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ABSTRACT 

KIMBERLY S. LANDRUM 

THE LIVED EXPERIENCE OF WOMEN VETERANS SEEKING HEALTHCARE 

MAY 2018 

This purpose of this hermeneutic phenomenological study was to explore the 

meanings of seeking healthcare by women veterans. The population of women veterans is 

projected to increase from 10% today to 15% of all veterans by 2030 (United States 

Department of Veterans Affairs, 2014). Veteran healthcare has historically focused on the 

issues of an aging, predominantly male population (United States Department of Veterans 

Affairs, 2016). Learning the nature of these experiences may help nurses and other 

healthcare providers to better understand the possible challenges faced by women 

veterans who need care, and to apply that understanding to helping women veterans 

explore appropriate and available treatment options.  

Study participants were recruited from throughout rural and urban Texas.   

Purposive sampling was used to obtain participants who fit the sample criteria: age 18 or 

over, served in the military, and not a member of the National Guard or Reserves at the 

time of the interview. Women veterans were recruited initially from personal contacts of 

the researcher. Snowball sampling was used.  

Data were collected using a demographic questionnaire and semi-structured 

audio-recorded interviews that lasted approximately one hour. Trustworthiness was 
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established using the framework of Lincoln and Gruba (1985) to insure credibility, 

transferability, dependability, and confirmability. Data analysis was ongoing with data 

collection, using the constant comparative method. Procedural steps reflected the 

recommendations of Van Manen (1990), which were: (1) formulate the 

phenomenological question and explicate assumptions and pre-understandings, (2) 

engage in investigation, (3) identify idiomatic phrases, (4) engage in phenomenological 

reflection and isolate thematic statements, (5) engage in phenomenological writing, and 

(6) collect data until saturation occurs and is verified by subsequent interviews. The 

sample consisted of 21 women.  

Two major themes emerged, which reflected aspects about the life-long influence 

of the military experience on health problems and healthcare seeking, as well as 

expectations by women veterans about the healthcare experience: You Never Really Shed 

the Uniform and What Happened When I Got There.  

The study findings are that women veterans are highly trained and intelligent and 

expect healthcare providers to treat them as a member of the healthcare team. Trust in the 

healthcare provider in a caring atmosphere enhances the healthcare relationship. Women 

veterans will research and explore solutions to healthcare problems.  
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CHAPTER I 

INTRODUCTION  

 

Focus of the Inquiry 

 

The 21.7 million United States veterans include several generations with several 

eras of service (United States Department of Veterans Affairs [VA], 2016). The 

population of women veterans is projected to increase from 10% today to 15% of all 

veterans by 2030 (United States Department of Veterans Affairs, 2014). Veteran 

healthcare has been focused on the issues of an aging, predominantly male population, 

because greater than 50% of male veterans are aged 65 years or older (U.S. Dept. of 

Veterans Affairs, 2016). The Veterans Health Administration (VHA) has recognized that 

women veterans may have different health issues than male veterans, based on emerging 

evidence. The most common diagnostic categories for women treated at the VHA in 

2009–2010 were posttraumatic stress disorder (PTSD), hypertension, and depression 

(U.S. Dept. of Veterans Affairs, 2015, June). The incidence of low back pain is high 

among VHA service users, and the incidence of low back pain in women veterans 

increases annually (Goulet et al., 2016). From October 2001 to December 2010 nearly 

20% of Post 9/11 veterans who were new users of VHA healthcare, were diagnosed with 

a gastrointestinal disorder (GID). The study participants were 603,221 veterans of Iraq 

and Afghanistan and included 72,504 women veterans (18%). Of the cohort, 15.9% of the 

women were diagnosed with comorbid mental health disorders, including PTSD, 

depression, and/or generalized anxiety disorder (Maguen, Madden, et al., 2014). Veterans 
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with a mental health disorder were twice as likely to have a GID, compared to veterans 

without a mental health disorder, and women with depression were at greatest risk for 

GID.  

The VA reported that 30% of women veterans from all eras used VHA healthcare, 

with 20% using VHA health services exclusively (U.S. Dept. of Veterans Affairs, 2016); 

and 57% of Post 9/11 women veterans used VHA healthcare (U.S. Dept. of Veterans 

Affairs, 2015, June). Barriers to accessing VHA services may include the eligibility and 

application process, availability and timeliness of appointments, gender-specific care, 

child care, perceptions of a male-dominated environment within the VHA, and concerns 

about safety and security (Washington, Kleimann, Michelini, Kleimann, & Canning, 

2007; Wagner, Dichter, & Mattocks, 2015; U.S. Dept. of Veterans Affairs, 2015, April; 

Brooks, Dailey, Bair, & Shore, 2016). Homeless women veterans identified barriers to 

social and psychosocial services, including insufficient information about services, 

limited access to services, and lack of coordination across services (Hamilton, Poza, 

Hines, & Washington, 2012). The VHA has recognized that actions should be taken to 

address most of these issues, and suggested research to dig deeper into the factors that 

influence women to choose VHA services (U.S. Dept. of Veterans Affairs, 2015, April).   

Little has been reported about the experience of seeking healthcare from the 

perspective of women veterans. In a national survey, women veterans reported a higher 

level of satisfaction in patient care provided by a designated women’s health provider 

(DWHP) or nurse practitioner, compared to women veterans who received care from a 

non-DWHP or physician (Trentalange et al., 2016). A mixed method study of women 



3 
 

veterans receiving care at a VHA women’s clinic found that contextual factors were 

important to their healthcare experience, including relationships with providers, gender-

sensitive care, and private spaces (Wagner et al., 2015). Qualitative studies of the 

healthcare experience by women veterans who sought private healthcare were not located 

in a thorough literature search. Researchers have identified the need for further 

qualitative research into the experiences of women veterans in various healthcare 

settings, including prenatal and reproductive healthcare, civilian healthcare, and rural 

healthcare (Mattocks et al., 2014; Conrad & Armstrong, 2015; Wagner, et al., 2015; 

Mankowski & Everett, 2016).  

