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ABSTRACT
Traditionally, healthcare has been focused on illness and
di sease. Many researchers have descri bed barriers in
accessing care during illness. The purpose of this
nonexperinmental descriptive study was to determne if
simlar barriers were experienced in a nmanaged-care system
when peopl e sought care for wellness activities in a
mlitary setting in the United States. The theoretical
framework for this study is Pender s Health Pronotion
Model . According to Pender s Model, cognitive-perceptual
factors such as perceived barriers determ ne participation
in health pronotion. The nore barriers a person encounters
in health pronotion activities, the less likely that person
W ll participate in health pronotion activities. Data was
collected froma large city with several mlitary
installations in the south central United States. The
conveni ence sanple consisted of active duty Air Force nen
and wonen currently enrolled in TriCare, the mlitary s
managed- care system A nodified version of a tool devel oped
by K. A Ml nyk was used for data collection in this study.
The survey tool had questions related to denographics and
barriers which m ght have affected an individual s
preventive care practices. Mre specifically, it included
33-itens rated on a 4 point Likert scale related to five
categories of barriers: fear, inconvenience, provider-
consuner relationship, cost, and site-related factors.

Modi fications to the original Barriers Scal e were nmade



since the tool had not been used on mlitary popul ations. A
panel of experts currently working in primary care clinics
and know edgeabl e regardi ng preventive services facilitated
determ nation of content validity. The Content Validity

I ndex (CVI) was 0.98. Test-retest reliability to determ ne
the stability of responses on the instrunment was done prior
to data collection and resulted in 68% agreenent on the two
testing occasions. Data was collected over a two-nonth
period from93 participants. Data was anal yzed and reported
usi ng descriptive statistics for the denographic data, each
itemin the Modified Barrier Scale, and each category
subscal e. Survey participants ranked the barriers in
descendi ng order of Provider-consuner relationship, Site-
related factors, Cost, I|Inconvenience, and Fear. Thirty-two
participants included witten comrents that provided

addi tional support for the Mddified Barriers Scale. The

i nportance of this study lies inthe mlitary s need for a
| arge healthy fighting force that is capable of rapid

depl oynent. This goal can be net through health prevention
activities and identifying factors that nay be barriers to

heal th care.

Key Wbrds: access, barriers, pronotion, prevention,
mlitary healthcare.
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PREFACE
This research was conducted to provide information on barriers encountered by active-
duty Air Force personnel in accessing care for health promotion and disease prevention.

It was designed to increase awareness of barriers among primary care providers
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Barriers to Health Pronotion

CHAPTER | — 1 NTRODUCTI ON

The purpose of this study was to describe barriers
encountered by active-duty patients in accessing
appoi ntnents for health pronotion and di sease preventi on.
By ensuring that active-duty nenbers have access to health
visits for these purposes, mlitary readiness will be
enhanced.

Backgr ound

The Departnent of Defense established the Tri Care
systemto conply with the mandate by Congress to inprove
health care in the mlitary by inproving access to care,
assuring high quality, providing choices, and contai ni ng
costs. Maintaining a healthy population is critical to
achi eving these goals. Health pronotion and di sease
prevention is a focus of the new Tri Care system (Wlls &
Murray, 1997). Aspects of health pronotion, disease
prevention, and access are echoed in the Healthy People
2000 objectives and the canpaign Putting Prevention into
Practice (Public Health Service, 1990; Public Health
Service, 1994).

Nurse Practitioners have taken active roles in health
pronotion since their role devel oped (Lindberg, 1987).
Activity by nurse practitioners in areas of health
pronoti on and di sease prevention continues in both the
devel opnent and spread of information about preventive
services (Rains & Erickson, 1997). Health pronotion and

di sease prevention issues are particularly inportant in the
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mlitary systemdue to the need for a |large, healthy
fighting force with rapid depl oynent capability. Health
pronotion activities assist in maintaining peak performance
by stressing mlitary di sease prevention, early detection
of nedi cal problens, and an awareness of responsibility for
one s own health.

Health care in the United States has traditionally been
focused on ill ness behaviors. People who have acute
i1l nesses such as chest pain or severe headaches have no
difficulty in obtaining an appointnent to be seen in the
clinic. Patients who do not have i nmedi ate problens are
often given the | east anobunt of attention. Therefore,
peopl e who seek health care without illness may encounter
obstacl es in obtaining wellness-focused health care
(Mel nyk, 1990). This study describes perceived barriers to
health pronotion and di sease prevention activities by the
active-duty popul ati on under the Tri Care system

Pur pose of the Study

The purpose of this nonexperinental, descriptive study
was to describe barriers encountered by patients in
accessi ng appoi ntnents for preventive care visits.
Descriptive research is used to describe real-life events
to generate a body of know edge for future research (Burns
& Grove, 1997). This was consistent wiwth the aimof this
study, as no previous studi es have been done regarding
access to preventative care in the mlitary.

The vari abl es described in this study are the barriers
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in accessing health care. Barriers to health care can be
divided into categories of cost, fear, inconvenience, site-
related, and relationship (Ml nyk, 1990).

Research Questi ons

The research questions for this study are:

1. What barriers were encountered in accessing
healthcare with primary care providers for disease
prevention activities in the mlitary healthcare systenf

2. To what extent was inconvenience cited as a barrier
in accessing healthcare with primary care providers for
di sease prevention activities in the mlitary healthcare
syst enf

3. To what extent was the provider-consuner
rel ati onshi pa barrier in accessing healthcare with primary
care providers for disease prevention activities in the
mlitary healthcare systenf

4. To what extent were site-related factors cited as
barriers in accessing healthcare with primry care
providers for disease prevention activities in the mlitary
heal t hcare systenf?

5. To what extent was fear a barrier in accessing
healthcare with primary care providers for disease
prevention activities in the mlitary healthcare systenf

6. To what extent was cost, both direct and indirect,
encountered as a barrier in accessing healthcare with
primary care providers for disease prevention activities in

the mlitary heal thcare systenf?
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Theoretical Franmework

Pender s Health Pronotion Mddel (1987) was the
theoretical framework for this study. This theory
originated fromthe work of a group of social psychol ogists
attenpting to explain behaviors related to free and | ow
cost screening prograns in the 1950s. The Health Pronotion
Model also had its origins in Bandura s Social Learning
Theory and Fi shbein s Theory of Reasoned Action. Bandura s
t heory hypot hesi zed that know edge results in a behavi oral
change, and Fishbein s theory | ooked at how behavi oral
change is affected by personal attitudes and norns of
soci ety.

According to the Pender s Health Pronotion Mdel
cognitive-perceptual factors determ ned participation in
health pronotion. These cognitive-perceptual factors
i ncluded the follow ng: perceived inportance of health,
percei ved control of health, perceived self-efficacy or
belief that health behaviors are attai nable, the person s
definition of health, the perception of health status,
perception of benefit to indulge in health pronoting
behavi ors, and the perceived barriers to such behavi ors.

