted, then the investigator 
must notify the Office of Sponsored Programs. If all interaction with human subjects is complete 
on the project, no notification is necessary. 

Please submit to our office through your advisor a written request to extend your research project. 
In your memo please indicate whether there is a change or no change in your protocol. If there 
is a change in your protocol, i.e., research methods or procedures or subjects, please resubmit a 
protoco! to this office for reYiew. 

If we do not receive any notification by way of memorandum requesting an extension of your 
protocol, then we will assume that the project is completed. Please submit your memo and/or 
protocol to our office as soon as possible {MIS 1037). Please reference the above name of 
project and the OSP number when submitting your memorandum. 

If you have any questions regarding the above, please contact our office at Ext. 1357. 

cc: Advisor 
OSP File 
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