Statement of Purpose 

The purpose of this hermeneutic phenomenological study was to explore the 

subjective experience of seeking healthcare by women veterans and the influences on 

women veterans’ decision-making to seek care. Learning the nature of these experiences 

may help nurses and other healthcare providers to better understand the challenges faced 

by women veterans who need care, and to apply that understanding to helping women 

veterans explore appropriate and available treatment options. Such interactions may lead 

women veterans to initiate care, remain in care, or seek care in the future. 

Rationale for the Study 

Women veterans may seek care from civilian and/or VHA providers. The VA 

reported that 47.3% of women veterans have private health coverage; 19% have public 

coverage (Medicare, Medicaid, VHA Care, Children’s Health Insurance Program, or a 

state health plan); 29% have a combination of private and public health insurance; and 
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4% have no health insurance (U.S. Dept. of Veterans Affairs, 2016). Moreover, 23.4% of 

women veterans have a service connected disability, which may be treated at the VHA 

(U.S. Dept. of Veterans Affairs, 2016). Although the VHA may refer women to outside 

providers for gynecological or obstetric services, the U.S. Government Accountability 

Office (GAO) has stated that no methods are in place to monitor the timeliness of 

appointments, and no performance measures for outside providers exist within the GAO 

system (GAO, 2016). Phenomenological findings from this study may be used to inform 

nursing practice, nursing education, and healthcare providers in civilian and VHA 

settings about the healthcare needs of women veterans and how to better meet those 

needs.  

Seven percent of women veterans have no personal income and 10% are in 

poverty (U.S. Dept. of Veterans Affairs, 2016). In a national telephone survey of women 

veterans, 19% of respondents identified delayed healthcare or an unmet need within the 

previous 12 months (Washington, Bean-Mayberry, Riopelle, & Yano, 2011). Members of 

racial or ethnic minorities were more likely than others to have delayed healthcare or 

unmet needs; lack a provider or health insurance; be recently separated from the military; 

or experienced military sexual trauma (Washington, Bean-Mayberry, et al., 2011). 

Understanding the lived experience of seeking healthcare by women veterans may help 

nurses and other healthcare providers implement responses to support women veterans 

who are navigating through the various healthcare systems and services. It may also 

inform policy makers to facilitate changes in current approaches to healthcare 

accessibility for women veterans.  
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The healthcare needs of women veterans may include gender-specific care and 

reproductive health (Callegari et al., 2015; Conrad & Armstrong, 2015; Brooks et al., 

2016). While 52% of the male veteran population is age 65 or older, greater than 60% of 

women veterans are between the ages of 17 to 54 (U.S. Dept. of Veterans Affairs, 2016). 

Callegari et al. (2015) reported that reproductive life planning may not be routinely 

offered or incorporated into VHA primary care, however women veterans responded 

positively when the provider initiated a conversation about life planning and pregnancy 

intention. Women veterans’ use of VHA maternity benefits increased by 44% over the 5-

year period from 2008 to 2012 (Mattocks et al., 2014). Coordinating physical and mental 

healthcare with community-based maternity care is important for those who may be at 

risk for adverse pregnancy outcomes (Mattocks et al., 2014). Understanding the 

experiences of women veterans who have sought healthcare from community-based and 

VHA health services may help guide strategies to improve access to care and promote 

positive health outcomes for the mother and child. 

The VHA collects quarterly data regarding the top 15 diagnostic treatment 

categories for Post 9/11 veterans (Epidemiology, 2015). The most prevalent categories 

include musculoskeletal disorders (61.8%); symptoms, signs, and ill-defined conditions 

(58.1%); and mental disorders (57.6%); however, data regarding reproductive or gender-

specific care is not extracted (Epidemiology, 2015; Conrad & Armstrong, 2015). 

Moreover, women veterans with a history of military sexual trauma may present to 

primary care with multiple vague complaints, including not feeling well, insomnia, 

abdominal pain, urgency or frequency, or elevated blood pressure (Conrad, Young, 
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Hogan, & Armstrong, 2014). Military sexual trauma is not a mental health diagnosis, but 

a traumatic experience, and may not be captured in VHA data collection (Conrad et al., 

2014). Trauma experiences, including combat exposure and military sexual trauma, may 

place women veterans at risk for PTSD, depression, and substance use (Zinzow, 

Grubaugh, Monnier, Suffoletta-Maierle, & Frueh, 2007; Kelly, Boyd, Valente, & 

Czekanski, 2014). An understanding of the impact of military sexual trauma on the 

experience of seeking healthcare may help nurses and other providers engage women 

veterans in a conversation and exploration of available services for symptoms or other 

adverse effects.  

Researcher’s Relationship to the Study  

Van Manen (1990) suggested that phenomenology is intersubjective, a possible 

human experience, because one’s own experiences are the possible experiences of others. 

Van Manen (1990) also suggested that the researcher may look to her own life 

experiences as a starting point for research development because there is the possibility 

that the researcher’s experience may be the experience of others. An awareness of the 

structure of one’s own experience with a phenomenon may provide the researcher with 

clues for orienting to the phenomenon and other aspects of the phenomenological 

research (Van Manen, 1990).  

Bracketing of previous knowledge by the researcher is not a tenet of hermeneutic 

phenomenology (Lopez & Willis, 2004; Van Manen, 2014; Matua & Van Der Wal, 

2015). Van Manen (2014) suggested that one must be aware of one’s own inclinations to 

be influenced by political, ideological, or psychological preunderstandings or 
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frameworks. In order to achieve the openness and wonder of discovery (Merleau-Ponty, 

1945/2012), the researcher must practice self-awareness of assumptions that prevent the 

researcher from being open to the significance of the phenomenological findings.  