These cognitive-perceptual factors have a direct
i nfluence on a person s health pronotion behaviors, while
indirect factors such as denographic vari abl es, situational
vari abl es, biologic factors, interpersonal influences, and
behavi oral factors often nodify behaviors (Marriner-Toney,

1993). Hence, for this study Pender s Mddel (1987) provides
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the organi zi ng framework that explains the cognitive-
perceptual factors that affect health pronotion and di sease
prevention activities. Barriers in access to di sease
prevention activities were the cognitive-perceptual factors
st udi ed.
Definitions —Conceptual and Operati onal

Maj or concepts of this study included active-duty
menbers, primary care providers, health pronotion and
di sease prevention, and barriers. These concepts were
defined as foll ows:

Active-duty nenbers. are nmales and femal es enpl oyed

full-time by the Air Force.

Primary care providers. are defined as physicians,

nurse practitioners, and physician assistants who provide
care in the mlitary healthcare system

Heal th pronotion and di sease prevention. is any

heal thcare activity that is directed at maintaining
wel | ness, decreasing risk factors, and preventing di sease.
Qperationally, these are defined as health screenings,

i muni zat i ons/ prophyl axi s, preventive exans, and health
gui dance (PHS, 1994).

Barriers. are obstacles encountered when seeking health
pronotion or preventive care. Qperationally, these can be
defined as cost, fear, inconvenience, relationship, and
site-related (Mel nyk, 1990).

MIlitary Heal thcare System is the nmanaged-care system

currently used by the mlitary to provide care to active-
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duty nenbers, dependents, and retirees. It wll also be
referred to as TriCare.

Provi der-consuner relationship. is the relationship

between the primary care provider and the active-duty
menber. Operationally, this will be defined by the use of

t he Provi der-consuner relationship subscale on the Mdified
Barriers Scale which includes itens 1-10 and 12 on the
survey t ool

Site-related factors. are defined as details that are

related to the specific site or clinic that the active-duty
menber utilizes for his or her healthcare. Operationally,
this will be defined by the use of the Site-rel ated
subscal e on the Modified Barriers Scal e which includes
items 13, 14, 15, 18, 19, 20, 21, 22, and 23 on the survey
t ool .

Cost. is defined as noney, tinme, or effort that an

active-duty nenber spent to obtain healthcare.
Operationally, this will be defined by the use of the Cost
subscal e on the Modified Barriers Scal e, which includes
items 16, 17, and 25.

| nconveni ence. is defined as the | ack of ease an

active-duty nenber experiences in obtaining healthcare.
perationally, this will be defined by the use of the

| nconveni ence subscale on the Mdified Barriers Scal e,

whi ch includes itens 24, 29, 30, 32, and 35 on the survey
t ool .

Fear. was defined as a feeling of anxiety or
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apprehensi on that may be experienced in response to seeking
heal t hcare by an active-duty nmenber. Operationally, this
wll be defined by the use of the Fear subscale of the
Modi fied Barriers Scale, which includes itens 27, 28, 31,
33, and 34 on the survey tool.
Assunptions and Limtations

The assunptions of this study were that the
conveni ence sanple was representative of the mlitary
popul ati on as a whol e, sanpling bias secondary to the
response to a mail survey did not occur, and tools with
docunented validity and reliability used in civilian
popul ati ons were adequate in the mlitary healthcare
envi ronment .

The limtation of this study is that the results
cannot be generalized to the entire mlitary due to the
smal | sanple size taken froma single |ocation. The mgjor
city fromwhich the sanple was taken has been operating
under the Tri Care nmanaged care system since Novenber 1995.
Since all nedical treatnent facilities within the mlitary
did not inplenent TriCare at the sane tine, results can not
be generali zed.

Sunmary

In Sunmary, the purpose of the study, background into
the problem research questions, theoretical framework, and
conceptual and operational definitions were discussed in
this chapter. Chapter two provides a review of enpirical

research that relates to this study.
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CHAPTER || —REVI EW OF LI TERATURE

This chapter will provide a brief overview of the
literature related to topics of barriers and access to
health care. Specific barriers discussed are cost,
provi der-consuner relationship, site-related factors,
i nconveni ence, and fear. Enpirical research studies
relating to these barriers are included in the discussion.
The i nportance of preventive services wll also be
revi ewed.

Barriers to Health Care

The definition of a barrier is anything that obstructs,
bl ocks, separates, or hinders (Neufeldt & Guralnik, 1996).
A healthcare barrier is the consuner s belief about the
val ue of seeking healthcare in the presence of obstacles.
Mel nyk (1990) indicated five barriers to seeking
heal t hcare: Cost, Provider-Consuner Rel ationship, Site-
Rel at ed, I nconveni ence, and Fear. Each of these factors is
multi-faceted and requires further explanation.

Cost

Cost is the primary barrier to adequate health care
(Koval & Dobie, 1996; Powell, 1994); although accessible
and free care does not always |l ead to guaranteed conpliance
(Lopreiato & Gttolini, 1996; R portella-Miller et al.

1996; Wese & Krauss, 1995). Therefore, noney may not be
the only issue. Cost is not always neasured as direct

paynment. Indirect costs include tine away fromwork, fue

8
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costs, childcare, and room and board if distant—eare is
needed (Dutton, 1986; Horner et al., 1994). Uninsured and
underinsured individuals are at risk due to high out-of-
pocket expenses. Medicare and Medi caid coverage are based
on both incone and assets, which excludes sone rural
popul ati ons who have no noney but own |land or farm

i npl emrents (Rei chenbach, C ark, Lopez, & Loschen, 1996).
Legitimate concerns about the ability of insurance
conpanies to restrict access to care in an effort to
control cost exist, especially in the context of a managed
care environnment (Powell, 1994). Lastly, cost is often the
reason cited for failure to conplete preventive health
measures such as chol esterol |evels, diphtheria-tetanus

I uni zati on, manmogr aphy, cervical Papani col aou snear, and
physi cal exam nation (Dutton, 1986; Elnicki, Mrris, &
Shockcor, 1995).

Provi der - Consuner Rel ati onship

Provi der- Consuner Rel ationship refers to the
relationship that the patient has with the provider (Koval
& Dobi e, 1996; Mel nyk, 1990). Commruni cation probl ens
between the client and provider are the central issue in
provi der-consuner relationships (York, Gant, G beau,
Beecham & Kessler, 1996). If the patient does not
comuni cate his needs or the provider does not consider the
patient as an integral part of the care the relationship
suffers. This relationship can be influenced by many ot her

factors. One factor that may influence provider —consuner
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relationship is ethnicity. (Bartman, My, & D Angel o, 1997;
Rei gl er, Takata, & Schutz, 1996; Yee & Capitman, 1996)

St udi es have shown that mnorities have fewer diagnostic
tests, receive |less pain nedication, and undergo | ess

i nvasi ve procedures. Sone factors may overlap. For exanpl e,
mnority Medicare beneficiaries, due to their race and

i nsurance status, usually have fewer physician visits,

i muni zati ons, and procedures (Friedman, 1994; Lopreiato &
Qtolini, 1996; Newacheck, Hughes, & Stoddard, 1996; Trude &
Col by, 1997).