The health status of women warriors has been of interest to this researcher, who 

participated in military service, and has gained an awareness of the challenges of being a 

woman and a veteran in American society. A research colleague encouraged the 

researcher to participate in autoethnography, in which the researcher engaged with other 

veterans at a retreat as a veteran, rather than a researcher. Other activities to increase the 

awareness of the researcher of her own situatedness with respect to the culture of women 

veterans included participation with veteran peer support groups, collecting field notes, 

and reflexive journaling of the experiences. Such experiences were the basis for study 

assumptions.  

Study Assumptions 

The following assumptions were applied to the study: 

• Women who have served in the military have unique experiences within 

American society. These experiences may be difficult to share with others, 

including healthcare providers, who have not served in the military.  

• Women who have served in the military may not consider themselves as 

“veterans” or eligible for VHA health services, due to era of service (peacetime), 

military occupational specialty (MOS), location of military service (not in a 

designated combat zone), or duration of service. They may not consider the 

impact of past military service on their current or future health.  
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• Women may be influenced to seek healthcare based on financial factors, location 

of available services, presence of symptoms, or family or peer support.  

• Participants will share that which stands out for them regarding seeking 

healthcare.  

• The researcher has past military experience that may help provide insight into 

some of the experiences of women veterans. However, personal military 

experiences are unique to the individual and the researcher’s experience may be 

different than the experiences of other women veterans.   

Philosophical Underpinnings 

A qualitative research design offers the researcher an opportunity to explore the 

lived experience of the phenomenon of seeking healthcare by women veterans. Devotion 

to the perspective of the participants, co-participation by the researcher to undercover the 

meanings within the phenomenon, and data collection with the least disruption possible 

for an emic view all contribute to a deeper understanding of the meanings of the 

phenomenon (Streubert & Carpenter, 2011). Phenomenological study is used to describe 

the common meanings of a lived experience among a group or culture. Participants who 

provide data are experts with a particular phenomenon (Creswell, 2013). This study 

utilized hermeneutic phenomenology to reach beyond description of the phenomenon and 

discover meanings that were embedded within the context of the phenomenon of seeking 

healthcare (Lopez & Willis, 2004). Moreover, hermeneutic phenomenology (Lopez & 

Willis, 2004) focused on the meanings of being in the world, and how these meanings 

influenced the choices women veterans made when seeking healthcare. This 
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phenomenological approach was used to discover a detailed interpretation of the 

meanings and structures of the phenomenon of seeking healthcare as experienced by 

women veterans (Matua & Van Der Wal, 2015).  

The existential philosophy of Merleau-Ponty offers a way of thinking about the 

human condition, in that man’s point of view of the world is based on his physical and 

social situation (1948/1992). Merleau-Ponty (1945/2012) proposed that all meaning 

occurs through perception that is learned within an embodiment with the environment; 

things are perceived against a backdrop of four essentials: the relational (other people), 

corporeal (body), spatial (world), and temporal (time). Van Manen (2014) included a fifth 

essential, an embodiment of materiality (things) because things, whether small or large, 

impact one’s perceptions. Table 1 provides a list of the five fundamental existentials 

described by Merleau-Ponty (1945/2012) and Van Manen (2014), a description of each of 

the essentials, and how they can be used to guide existential inquiry in phenomenological 

study. The fundamental existentials were used to gain entry into the culture of women 

veterans and guided the conduct of the semi-structured interviews. Interview questions 

were designed to elicit information that led to discovering that which stood out for the 

participant. 

Analysis of collected data seeks to discover the essence(s) of that which has been 

described (Van Manen, 1990). Throughout data collection, the researcher analyzed 

incoming and existing data as an ongoing process, reflectively analyzing structural and 

thematic aspects, isolating thematic statements, and determining incidental or essential 

themes (Van Manen, 1990; Streubert & Carpenter, 2011).  
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Table 1 

Phenomenological Inquiry and Fundamental Existentials of the Life World 

________________________________________________________________________ 

Fundamental 

existential 

Description Use in inquiry 

Rationality  

(Lived relation) 

In what way, the self and others 

are experienced, related to the 

phenomenon.  

Explore relational aspects of 

the phenomenon: community; 

love and friendship; non-self 

and sacrifice or service. 

 

Corporality 

(Lived body) 

In what way, the body is 

experienced, related to the 

phenomenon. 

Explore how the phenomena is 

perceived, sensed, touched by 

the body.  

Is the body experienced as an 

object or a subject?  

 

Spatiality 

(Lived space) 

The way in which space is 

experienced, related to the 

phenomenon.  

Explore entry, being, 

interacting and exiting 

particular spaces. Does the 

person shape the space, or does 

the space shape the person?  

What effect does the space have 

upon mood?  

 

Temporality 

(Lived time)  

 

The way in which time is 

experienced, related to the 

phenomenon: 

Passing time within a 

particular space 

Life plans, goals  

Past experiences 

 

 

Explore the mingling of lived 

space and lived time.  

Explore the influences of past 

experiences (work, love, 

family) upon one’s identity. 

 

 

Materiality 

(Lived things) 

 

 

The way in which things are 

experienced, related to the 

phenomenon.  

Explore how things are 

experienced or contribute to 

essential meaning, including 

technology, weather, and horror 

of war. 

________________________________________________________________________ 

Note. Adapted from Merleau-Ponty (1945/2012) and Van Manen (2014, pp. 302–307).  
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Summary 

Research performed primarily through the VHA has identified some of the 

services women veterans obtain from the VHA. It was the aim of this study to gain 

understanding of the subjective experience of women veterans seeking healthcare, either 

through the VHA or in a civilian setting. An understanding of these experiences may help 

those in nursing practice and nursing education to identify potential problems or unmet 

healthcare needs in this population. In this study hermeneutic phenomenology supported 

uncovering the meanings that seeking care had for women veterans.  The findings, 

reported in Chapter 4, may support providers and veteran advocates in efforts to improve 

access, communication, education, and healthcare delivery to this population.  
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CHAPTER II 

REVIEW OF THE LITERATURE 

Introduction 

The population of women veterans has steadily increased over time as the U.S. 

government expanded opportunities for women in the military (Ganzer, 2016). The 

majority of the nearly 22 million U.S. veterans are men and more than 50% of them are 

over the age of 65 (U.S. Dept. of Veterans Affairs, 2016). Nearly 2 million veterans are 

women and represent a broader age, including 37% who are of childbearing age (U.S. 

Dept. of Veterans Affairs, 2016). Evidence has emerged that the health services offered 

to women through the Veterans Health Administration (VHA) may not meet their needs. 

This shortfall may be due to competing priorities within a VHA system, challenged to 

meet the mental and physical healthcare needs of an aging male population as well as a 

new generation of veterans from the Post 9/11 era, who have experienced multiple 

deployments and borderless combat zones (Thorpe, 2015). The experience of borderless 

war zones with no front line may increase the risk of exposure to combat and its 

consequences (Strong, Findley, McMahon, & Angell, 2015). Strong et al. found that 

women veterans may perceive combat through experiencing the event, witnessing the 

event, or feeling threatened (2015). Moreover, the unique experiences of serving in the 

military may have short-term and long-term effects on the individual’s physical and 

mental well-being (Spiro & Settersten, 2012; Kelly et al., 2014; Conrad & Armstrong, 

2015; Goulet et al., 2016).  
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Demographic characteristics of women veterans seeking healthcare, including 

age, era of service, race and ethnicity, socioeconomic and marital status, and eligibility 

and usage of VHA services, are discussed here. In the Post 9/11 veteran population, 

23.4% of women veterans received a service-connected disability while in the military, 

7% reported no personal income and 4% lacked health insurance (U.S. Dept. of Veterans 

Affairs, 2016). The VHA reported that 20% of all women veterans use VHA healthcare 

exclusively and 30% use the VHA system along with other forms of healthcare (U.S. 

Dept. of Veterans Affairs, 2016). A retrospective cohort study of women veterans (N = 

9,225) who used VHA maternity benefits from 2008–2012 found that greater than 50% of 

women had a service-connected disability (Mattocks et al., 2014). Coordinated care from 

community-based maternity providers and VHA medical or mental healthcare services 

may be important for this population with comorbid conditions that may adversely affect 

pregnancy outcomes (Mattocks et al., 2014).  

Post 9/11 veterans who seek VHA care are frequently diagnosed with 

musculoskeletal problems, mental disorders such as post traumatic stress disorder 

(PTSD) and depression, and ill-defined symptoms or conditions that cannot be 

categorized (Epidemiology, 2015). Carlson et al. (2013) reported that 18% of Post 9/11 

women veterans seeking care at the VHA (N = 470,215) in a 12-month period were 

diagnosed with headache, compared to 11% of men. Women were twice as likely as men 

to be diagnosed with migraine. Veterans with a headache diagnosis also used more VHA 

services than veterans without a headache diagnosis (Carlson et al., 2013).  
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Goulet et al. (2016) reported that the prevalence of low back pain in VHA service 

users was greater than 50% during a recent 10-year period, with the prevalence increasing 

annually for women veterans. Mohanty et al. (2015) found the prevalence of chronic 

multisymptom illnesses (CMI), such as chronic fatigue syndrome (CFS), fibromyalgia 

(FM), and irritable bowel syndrome (IBS), was twice as high among female Post 9/11 

veterans, compared to the total population of women veterans. Women who have 

experienced military sexual trauma may present to primary care with multiple vague 

complaints such as not feeling well, abdominal pain, urinary urgency or frequency, rather 

than reporting military sexual trauma (Conrad, Young, et al., 2014). Maguen, Cohen et al. 

(2012) investigated Post 9/11 veterans with a diagnosis of PTSD (N=159,705) and found 

that women veterans with PTSD were more likely to access the services of mental health, 

primary care, and emergency care through the VHA when compared to men with PTSD.  

Researchers have investigated barriers and facilitators for women veterans 

seeking VHA care. An early study comparing users and non-users of VHA care in one 

geographic area found that women used the care because of VHA-identified high priority 

needs, such as service-connected disability and/or low income (Washington, Yano, 

Simon, & Sun, 2006). Users of VHA healthcare were more likely than non-users to report 

mental healthcare or prescription benefits within the previous 12 months. Non-users of 

VHA care used outside providers because they had private health insurance, lacked 

knowledge about VHA healthcare benefits, found outside provider locations more 

convenient, or they perceived better quality of care by outside providers. Subsequent to 

these findings, improvements in VHA healthcare delivery and access for women veterans 
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included outreach to women to increase awareness of benefits and eligibility, specialty 

clinics for women’s health, and mental health services (Washington, Farmer, Mor, 

Canning, & Yano, 2015). The U.S. Government Accountability Office (GAO; 2016) 

reported that women veterans were less likely to seek VHA care from facilities that did 

not offer auditory privacy or limited access to exam and procedure areas, and facilities in 

some areas had a shortage of primary care providers specializing in women’s health or 

gynecologists.  

Women who have served in the military are a minority of those seeking care in 

the VHA system (Kehle-Forbes et al., 2017). Their unique experiences may affect their 

long-term healthcare needs (Allen, Armstrong, Conrad, Saladiner, & Hamilton, 2013; 

Mankowski & Everett, 2016). Whether women seek care through the VHA or outside 

providers, or seek care at all, their perspective regarding the quality, appropriateness, and 

effectiveness of the care they receive should be taken in account. Understanding the 

experiences of women veterans when seeking healthcare may lead to improvements in 

healthcare planning and disease prevention programs, identifying age appropriate (or 

service era appropriate) screening and treatment measures, strengthening measures that 

create a respectful and safe environment where health concerns may be addressed, and 

informing nurses and other providers about the effectiveness of the current level of care.  