Specific nedical disorders have also resulted in
prejudices leading to barriers in care. Studies have shown
di scrim nation against patients with human i nmunodefi ci ency
virus, chronically ill patients, and the chronic nentally
i1l (Earnest, 1991; Friedman, 1994; Reigler et al., 1996).
Class and cultural barriers are nulti-factorial and include
| anguage, |ow incone, |ow educational |evel, honel essness,
religious beliefs, and cultural beliefs (Aday, 1975;
Earnest, 1991; Elnicki et al., 1995; Friednman, 1994;
Lopreiato & Otolini, 1996; R portella-Miuller et al., 1996;
Stewart et al., 1997; Trude & Col by, 1997; Yee & Capit nman,
1996) .

A social gulf between providers and patients has
been described. Providers have difficulty identifying with
the circunstances of their patients due to soci oecononic
i ssues (Dutton, 1986). For exanple, the provider nay want

the patient to return to the clinic to discuss health
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i ssues. The patient may not be able to schedule the

appoi ntnment due to factors such as |ack of transportation,
| ack of childcare, time away fromwork, or inability to
pay. If a provider is not willing to work within the
context of a patient s class and culture, the provider-
client relationship wll suffer.

Pati ent outconmes can be adversely affected if the
provi der does not give the patient or famly adequate
informati on or know edge (El nicki et al., 1995; Horner et
al ., 1994; Lopreiato & Gtolini, 1996; Yee & Capitnman,
1996; York et al., 1996). Patients may not understand how
they can decrease or nodify their risks of devel opi ng
chronic illnesses unless health care providers explain and
encourage participation in health pronotion and di sease
prevention activities.

Site-Rel ated Factors

Site-related factors such as availability of
appoi ntnents, patient-sharing between providers or
physician referrals are often cited as barriers in
accessing care. Inability to schedul e appoi ntnents
promptly, long waiting tines at appointnents, |ack of
eveni ng and weekend appoi ntnents, i nadequate physi cal
space, and inadequate facilities for child care al so i npact
access to clinical sites (Aday, 1975; Dutton, 1986; Wese &
Krauss, 1995; York et al., 1996). Location and provider
shortages have been reported in the literature. If

providers are not avail able due to |ocation, access is
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conprom sed. The patient popul ation nost at risk are people
who live in the inner cities and those who live in rural

| ocations (Earnest, 1991; Friedman, 1994; Horner et al.
1994; Reichenbach et al., 1996; Reigler et al., 1996;
Riportella-Muller et al., 1996; Trude & Col by, 1997; Yee &
Capi tman, 1996). Lack of choice in determ ning where to go
for care is also an inportant site-related barrier (Reigler
et al., 1996). Lack of a regular provider or a usual source
of care has often been cited as a barrier to care (Aday,
1975; Bartman et al., 1997; Koval & Dobie, 1996; My,
Bartman, & Weir, 1995; Stewart et al., 1997). However, a
regul ar place of optimal care with different providers may
i nprove access nore than having a regul ar provider w thout
optimal care (Stewart et al., 1997). This is particularly
inportant to the mlitary due to frequent provider turn-
around and rel ocati ons.

| nconveni ence

| nconveni ence often relates to transportati on and hours
of operation in addition to long waiting tines (Aday,
1975; Dutton, 1986; Earnest, 1991; Koval & Dobie, 1996;
Lopreiato & Otolini, 1996; Newacheck et al., 1996;
Ri portella-Muller et al., 1996). The biggest indicator of
satisfaction with access to care has been found to be the
ease of making appointnents. Waits for routine care, office
waiting time, and accessing providers after hours were
areas in which patients were | east satisfied according to

one descriptive study involving five hundred nenbers of a
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| arge heal th mai ntenance organi zation in California.
(Jatulis, Bundek, & Legorreta, 1997).

Fear

Fear enconpasses many issues and nmay include fear of
provi ders, fear of procedures, or fear of diagnosis
(Mel nyk, 1990). Fear may also play a role in the other
factors of cost, relationship, site, or inconvenience.
Patients have often listed specific fears. Several studies
have been done that docunment fear in cancer screening. For
exanpl e, perceived barriers to primary prevention of skin
cancer have included fear of the cancer being deadly and
fear of the stigma associated with cancer (M chielutte,
Di gnan, Sharp, Boxley, & Wells, 1996). A deterrent to
colorectal screening is the fear of disconfort during the
procedure (Donovan & Syngal, 1998). Cervical cancer
screening barriers include fear of disconfort, fear of
havi ng abnormal results, and enbarrassnment in having the
procedure done (Navarro et al., 1995). Sone specific forns
of screening nmay be | ess acceptable to patients than
ot hers. For exanple, a reason cited for patient refusal of
mamogr ans i ncl udes fear of excessive radiation (Al banes,
Wi nberg, Boss, & Taylor, 1988). Wen prevention requires
the use of nedication, new fears energe. Patient conpliance
Wi th an i nmuni zation regi men is poor when they fear that
the vaccine may nmake themill (Hershey & Karuza, 1997).
Barriers encountered in osteoporosis prevention are rel ated

to the fear that estrogen therapy is harnful (Sal anone,
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Pressman, Seel ey, & Cauley, 1996). By being aware of the
patient s fears, a health care provider will be better able
to educate the patient if he or she has m sconceptions
about preventive services or to work with the patient to
formulate a plan for acconplishing the preventive
screenings in the best way possible.

Overview of Health Care Access

Access to healthcare has been an issue for over thirty
years. By follow ng the discussion on national health
i nsurance, an appreciation can be gained for the need to
i nprove access while controlling cost.

Since 1965 when Medi care/ Medi caid | egi sl ati on was
enacted, the need for national health insurance has been
di scussed. Throughout the 1970 s national health insurance
was di scussed, but never gai ned support. In the 1980 s
rising health care costs received nuch attention and
measures were instituted to control them For exanple,

Di agnostic Rel ated G oups (DRGs) were used as a neans to
control the rising costs, and the federal governnent

i nposed cut backs and el im nated sone health care prograns
(Schramm 1991).

The 1980 s brought other changes as well. Contri butions
by enployers to health insurance decreased; deducti bl es
and out - of - pocket expenses increased; and many peopl e had
i nadequate policies or were unable to get insurance. By
1990, the Pepper Comm ssion reported that having inadequate

i nsurance coverage | eaves a person at risk for spending
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nore than 10% of their total income on health care in the
event of a catastrophic illness. This report also estimted
that 20 mlIlion Anericans were uninsured in 1987. By 1992
voters ranked health care concerns as the third nost
inportant issue in the presidential election. Current
estimates of the nunber of uninsured are 37 mllion people
(Addy, 1996). This nunber is alarm ng because the biggest
difference in people who access care and those who do not
is the presence or absence of health insurance (Bartnan et
al ., 1997; Earnest, 1991; Earnest, Norris, Eberhardt, &
Sands, 1996; My et al., 1995; Stewart, et al., 1997; Trude
& Col by, 1997).
Mlitary Health Care

Cost in ternms of noney has not been a traditional
concern in the mlitary system Active duty, dependents,
and retirees have for years received free health care
benefits. However, as the budget for the Departnment of
Def ense continues to shrink, the federal health care system
has devel oped and i npl enmented a nunber of cost-saving
strategies. These include redefining the term health
beneficiary , restructuring the mlitary health care
system and defining the role of the reserve conponent of
the mlitary as it relates to mlitary health care
(Sout hby, 1993).