Purpose 

The purpose of this integrative review was to examine and synthesize the 

evidence from the perspective of women veterans seeking healthcare. The question 

guiding the literature review was:  
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What is known about the experience of women veterans seeking healthcare, either 

in the civilian community or through the VHA?   

Method 

Design and Sample 

 A search of several databases, including Cumulative Index to Nursing and Allied 

Health Literature Complete (CINAHL), MEDLINE, SocINDEX, and PsychARTICLES, 

using the terms women, veterans, experience, and healthcare was conducted. Inclusion 

criteria for this integrative review included articles (a) that were peer-reviewed, (b) 

published in English between 2012 and 2017, (c) concerned a study sample comprised of 

U.S. military veterans only, (d) and the sample was comprised of women only, or women 

as an isolated subset for analysis. Figure 1 represents the process for search, retrieval, and 

inclusion of articles. 

 The search identified 125 articles from the databases. Removal of duplicates 

resulted in 72 articles, with an additional five articles located through hand searches, for a 

total of 77 articles. Eleven articles were removed based on titles indicating that the study 

included men, family members, or active military. A total of 66 full articles were 

reviewed for inclusion. Examination beyond the abstract description was necessary to 

identify articles that met the inclusion criteria. Articles were excluded that focused on 

issues other than the perspective of the women, including prevalence of disease and 

treatment modalities; trends in treatment; quality review of healthcare delivery; 

perceptions of the healthcare provider; veteran reintegration with no physical or mental 

health aspects; or study samples that underrepresented women, did not analyze data about  
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Figure 1. Selection of articles for review 
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women veterans as a subset of the sample or included family members in the sample.   

The remaining 11 articles were included in the final review.  

Data Extraction 

 The articles in this literature review were examined using the recommendations of 

the PRISMA guidelines (Moher, Liberati, Tetzlaff, & Altman, 2009). For each study, the 

first author, publication year, study design, sample size, instruments used, and measured 

outcomes, results, and level of evidence were noted.  

Gender and the Healthcare Experience  

  Fox, Meyer, and Vogt (2015) compared attitudinal factors by gender regarding 

VHA care and mental healthcare among Post 9/11 veterans with a probable diagnosis of 

PTSD, depression, or alcohol abuse, using data from a national survey (N = 278; women 

veterans = 164). Measures for mental health symptoms of PTSD, depression, and alcohol 

abuse were collected from a random sample of veterans who had deployed between 

2007–2009 and were separated from the military at the time of the survey. Measures were 

included in the survey instrument for positive perceptions of VHA care, perceived fit in 

the VHA setting, beliefs about mental illness and treatment, and actual use of VHA 

mental healthcare. The results indicated no statistically significant difference between 

men and women on positive perceptions of VHA care, t(276) = 0.28, p = .78, or 

perceived entitlement to care, t(273) =  -1.37, p = .172, (significant at p < .05). For 

women veterans, using logistic regression for analysis of attitudinal factors associated 

with VHA mental healthcare, positive perceptions of VHA care (OR = 1.036, p = .001) 

and entitlement to VHA care (OR = 1.174, p = .007) were associated with a higher 
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likelihood of VHA mental healthcare use by women, while negative beliefs about 

treatment seeking was associated with a decreased likelihood of mental healthcare use by 

women (OR = 0.898, p = .014).  

Hausmann, Gao, Mor, Schaefer, and Fine (2014) randomly sampled veterans 

discharged from VHA medical centers from October 2009 to September 2010, using the 

VA Survey of Healthcare Experiences of Patients (SHEP), which measured the in-patient 

care experience of veterans related to communication and responsiveness of hospital staff 

and physicians, pain management, environmental factors, and overall hospital rating. 

Compared to the male respondents, female respondents were younger, with 79% less than 

age 65, while 49% of the male population were age 65 and older. More women held at 

least a 4-year college degree (36.6%) compared to men (12.8%). Data analysis was 

conducted for gender differences within and between the 144 facilities. Women’s 

responses indicated they had significantly more positive healthcare experiences than men 

regarding room privacy, room noise, and hospital quietness (p ≤ 0.001).  

Gender-specific Care for Women with Military Sexual Trauma/PTSD 

Kehle-Forbes et al. (2017) investigated the experiences of VHA care for women 

veterans with self-reported trauma histories in a national sample (N = 37). Semi-

structured telephone interviews were conducted with women veterans from the Post-

Vietnam era (1975–1998) who were part of an established cohort of veterans. The 

participants first applied for PTSD disability during the years 1994 through 1998 and 

reported clinically meaningful improvement or worsening of PTSD symptoms that 

affected their work, role, or social functioning during the second wave of the cohort 
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survey, from 2004 through 2006. Telephone interviews were conducted with women who 

returned a questionnaire as part of the third wave of data collection from 2011 through 

2012. Data analysis resulted in the identification of four gender-specific themes: many 

VHA services fell short of meeting the needs of women veterans; the predominantly male 

environment at the VHA was unwelcoming; women veterans’ care had recently 

improved; and continued improvement was needed.  

Participants responded that the VHA did not meet their needs through less access 

to inpatient care and wait times for an inpatient female bed, or care at a non-VHA facility 

if care could not be delayed. Care in a non-VHA facility also meant extra paperwork for 

reimbursement. Inpatient mental healthcare was complicated because of the shortage of 

readily available rooms with separate showers or sharing wards with men. This was 

particularly traumatic for women who had experienced military sexual trauma. The 

predominantly male VHA environment was perceived as unwelcoming and the behavior 

of the male patients increased distress. Participants reported that negative experiences led 

to negative perceptions about seeking VHA care or avoiding VHA care. At the time of 

the study, participants reported some improvement in VHA care for women, including 

gynecologic care and the addition of women’s health clinics in some areas. Suggestions 

for improvement included providing separate waiting areas in specialty clinics and 

gender-specific PTSD programs for women only.  

The Healthcare Experience for Rural Women Veterans 

 Two articles reported healthcare experiences of women veterans in rural areas 

(Brooks et al., 2016; Ingelse & Messecar, 2016). Brooks et al. (2016) recruited women 
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veterans from rural communities for qualitative study using five focus groups that 

represented seven U.S. states (n = 35). Participants were asked about their healthcare 

needs, access to care and the quality of care in their area. Most of the participants were 

enrolled in VHA care and received VHA care in the previous year (74%), and 83% of the 

participants also used care outside the VHA in the previous year. The participants 

represented all military branches and served from the Pre-Vietnam War era to the Post 

9/11 era. Most of the participants were White or Hispanic.  

Three themes emerged from the interviews that reflected system concerns, 

community concerns, and personal concerns. System concerns were related to access and 

transportation to VHA services from rural areas, which required an entire day and 

conflicted with work and childcare. Participants identified the need for local services that 

included dental, mental health, family planning, interpersonal violence services, and 

options for alternative care. Confusion about eligibility and enrollment for VHA services 

was also reported. Community concerns included the perceived lack of support by 

veteran organizations or peer support. Participants felt isolated from women veterans who 

may also live in the community.  

Responses regarding personal concerns were mixed with no clear pattern among 

the participants. Most women said they were comfortable with either a male or female 

provider for primary care. Preferences for a specific gender for gynecological, mental 

health, and prenatal care were mixed, because some participants stated preferences and 

others did not. More than half of the participants were in favor of having an option for 

telehealth. The participants overwhelmingly believed that their military experience 
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influenced their self-identity. All participants were proud of their service. Five reported 

military sexual trauma. Others reported that they had to be tough and show no weakness 

in the military. The authors noted that events that occurred years before the participants 

were involved in the study contributed to their perceptions and use of the VHA at the 

time of the study.  

 Ingelse & Messecar (2016) conducted semi-structured interviews with women 

veterans in a rural location that focused on the perceptions of mental healthcare at one 

VHA facility. Participants in the sample (n = 10) served in the Army in various eras and 

roles. Most had service-connected mental health disabilities of military sexual trauma, 

combat, or a combination of both. Three themes emerged from the qualitative interviews: 

a precipitating event led to seeking mental healthcare, a significant person played a role 

in assisting women veterans to seek mental healthcare, and cultural barriers made seeking 

and using VHA mental healthcare difficult. Participants described mental health 

symptoms and/or physical health problems as the precipitating event that led to seeking 

healthcare. Participants also reported that mental health treatment was sought after 

behavioral changes were recognized by a peer or a VHA primary care provider 

encouraged them to seek mental healthcare. Participants reported that access to mental 

health services had been limited by a lack of knowledge about eligibility for mental 

health services in the area. For some, services provided were perceived as less than the 

care the males received, and choices of mental healthcare providers were limited. One 

caveat to this study was the concern for anonymity and confidentiality by participants. To 
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that end, and with IRB approval, verbal consent was obtained and the interviews were 

conducted anonymously.  

The Experience of Seeking Care at a VHA Women’s Center  

Wagner et al. (2015), using a convenience sample (N = 249) from an urban VHA 

Women’s Health Center, investigated patient satisfaction with VHA access to care, 

shared decision-making, information, and follow-up care. Perceptions of access to care 

and coordination of care were mostly positive. While not statistically significant, findings 

indicated that, compared to others, women veterans who were younger in age or white 

were less satisfied with decision-making; women veterans with higher education were 

less satisfied with appointment times; and younger women veterans and those who self-

rated their health as fair or poor were less satisfied with access to care and were less 

likely to be satisfied with provider communication.  

From this cohort a purposive sample of 25 women veterans were selected for 

semi-structured interviews about experiences with VHA care. The participants were 

chosen to achieve diversity of demographic characteristics and experiences. They also 

had to have agreed to be re-contacted for the second study during the first study. Themes 

from the qualitative analysis of the interviews revealed that women veterans experienced 

barriers that delayed care, such as wait times for appointments or referrals to a different 

provider for prescriptions. Care was contextually facilitated if providers were sensitive to 

the healthcare needs of women, communicated in a manner that promoted the patient-

provider relationship, or provided care in an environment that was perceived as safe or 

comfortable. Inclusion within the veteran community and recognition of the unique needs 
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of women were important aspects of care. Participants identified social support by other 

women veterans as an important part of overcoming barriers to care.  

The Experience of Seeking VHA Care   

Recent studies have explored the perceptions of the quality of VHA healthcare by 

women veterans in different VHA settings. Trentalange et al. (2016) extracted surveys 

submitted by female respondents from a national cross-sectional patient care survey for 

VHA care by men and women veterans between March 2012 and February 2013. Female 

veterans who responded on the survey that they had seen nurse practitioners or physicians 

within the previous twelve months were extracted for data analysis (n = 7,620). 

Washington, Farmer, et al. (2015) reported results from the 2008–2009 National Survey 

of Women Veterans, a national, cross-sectional, population-based survey of 3,611 women 

veterans that aimed to identify needs and barriers to VHA use. DiLeone, Wang, Kressin, 

and Vogt (2016) examined barriers and facilitators of care in a national sample of male 

and female veterans who had returned from deployment to Afghanistan or Iraq two to 

four years prior to a data collection period from 2007 to 2009. Surveys of women 

veterans were extracted from the data for analysis (n = 407). Darling, Hamilton, Canelo, 

Haskell, and Yano (2015) conducted computer-assisted telephone interviews with women 

veterans from January through March 2015. Women who had three or more VHA 

primary care or women’s health visits in the previous 12 months at 12 VHA medical 

centers were included in the study (n = 1,205). Hamilton, Frayne, Cordasco, and 

Washington (2013) investigated attrition from VHA care by women veterans who self-
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reported use of VHA care at least once in their lifetime, using data from the 2008-2009 

National Survey of Women Veterans (N = 2,691).  