Congress mandated that the mlitary inprove their
health care systemto increase access, naintain high-

quality care, increase choices, and control costs. In 1992,
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the Departnent of Defense set up the TriCare systemin
response to the Congressional mandate. Individual mlitary
medi cal facilities were tasked to coordi nate patient
managenent w t hin defined geographical regions. This was to
be acconplished through a managed-care approach (Reigler et
al., 1996). Inplenentation of TriCare began in 1995 in the
states of Oregon and WAshi ngton and conti nues to be

i npl emented across the continent and overseas (Wlls &
Murray, 1997).

The goal of TriCare is to change the behaviors of both
provi ders and consuners to inprove health care quality and
access while containing cost (MGee & Hudak, 1995). Under
TriCare, cost to the patient is a factor in access to care.
Menmbers, with the exception of active-duty, pay fees and
cost-shares for the |l evel of health coverage that they
choose.

A mlitary beneficiary can be di sengaged from care
wthin the mlitary systemif there is a lack of available
servi ces including appointnent slots or specialty services
under Tri Care. By disengaging patients fromthe mlitary
health care system access to care may be affected because
of patient expenses such as cost-shares and nenbership
fees. Results of a study on di sengagenent policies at one
large mlitary medical center revealed that the majority of
patients who are di sengaged fromcare do not obtain care
within a 6-nonth foll owup period. The reasons given for

| ack of followup were usually financial. (Reigler et al.
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1996) .

Heal th Pronotion, Protection, and Preventive Services

Heal t hy Peopl e 2000 (PHS, 1991) is a nove by the U S
Departnent of Health and Hunan Services along with the
Surgeon CGeneral to increase the quality of health of al
Anericans by the year 2000. These goal s recogni ze that
significant reductions in death and disability, as well as
i nprovenent in quality of life, can occur as a result of
shifting the focus of health care fromillness toward
heal t h mai ntenance and wel | ness. The priority areas of
Heal t hy Peopl e 2000 are health pronotion, health
protection, and preventive services. Overall, mlitary
health care systens have been nore aggressive in these
areas than their civilian counterparts, recogni zing that
health pronotion activities result in substantial cost
savi ngs by decreasing the need for clinical services
(Sout hby, 1993).

Heal th pronotion activities are tactics that relate to
personal choices (PHS, 1991). They include physical
fitness, nutritional awareness, avoi dance of tobacco,
al cohol and ot her drugs, use of famly planning, awareness
of mental health and nental disorders, avoidance of violent
and abusi ve behavior, and the use of educational and
comuni ty- based prograns.

Heal th protection is the approach used in controlling
the environnent for optiml wellness. Strategies include

prevention of unintentional injuries, maintaining
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occupational health and safety, environnental health, food
and drug safety, and oral health.

Preventive services include counseling, screening, and
i muni zations. These occur within the clinical setting.
Continuity of care, defined as having a regul ar place of
care or a regular provider, and conprehensive care have
both been |inked with greater use of preventive services
(Stewart et al., 1997). In the past, rates of preventive
care have been hi gher anong specialists than general
practitioners. Possible reasons for this include |onger
appoi ntnment tines and the specialists reputation for
giving higher quality care (Dutton, 1986). As speciali st
care decreases due to nmanaged health care and nore focus is
pl aced on prevention, rates of preventive services anong
general practitioners should increase.

Sunmary

Hi storically, health care has neant care of the sick
By refocusing energy into health pronotion and di sease
prevention, optinmal overall health can be achieved or
i nproved (Addy, 1996). People are still nore likely to seek
care when they are ill than to seek preventive services
(Koval & Dobie, 1996; Riportella-Miuller et al., 1996). A
wel | person seeking preventive care may have difficulty in
a systemthat has traditionally been focused on providing
care to the acutely and chronically ill (Ml nyk, 1990). For
t hese reasons, barriers to preventive services need to be

expl or ed.
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CHAPTER I'I'l - METHODS

This chapter describes the research design and
procedures, the sanple selection and size, the neasurenent
tool used for data collection. The procedures for
protection of human subjects are al so descri bed.

Research Desi gn and Procedures

This research was a descriptive study in which subjects
answered a questionnaire they received fromthe
researcher s designee at their unit commander s call.
Descriptive research designs are used to describe
situations that occur in real life for the purpose of
obt ai ni ng knowl edge (Burns and Grove, 1997). Data
coll ection occurred over a two-nonth period in Novenber and
Decenber 1998. The subjects were given a brief overview of
the purpose for the questionnaire, information about
i nformed consent, and then asked to conplete the
gquestionnaire and return it to the researcher s designee.

Sanpl e

The sanpl e was a conveni ence sanple of active duty Ar
Force nen and wonmen who were currently enrolled in TRI CARE
inacity in the south central United States. This city was
chosen because of its |arge popul ation of active-duty
mlitary that have been under the TRI CARE system since
Novenber 1995. New recruits were exenpt fromthe study as
their experience with preventive services was determned to

be limted.
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Measur ement

The Barriers Scale is a tool developed by K A Ml nyk
in an effort to operationalize barriers and provide a |ink
bet ween behavi ors of the heal thcare consuner and the
research on healthcare. In the original study, barriers
were identified by a group of twelve people using the
Del phi technique. The identified barriers were used to
construct the tool, which was then adm nistered to 800
enpl oyees of a private university. The sanple included both
pr of essi onal and non-professional individuals with a
variety of health beliefs and ethnic backgrounds. The data
were used to establish estinmates of reliability. Previous
reliability of the original five sub-scal es produced
st andar di zed al pha correlations ranging fromO0.63 to 0.91
(Mel nyk, 1990).

For this study, the Barriers Scale (Ml nyk, 1990) was
slightly nodified to accommbdate the mlitary popul ation.
It contains the five sub-scal es: provider-consuner
relationship, site-related factors, cost, fear, and
i nconveni ence (Appendix A). Witten perm ssion to use the
Barriers Scale was granted by Dr. Ml nyk (Appendix B).

Itens 1 —10 in the first section of the nodified
Barriers Scale tool and item 12 in the second section of
the tool neasured the relationship subscale. Item3 was a
nmodi fication of the original tool and assessed cul tural
awar eness as a di nension of the provider/consuner

relationship. Itenms 13, 14, 15, 18, 19, 20, 21, 22, and 23



Barriers to Health Pronotion 21

measured site-related factors. Itens 19 —23 were

nodi fications to the original instrunment and assessed the
specific environnent of the clinic. The cost subscal e was
nodi fied to include both direct and indirect costs.