The perception of enough time spent with a provider at the VHA was investigated 

by Trentalange et al. (2016) through analysis of extracted data of women veteran 

respondents to a national survey, who visited either a nurse practitioner or physician. 

Demographic characteristics of the participants and responses to a question regarding 

adequate time spent with the provider were included in data analysis. Provider 

characteristics included classification as a physician, nurse practitioner, and/or designated 

women’s health provider (DWHP), gender, location of practice (women’s or non-

women’s clinic), and composition of practice by gender. The main outcome measure was 

overall satisfaction with the provider, measured on a 10-point scale. Data was analyzed 

using structural equation model and entering patient and provider characteristics. Results 

of analysis showed that classification as physician or nurse practitioner, and designation 

as DWHP, showed no significant association with overall patient satisfaction (p = 0.417; 

p = 0.197, significant at p < .001). However, women veterans who saw a nurse 

practitioner or DWHP reported 3% higher satisfaction scores than women who saw 

physicians based on a on a 10-point scale. Trentalange et al. (2016) proposed that 

intangibles might account for the improvement. Intangibles might include training or 

cumulative experience of the provider that assists with time management, and contextual 

factors of patient interaction.  

Washington, Farmer, et al. (2015) investigated the perceptions of VHA healthcare 

by women veterans who used VHA services only, a combination of VHA and non-VHA 
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services (dual), and non-VHA services only in a national telephone survey. Analysis 

included comparisons between VHA-only users and each of the other groups using 

logistic regression. Most respondents were non-VHA only service users (76.4%), while 

6.6% were VHA-only service users and 7.4% were dual users of VHA and non-VHA 

care. The investigators found that women veterans who did not use the VHA had health 

insurance for outside care, including Medicare by those who were age 65 and over, or 

chose services in more convenient locations. Women who used both VHA and non-VHA 

healthcare rated the quality of VHA care lower than the women who used VHA-only 

care, and both groups indicated that the perceptions were based on personal experience 

rather than media or others.  

DiLeone et al. (2016) sampled women veterans from the Post 9/11 era who had 

deployed between two and four years prior to data collection (2007–2009) and were 

separated from the military at the time of the national mail survey (N = 407) to gain 

insight into the relatedness of veteran identity and positive perception of VHA healthcare. 

Correlation analysis was used to examine the association between veteran identity 

centrality, or how dominant the identity as a veteran is to a woman’s self-concept, and the 

positive perceptions of VHA care. This study found no significant correlation between 

veteran identity centrality and perceptions of quality, r = .00, p = .978 (significant at p < 

.05), and a significant correlation between positive regard for veteran identity and 

perceptions of quality, r = .12, p = .021 (significant at p < .05). DiLeone et al. (2016) 

reported that identity centrality and positive regard for veteran identity were significant 
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for perceptions of entitlement to VHA care, r = .34, p < .0001; and r = .25, p < .0001 

(significant at Bonferroni-corrected level of p < .003).  

Darling et al. (2015) investigated the experience of stranger harassment by 

women veterans in the VHA setting through computer-assisted telephone interviews with 

women who had three or more primary care or women’s health visits within 12 months at 

12 VHA Medical Centers (N = 1,205). Stranger harassment in the form of stares, 

inappropriate remarks, and jokes and comments that women did not belong at the VHA 

were reported by 24% of respondents. Incidents occurred mostly in public areas, 

including entryways, elevators, waiting rooms, and hallways. Of the women who 

described such incidents, 44% told the provider or someone with the VHA about the 

occurrence.  

 Hamilton et al. (2013) surveyed a national sample of women veterans (N = 2,691) 

who used the VHA at least once to investigate attrition from VHA care. They 

oversampled women from the Pre-Vietnam era (n = 491) and Post 9/11 era (n = 205). 

Comparisons were made between the women who continued to use the VHA (non-

attritioners) and women who no longer used the VHA (attritioners). Attritioners were 

more likely to be age 65 or older and eligible for Medicare or have health insurance, have 

an annual income over $50,00, or have a service-connected disability. Nearly 30% of 

attritioners responded that they left the VHA because of distance and 10% responded that 

quality of care outside the VHA was better.  
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Discussion 

All the studies in this review were descriptive in a broad sense. None evaluated 

differences in outcome related to women veterans’ perception of seeking care. The level 

of evidence provided in the singular observational and descriptive studies, qualitative or 

quantitative, was relatively low (Polit & Beck, 2012; Moher et al., 2009). Although there 

were qualitative and mixed-method studies, in-depth descriptions of women’s perceptions 

of seeking healthcare were missing or the focus was narrow (Darling et al., 2015; Ingelse 

& Messecar, 2016; Kehle-Forbes et al., 2017; Wagner et al., 2015). This review indicates 

that what is known about women veterans’ experience of seeking healthcare is limited 

and inadequate for determining policy for healthcare for women veterans. 

The findings suggest that ensuring privacy, providing gender-specific care, and 

respectful care is important to women veterans’ satisfaction with care (Hausman et al., 

2014; Wagner et al., 2015). Women veterans suggested expanding gender-specific care to 

specialty clinics and providing child-friendly areas at VHA facilities (Wagner et al., 

2015; Kehle-Forbes et al., 2017). Veteran identity centrality and positive regard for 

veteran identity in Post 9/11 women veterans contributed to the perception that they were 

entitled to VHA healthcare (DiLeone et al., 2016).  

Distance to VHA services, conflicts with work schedules and childcare, 

inconvenient appointment times or failed appointments made receiving services difficult 

(Brooks et al., 2016).  Women veterans may not enter, or may leave VHA care, because 

of distance to VHA services (Hamilton et al., 2013; Washington, Farmer, et al., 2015). 

Peer support, or support by a provider, are important facilitators to seeking mental 
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healthcare, however rural women veterans reported a lack of peer support within their 

community (Ingelse & Messecar, 2016).  