Al t hough direct cost can be applicable to the mlitary
beneficiary popul ation, direct cost as a barrier is not
usual Iy applicable to the active-duty mlitary popul ation,
which was used in this study. Itens 16, 17, and 25 on the
nodi fied Barriers Scal e measured the cost subscale. Three
itenms were deleted fromthe original tool because they did
not apply to mlitary healthcare. Item 25 was added to
measure indirect costs, which may affect use of preventive
services. The fear subscale was neasured in itens 27, 28,
31, 33, and 34. No nodifications to this subscale were
necessary. | nconveni ence was neasured in itenms 24, 29, 30,
32, and 35. Modifications to the original tool included
item24. Itens 11, 26, and 36 were added so participants
could provide any witten comments if they chose.

The itens were scored on a four-point Likert scale
fromthree to zero, with greatly equal to 3, noderately
equal to 2, slightly equal to 1, and none -equal to O.

I ndi vidual item scores were summed to produce a score for
t he subscale. A nean for each item subscale, and the
entire scale were reported. A nean score of 0 indicated
that no barriers exist; a score of 1 indicated a | ow |evel
of barriers; a nmean score of 2 indicated noderate |evels

of barriers; and finally, a nean score of 3 indicated a high
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nunber of barriers.

Since the nodified Barriers Scale had not been used
for studies focusing on mlitary popul ations, a pilot study
was conducted to obtain estimates of reliability and
validity. To obtain supporting evidence for the content
validity, appropriateness, and objectivity; two experts
(one physician and one Masters prepared Fam |y Nurse
Practitioner, who were currently working in primary care
clinics and were consi dered know edgeabl e by their peers
regardi ng preventive services) reviewed the tool. The
experts each rated the survey questions on a scale of 1
through 4. Arating of 4 indicated that the survey item was
highly relevant, and a rating of 1 indicated | ow rel evance
to the study of barriers. Itens were then given a total
score as to their overall relevance to the study (Waltz,
Strickland, & Lenz, 1991). The content validity index was
. 98.

To obtain estinates of stability or test-retest
reliability a sanple of 10 subjects conpleted the nodified
Barriers Scale on two separate occasions two weeks apart. A
test-retest percent agreenent of 0.68 was obtained. Based
on the content validity and test-retest reliability
estimates, further refinenment of the instrunent was deened
unnecessary. Additionally in the major study consisting of
93 subjects, reliability was neasured by internal
consi stency of each item and each subscal e t hrough the use

of Cronbach al pha calculations. The reliability coefficient
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of the Modified Barriers Scale was 0.91. Reliability
coefficients for the 5 subscales ranged from0.35 to 0. 89.
The al pha coefficients as well as the nunber of itens for
each subscale are listed in the follow ng table.

Tabl e 1.

Al pha Coefficients for Subscales of Mddified Barriers Scal e

Subscal e Nunmber of itens Al pha (N=93)
Provi der - consuner 11 0. 89
Site-rel ated 9 0.81
Cost 3 0. 35
Fear 5 0. 49
| nconveni ence 5 0. 69

Protection of Human Subjects

A proposal for this study was submtted for approval
to the Uniformed Services University Institutional Review
Board (I RB). Perm ssion to distribute surveys was obtai ned
fromUnifornmed Services University IRB, Air Force Personnel
Center (AFPC), and fromthe individual unit commanders.

Steps were taken to protect the rights of the
participants who conpleted the questionnaire by elimnating
identifying data. The questionnaires were distributed to
the participants at unit comrander s calls. There were no
benefits to participants who conpleted the survey. There

were no risks associated with either conpleting or failing
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to conplete the survey, as participation was strictly
voluntary and confidential. Conpletion and return of the

survey i ndi cated consent.
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CHAPTER |V —ANALYSI S

Presentation, Analysis, and Interpretation of Data
Thi s chapter presents denographic data and the nodified
Barriers Scale results fromstudy participants. The survey
was distributed to 120 active-duty Air Force nen and wonen.
93 of these people returned their surveys to the
researcher s designee, yielding a total return rate of
77.5% Responses to the Barriers Scale and each of its
subscal es are described relative to each of the 5 research
guestions addressed by this study. Thirty-two of the 93
participants included witten coments on their surveys.
Comrent s provi ded additional support for each subscal e and
are discussed in the context of the subscale to which each
applies.

Denogr aphi ¢ Dat a

The nmean age of the participants was 33 (SD 7. 32),
ranging from20 to 54 years. Mlitary rank ranged from E-2
to O5. Total enlisted participants were 46. 2% and officer
participants were 53.8% The |argest group was the O3
group, which conprised 30.8% of the participants. The O 4
and E-5 groups nmade up 14. 3% each, while the E-4 group nade
up 12.1 percent of participants. The nean years in the Ar
Force were 9.54 (SD 5.82 years) with total years rangi ng
fromless than 1 year to 23 years. Sixty-five percent of
the participants were married with at least 1 child, 18.5%
were married with no children, 3.5% were single with at

least 1 child, and 13. 0% were single. The | argest ethnic
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group of participants were white/ Caucasi an at 74.4%
foll owed by 15.6% Hi spanic, 5.6% bl ack/African Aneri can,
and 4. 4% Asi an.

Primary care providers identified by participants
i ncl uded doctors (62.0%, physician assistants (32.6%, and
nurse practitioners (5.4%. Mst of the care that
participants received took place in the follow ng clinics:
primary care (44.9%, famly practice clinic (24.7%,
active duty clinic (12.4%, OB/ wonen s health clinic
(9.0%, flight nmedicine (5.6%, dermatology clinic (1.1%,
cardiology (1.1%, and orthopedic clinic (1.1% . Healthcare
wor kers conprised 60.9% of the total participants. Ar
Force bases represented in the sanple included Lackl and AFB
(65.6%, Randol ph AFB (26.9%, and Kelly AFB (7.5%.

Modi fied Barriers Scal e

Barriers were identified using the curmul ati ve sum for
each of the subscales. The nean for each subscal e was
cal cul ated using the nean of the individual itens relating
to each subscale, and the overall Barrier Scale nean was
calculated fromthe nean of the individual subscales. Itens
not answered by participants were scored 0O (don t agree) on
the assunption that the participant did not perceive the
itemto be a barrier. This is consistent with the scoring
used by Dr. Melnyk (1990) in her analysis of the Barriers
Scale. Wiile scoring mssing data as 0 has the potential to
| ower the overall nmean of an item of the 93 respondents to

a tool containing 33 itens, only 19 responses were m sSing
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froma total of 3,069 possible responses (33 itens x 93
respondents).

Research question one asks what barriers are
encountered in accessing healthcare wwth primary care
providers for disease prevention activities in the mlitary
heal t hcare system Data regarding the neans and standard
devi ations for each of the 5 subscales on the nodified
Barriers Scale are presented in Table 2. A nean score of 0
indicated that no barriers existed; a score of 1 indicated
a low level of barriers; a nmean score of 2 indicated
noderate | evels of barriers; and finally, a nmean score of 3
i ndi cated a hi gh nunber of barriers.

Tabl e 2.

Means and Standard Deviations of Modified Barrier
Tool Subscales

Mean  Std. Deviation

Relationship 1.2630 7362
Cost 9785 .6982
Inconvenience 9269 .6573
Site-related 7921 6277
Fear 4258 4346

Figure 1 depicts the relative inportance of each
category of barriers with regard to accessing heal thcare

for the purpose of disease prevention.
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Barriers

Relatonship

Cost

hconvenience

Site-related

Fear

Mean

Figure 1.

Barriers in Accessing Healthcare for Health Pronotion and

Di sease Prevention

| nconveni ence
Research question two asks to what extent is

i nconveni ence cited as a barrier in accessing healthcare
with primary care providers for di sease prevention
activities in the mlitary healthcare system The

| nconveni ence subscale of the nodified Barriers tool had a
cunmul ative sumof 431 fromits 5 itens. The cumul ative nmean
was 0.86 (SD 0.64). The sum nean, and standard devi ation

for each itemin the subscale is shown in Table 3.
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Tabl e 3.
Means, Standard Deviation ms of res for Item
n the Inconvenien le (N=

Std.
Mean Deviation Sum

24. Scheduling

labs/x-rays/procedures is .98 .99 91
inconvenient.

29. Appointments have to be

scheduled too far ahead. 1.46 110136
30. Parking is inconvenient.  1.19 1.18 111
32. Provider doesn’t think

about simple or convenient 48 .69 45
treatments.

35. Takes too long to travel 5 90 43

to the office or clinic.

Twel ve of the 32 participants provided witten comments
about the inconvenience that they had experienced with the
heal t hcare system Five of the comments targeted the
mlitary healthcare systemand Tri Care as sources of
i nconveni ence. Seven of the participants cited accessing
appoi ntnments as an i nconveni ence.

Provi der - Consuner Rel ati onship

Research question three asks to what extent is the
provi der-consuner relationship cited as a barrier in
accessing healthcare with primary care providers for
di sease prevention activities in the mlitary heal thcare
system Relationship barriers had a cunul ative sumof 1,292
fromthe eleven itens in its subscale. The cunul ati ve nean

was 1.26 and the standard devi ati on was 0. 74. Suns, nmeans,
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and standard devi ations for each of the itens related to

provi der-consuner relationship are shown in Table 4.

Tabl e 4.
Means, Standard Deviation ms of res for Item
on the Provider-consumer Relationship Subscale (N=93)
Std.

Mean Deviation Sum
1. Provider may not think
problems are real/important. 1.28 109119
2. Provider doesn’t speak
(English, Spanish, etc.) very .56 .99 52
well.
3. Provider doesn’t consider
cultural differences. 77 1.00 2
fl. Proylder 1S som.etlmes 1,30 99 121
impatient and critical.
5. I don’t think I have a good
provider. 92 1.05 86
6. Provider isn’t interested in
worries about my health. 90 1.00 84
7. Provider doesn’t take
enough time to explain
treatment or answer 1.06 110 9
questions.
8. Provider ,1sn t 1nt§r§sted in 155 112 144
me unless I’m sick/injured.
9. I almost never see the same 210 116 195

provider twice in a row.

10. Provider can’t be
reached by phone/will not 1.46 1.21 136
return calls.

12. I don’t have a choice in

T ) 1.98 1.04 184
picking a provider.

Ten of the participants providing witten conments

stated that they saw nore than one provider, and that the
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consi stency of seeing one provider was inportant to them
One participant stated that the healthcare provider has
been very supportive , but 11 participants stated concerns
about the know edge and expertise of their healthcare
provi ders. One person wites, | have for the nost part
recei ved wonderful care, but it seenms that overall,
mlitary personnel do not receive the high-quality care
that i s sonetines necessary.
Site-related Barriers

Research question four asks to what extent are site-
related factors cited as a barrier in accessing healthcare
wth primary care providers for di sease prevention
activities in the mlitary healthcare system Site-rel ated
barriers had a cunul ative sumof 663 for the nine itens on
t he subscal e. The cunul ative nean was 0.79 (SD 0.63). Suns,
means, and standard deviations for each of the nine itens
are displayed in Table 5. One participant nentioned parking

as an i nconveni ence.
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Tabl e 5.

Means, Standard Deviation ms of res for Item
n the Inconvenien le (N=

Std.
Mean Deviation Sum

24. Scheduling

labs/x-rays/procedures is .98 .99 91
inconvenient.

29. Appointments have to be

scheduled too far ahead. 1.46 110136
30. Parking is inconvenient.  1.19 1.18 111
32. Provider doesn’t think

about simple or convenient 48 .69 45
treatments.

35. Takes too long to travel 5 90 43

to the office or clinic.

Fear as a Barrier
Research question five asks to what extent is fear
cited as a barrier in accessing healthcare with primry
care providers for disease prevention activities in the
mlitary healthcare system Fear had a cunul ati ve sum of
198 for the 5 itens in the subscale. The cunul ative nean
was 0.43 (SD 0.43). Sums, neans, and standard devi ations

are presented in Table 6.
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Tabl e 6.
Means, Standard Deviation ms of res for Item
n the Fear le (N=

Std.
Mean Deviation Sum

27. No one can take care of

me like the provider [ used to .48 90 45
have.

28. I don’t like to be

examined or asked a lot of A48 .87 45
questions.

31. ’m afraid of providers. 24 .58 22
33.1 mz_Lfraldto find out if [ 61 79 57
have serious problems.

34. 1 don’t like providers. 31 .68 29

One participant provided a witten comment that rel ated
to the fear subscale. The threat to career of revealing
medi cal / psychol ogi cal problens is very real. The DoD el ects
to discharge, rather than treat, several nedical/psych
pr obl ens.

Cost Barriers

Research question six asks to what extent is cost cited
as a barrier in accessing healthcare with primary care
providers for disease prevention activities in the mlitary
heal t hcare system Cost had a curul ative sumof 273 for the
3itens in the subscale. The cunul ative nean was 1.19 (SD
0.81). Sunms, neans, and standard deviations for the 3 itens

in this subscale are presented in Table 7.
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Tabl e 7.
Means, Standard Deviation ms of Scores for Item
on the Cost Barriers Subscale (N=93)
Std.

Mean Deviation Sum
16. Cpst of havmg preventive 33 20 31
care is too high.
17. Heglthcare system is too 0 112 134
complicated to figure out.
25. Costs of childcare/time
away from work is
considered when making 1.16 1.22 108

appointment for preventive
care.

Two participants provided comments about

costs. One participant wites,

critical.

i ndirect

Time away fromwork is
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CHAPTER V — SUMVARY

This chapter discusses the findings of the study as it
relates to the review of literature, the theoretical
framewor k, and the body of nursing know edge.
Recommendations for further research are al so di scussed.

Concl usi ons and Reconmendati ons

The purpose of this study was to explain barriers
encountered by patients in accessing appoi ntnents for
preventive care visits within the mlitary heal thcare
system Study participants included 93 active-duty Ar
Force nen and wonmen who conpleted the nodified Barriers
Scal e. The survey consisted of 33 itens that addressed
barriers to preventive health services. Additionally, each
i ndi vi dual provided denographi c data. The survey was
distributed to a conveni ence sanple of 120 active-duty Air
Force nen and wonen in the large city in the south centra
United States. Ninety-three of these people returned their
surveys yielding a total return rate of 77.5%

The first research question asked, What barriers are
encountered in accessing healthcare with primary care
providers for disease prevention activities in the mlitary
heal t hcare systenf? Survey participants ranked the barriers
i n descendi ng order of Provider-consuner relationshinp,
Site-related factors, Cost, |Inconvenience, and Fear. These
findings are consistent with Dr. Melnyk s original study
(Mel nyk, 1990).

The second research question asked How often is
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i nconveni ence cited as a barrier in accessing healthcare
wth primary care providers for di sease prevention
activities in the mlitary healthcare systen? Itens 24,
29, 30, 32, and 35 neasured inconvenience. Itens 32 ( the
provi der doesn t think about sinple or convenient
treatnents ) and 34 ( | dont like providers ) had nean
val ues of 0.48 and 0.52 respectively. This was interpreted
to nmean that for nost participants, these were not
barriers. The nean values of itenms 24 ( scheduling | abs/x-
rays/ procedures is inconvenient ), 29 ( appointnents have
to be scheduled too far ahead ), and 30 ( parking is
i nconvenient ) ranged from0.98 to 1.46. These val ues were
considered to be barriers with which nost participants
slightly agreed. Item 29, which reads Appointnents have to
be schedul ed too far ahead , ranked the highest with a nean
of 1.46 which placed the overall score between slightly
agree and noderately agree on the four-point Likert scale.

Witten comrents provided by survey participants
indicated frustration with TriCare, the mlitary s
heal t hcare system Part of the frustration was a | ack of
under st andi ng about how the primary care system and nanaged
care systens operate.

The third research question was how often is the
provi der-consuner relationship a barrier in accessing
healthcare with primary care providers for disease
prevention activities in the mlitary healthcare systenf

Itens 1 - 10 and Item 12 neasured provider-consuner
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relationship. Item9 ( | alnobst never see the sanme provider
twce in arowwhen | nmake a visit ) had the highest nean
of 2.1, which correlates with noderately agree on the four-
point Likert scale used. Item12 ( | do not have a choice
i n picking which provider | see for ny health care ) had a
mean of 1.98. Ten witten comments supported the need for
provider continuity. This is consistent with the studies
previously cited in the literature review (Aday, 1975; My
et al., 1995, Koval & Dobie, 1996; Bartman et al., 1997;
Stewart et al., 1997). OQther itens scoring greater than a
mean of 1.0 in the provider- consuner rel ationship subscale
included Item1 ( the provider may not think my problens
are real or inportant ), Item4 ( the provider (and his/ her
staff) is/are sonetines inpatient and critical and act |ike
she/ he/ t hey know everything ), Item 7 ( the provider
doesn t take enough tine to explain what she/he s doing or
why, or to answer ny questions ), Item 8 ( the provider
isnt interested in me unless | msick/injured ), and Item
10 ( the provider can t be reached by tel ephone and wll
not return ny nessages ). Four of the itens in the
provi der-consuner relationship subscal e had nean scores
| ess than 1, which was considered to be lowin terns of
being a barrier to nost of the respondents.

The fourth research question asked, How often are
site-related factors cited as barriers in accessing
healthcare with primary care providers for disease

prevention activities in the mlitary healthcare systenf
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ltens 13, 14, 15, 18, 19, 20, 21, 22, and 23 neasured this
aspect of barriers. Itens 13, which read the wait is too
long at the tinme of the appointnent had the greatest, nean
(1.58) of these itens. Item 14 had a nean value of 1.19. It
reads Access to transportation and/or parking is poor . A
written comrent confirmed that parking was inconveni ent at
one nedical treatnent facility.

The fifth research question asks How often is fear a
barrier in accessing healthcare with primary care providers
for di sease prevention activities inthe mlitary
heal t hcare systen? The fear subscale included itens 27
28, 31, 33, and 34. Means for these itens ranged from 0. 24
to 0.61, all well below 1.0. Item 33 scored the highest at
0.61. The itemread, | mafraid to find out if I have
serious (health/dental/nental) problens. The health of
active-duty nenbers is often tied to their ability to
remain in the mlitary. One survey participant reflected
this in the conmment: the threat to career of revealing
medi cal / psychol ogi cal problens is very real. The DoD el ects
to discharge, rather than treat, severa
medi cal / psychol ogi cal problens. Fear as a barrier is
echoed in the literature (Ml nyk, 1990). However, fear
regarding the loss of one s job is an aspect that is unique
to the mlitary.

The sixth research question asked How often is cost a
barrier in accessing healthcare with primary care providers

for di sease prevention activities inthe mlitary
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heal t hcare systen?? Mlitary healthcare systens are not
traditionally concerned with the direct costs of
heal t hcare; however, indirect costs such as tine away from
wor k, cost of transportation, or additional childcare costs
may be a concern. Itens pertaining to the cost subscal e
include itens 16, 17, and 25. Item 16 ( the cost of having
preventive care is too great ) had a nean of 0.33, which
was considered | ow rel evance. Item 17, ny healthcare
systemis too conplicated to figure out had a nean of
1.44. Item 25, costs of childcare or tinme away from work
is a consideration when maki ng appoi ntnments had a nean of
1.16. Two survey participants confirmthat tine away from
work was a concern for them
Recommendations for Cinical Practice

Reconmendati ons to decrease the consumer s frustration

i ncl ude education of consuners by the primary care provider

when referrals are made. Witten instructions along with

verbal instructions will increase the |likelihood that the
consuner will have a better understanding of the referral
process.

Wil e having the sanme provider in the mlitary
heal t hcare systemis not possible due to changing duty
stations and tenporary duty assignnents, clinic commanders
coul d be encouraged to all ow scheduling of patients with a
smal | group of designated providers who are famliar with
the patient and their history. Additionally, evening clinic

hours are increasing in popularity and will nodify indirect
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cost barriers such as childcare issues and tinme away from
work for sonme patients
Recommendati ons for Future Research

Witten comrents support the nodified Barriers Scal e.
Thirty-two of the ninety-three survey participants provided
coments that expanded on questions included in the survey.
Because of the | arge percentage of participants providing
witten comrents, future recommendations include repeating

the study using a qualitative nethodol ogy.
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APPENDI X A: Moddified Barriers Scal e

USAF SCN 98-57

The relationships people have with their kealth care provider (doctor, dentist, nurse practitioner, or physician

assistant) can affect whether or not they get the preventive care they need such as (having their blood pressure checked,

teeth cleaned, getting a pap smear). Please indicate how much you think each of the following characteristics of your

relationship with your provider affects getting (your blood pressure checked, teeth cleaned, a pap smear). Please

answer all items. Circle the word you select as your answer.

The provider may not think my problems are real or important.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

The provider doesn t speak (English, Spanish, etc.) very well.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

The provider does not consider cultural differences when providing health care.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

The provider (and his/her staff) is/are sometimes impatient and critical and act like she/he/they know everything.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

I don t think I have a good provider.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

The provider (and his/her staff) isn t/aren t interested in my worries about my health.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

The provider doesn t take enough time to explain what she/he s doing or why, or to answer my questions.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

The provider isn t interested in me unless I m sick/injured.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree



9. T almost never see the same provider twice in a row when [ make a visit.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

10. The provider can t be reached by telephone and will not return my messages.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

11. Are there any concerns that you have with the relationship you have with your health care provider (doctor,

dentist, nurse practitioner, or physician assistant) that are not mentioned here?

Certain characteristics of the health care system can affect whether or not people get the preventive care they need,

such as (having blood pressure checked, teeth cleaned, getting a pap smear). Please indicate how much you think each

of the following characteristics of the health care system affects getting (your blood pressure checked, teeth cleaned, a

pap smear). Please answer all items. Circle the word you select as your answer.

12. I do not have a choice in picking which provider I see for my health care.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

13. The wait is too long at the time of the appointment.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

14. Access to transportation and/or parking is poor.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

15. The office or clinic is too far away.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

16. The cost of having (blood pressure checked/teeth cleaned/a pap smear) is too high.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

17. My healthcare system is too complicated to figure out.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree



18. There s no transportation to the office or clinic.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

19. The waiting room is inadequate.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

20. The clinic is not as clean as I would like.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

21. Resources for health prevention such as videos and printed materials are not available.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

22. My health care is not as good as it could be because the clinic does not have modern supplies or equipment.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

23. The overall appearance of my health care clinic is poor.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

24. Scheduling labs/x-rays/procedures is inconvenient.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

25. Costs of childcare or time away from work is a consideration when making appointments for having blood

pressure checked/teeth cleaned/pap smear.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

26. Are there any concerns that you have with the military health care system that are not mentioned here?

People s past experiences or personal preferences and needs can affect whether or not they get the preventive care

they need, such as (having blood pressure checked, teeth cleaned, getting a pap smear). Please indicate how much you

think each of the following circumstances affects getting (your blood pressure checked, your teeth cleaned, a pap

smear). Answer all items. Circle the word you select as your answer.

27. No one can take care of me like the provider I used to have.



3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

28. Idontlike to be examined or asked a lot of questions.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

29. Appointments (to have my blood pressure checked, teeth cleaned, have a pap smear, etc.) have to be scheduled too

far ahead.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Don t Agree

30. Parking is inconvenient.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

31. For some reason I m afraid of providers.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

32. The provider doesn t think about simple or convenient treatments.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

33. I'm afraid to find out if I have serious (health/dental/mental) problems.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

34. 1don t like providers.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

35. It takes too long to travel to the office or clinic.

3-Greatly Agree 2-Moderately Agree 1-Slightly Agree 0-Dont Agree

36. Are there any concerns that you have with past experiences or personal preferences that are not mentioned here?

Please provide information about yourself:



37. What is your age in years?

38. What is your rank/grade?

_ E-1 _ E-6 01 _ 06
_E2 _E7 _ 02 _ 07
_E3 _ E-8 _ 03 _ 08
__ E4 _E9 __ 04 _ 09
___E-5 _ E-10 0-5 O-10

37. How many years have you been in the Air Force?

38. Who provides most of your health care? (please choose only one)

Doctor Nurse practitioner Physician assistant

39. What is your ethnic background?
_ Black/African American
__ White/Caucasian
_____ Hispanic
_ Asian

Other (please specify):

40. What is your marital status?
__ Single, no children
__ Single, with at least one child
___Married, no children

Married, with at least one child

41. Where is most of the care you receive provided?

Family practice clinic OB/Women s health clinic
Internal medicine clinic Primary care clinic
___ Other (please specify):

42. Are you a health care worker?

yes

no
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STRONG ﬂTﬁ' HEALTH

Strong Memorial Hospital < Children’s Hospital at Strong « Highland Hospital
The Highlands = Eastman Dental Center

Strong Ties
Community Support Program

July 16, 1998 Strong Memorial Hospital

Ms. GaylaD. McLaughlin
99 12-A Gable Ridge Terrace
Rockville, MD 20850

Dear Gayla:

| am pleased to grant you permission to use the Barriers Scale in your proposed study,
Enclosed is a second brief questionnaire, which | ask that you complete and return to me
at the completion of your study, in exchange for permission to use the Barriers Scale.
The information you provide will assist me to evaluate the usefulness and the validity and
reliability of the instrument,

| hope your research project goes well, and | look forward to your findings.

":.lnu.rcl;-r /
fu

ﬁ:"hl LII; -' .' [ ILF{L o

Kay Ann MceCulloek Melnvk, |:']I1.D., RN, MPP

Enclosure

University of Rochester Medical Center
1650 EImwood Avenue ¢ Rochester, New York 14620 ¢ Phone: 716/275-0300
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UNIFORMED SERVICES UNIVERSITY OF THE HEALTH SCIENCES

4301 JONES BRIDGE ROAD
BETHESDA, MARYLAND 20814-4799

September 14, 1998

MEMORANDUM FOR GAYLA D. McLAUGHLIN, GRADUATE SCHOOL OF NURSING

SUBJECT: IRB Review and Approval of Protocol T06190 for Human Subject Use

Y our research protocol, entitled “ Barriers to Preventative Services within the Military
Healthcare System," was reviewed and approved for execution on 9/14/98 as an exempt human
subject use study under the provisions of 32 CFR 2 19.10 1 (b)(2). This approval will be reported
to the full IRB, scheduled to meet on October 8, 1998.

The IRB understands that the purpose of this descriptive study is to identify barriers to wellness
carein amilitary setting. The methodology entails a survey of active duty Air Force personnel
enrolled in TRICARE.

Due to the nature of the questions yo u will be asking, you must maintain adequate security for
your questionnaires, both during commander’ s calls and after you have collected them.
Although no identifying information will be collected, it may be possible to discover a subject’s
identity based only on the dataitself (e.g., from rank age, marital status and ethnicity)

Y our questionnaire should aso contain an introduction explaining the purpose of the study in
writing. Thisinformation can be extracted from the sheet you have submitted as a consent
document. (No formal consent document is necessary, as you note in your protocol.)

Because you are recruiting volunteers at commander’ s calls, you should make a special effort to
ensure that participation is truly voluntary. No pressure should be exerted and there should be no
penalties for those who choose not to participate.

Please notify this office of any amendments or changes in the approved protocol that you might
wish to make and of any untoward incidents that may occur in the conduct of this project. If you
have any questions regarding human volunteers, plzasc ga¥ me at 301-295-;

MO, MS, USA
Director, Research Programs and
Executive Secretary, IRB

CcC: Director, Grants Administration