Women veterans with negative VHA experiences are not likely to return to the 

VHA for care (Hamilton et al., 2013).  Women veterans’ positive perceptions of VHA 

healthcare were influenced by contextual factors, such as the presence of a comfortable 

area for women, providers who established positive relationships, and facilities that 

contributed to a sense of safety (Wagner et al. 2015). Women veterans have reported 

feeling unwelcome, an atmosphere of mistrust, or behavior by male patients that 

increased distress or triggered trauma-related experiences (Kehle-Forbes et al., 2017). 

Women veterans may experience stranger harassment and are unlikely to report the 

experience (Darling et al., 2015).  

Conclusion 

The literature review sheds light on what is known about women veterans seeking 

healthcare. Much of the research points to common physical and mental health problems 

of women veterans, documented by healthcare providers and extracted for analysis. 

Women veterans’ perceptions of healthcare quality have been investigated to evaluate 

changes in the delivery of healthcare to women, in light of the growing female 

demographic eligible for VHA care. Positive perceptions of healthcare may enhance 

women veterans’ experiences in seeking care, while negative experiences may discourage 

women from remaining in care or seeking future care through the VHA. A study 

designed to gain a deeper and broader understanding of the healthcare experiences of 

women veterans is needed to inform healthcare providers, in all setting, about the needs 
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and preferences of this population when it comes to engaging the healthcare provider or 

remaining in care.  
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CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

 Introduction 

Merleau-Ponty’s phenomenology of perception (1945/2012; 1948/1992) provided 

the philosophical underpinnings for this study. Its tenants guided the exploration of 

women veterans’ experiences of seeking healthcare, a phenomenon that was neither 

described in depth nor understood from the perspective of the women who sought 

healthcare. The tenets guided collecting organic descriptions of the phenomenon and 

interpreting the data to discover the subjective experiences of the participants.  

Consideration to research related factors that affected the principal investigator 

(PI) were a part of the process, in keeping with hermeneutic phenomenology (Van 

Manen, 1990). Merleau-Ponty (1945/2012) proposed that all meaning occurs through 

perception, which is learned through an embodiment within the environment. Things are 

perceived against a backdrop of the corporeal (body), temporal (time), relational (other 

people) and the spatial (world). This research method supports seeking a description and 

interpretation of the figural and background aspects of the phenomenon (Merleau-Ponty, 

1945/2012; 1948/1992). In keeping with the attention to the inter-subjectivity of the 

study, the PI attended meetings for veterans and women veterans, and kept a journal of 

the experiences to identify commonalities and differences of the veteran experience.  

Journaling occurred during the review of the literature, because research aims and 

published evidence reflect the political, social, and ideological forces involved in the 
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healthcare of veterans. An auto-ethnography was conducted during the literature research 

and planning phase of this study, in which the PI attended a retreat for veterans with 

PTSD, as a veteran rather than as a researcher. The experience highlighted the different 

experiences of men and women in the military from the Vietnam era through the Post 

9/11 era, including the experiences of officers and enlisted, combat and combat-support, 

deployments, and the short and long-term effects of the military experience on health, 

mental health, family, work, and social roles.  

Setting 

 Participants were recruited from throughout rural and urban areas of Texas. Face 

to face interviews were conducted in a mutually agreed upon location with audio privacy, 

including the participant’s home, private offices, and public parks. The researcher 

traveled over 4,500 miles to conduct interviews for data collection.    

Participants 

Purposive sampling was used to obtain participants who fit the sample criteria.  

Women veterans were initially recruited from personal contacts of the PI, who has past 

military experience, and at various activities and social gatherings of women veterans. 

Recruitment also occurred through the cooperation of a Texas-based peer support 

organization for women veterans, with a physical office in Houston, TX. The 

organization announced the opportunity for participation in its monthly newsletter and 

posted a recruitment flyer in the Houston office. The role of the organization was to 

provide information about the study. No interviews were conducted at the location. 
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Snowball sampling was used to recruit women veterans. Study participants passed along 

study information and contact information about the PI to fellow women veterans.  

Participants meeting the study criteria were women over age 18, who served in 

the military, and were not a member of the National Guard or Reserves at the time of the 

interview. Women interested in participating contacted the PI by phone, text, or e-mail. 

At the initial contact the study purpose, inclusion criteria, time commitment, data 

collection method, and participation incentive were briefly described, and any questions 

were answered. Interviews took place at a location with audio privacy mutually agreed to 

by the PI and the participant. Each participant received a $50 VISA gift card upon 

completion of the interview in appreciation of the time and willingness to participate in 

the study. The total sample size was 21 participants.  

Protection of Human Subjects 

 Institutional Review Board (IRB) approval was obtained from Texas Woman’s 

University after expedited review. Participation was voluntary. Guidelines for protection 

of human subjects were followed throughout the study. Each participant was informed of 

any risks, including fatigue, loss of confidentiality, and emotional upset. Risk 

minimization occurred as follows: the risk of fatigue was minimized by instructing the 

participant that she could stop and take breaks at any point during the interview or 

reschedule to continue the interview at a later date. In addition, the participant was free to 

stop participation at any time without repercussion. Confidentially was protected by 

conducting face-to-face interviews in a manner, time, and location, agreed upon by the 

participant and the PI. The recording, signed consent form, and completed demographic 



34 
 

data form were placed in a locked safe in the PI’s home. Transcripts of the interviews 

were coded, and any identifying information was removed. Text messages and e-mails 

from participants were deleted. Participants were told that they could choose not to 

answer a question, come back to a question later, and could take breaks or stop at any 

time without repercussions. Participants were offered a list of available resources for 

women veterans.  

Data Collection 

 The PI met the participant at the agreed-upon time and location and assured that 

the environment offered audio privacy. The PI reviewed the consent with the participant 

and answered any questions. Informed consent was obtained. The participant was given a 

copy of the consent form. Then demographic data was collected. When the participant 

was ready the semi-structured interview began with a reminder to the participant that the 

audio recorder was started, and the interview would be recorded.  

Hermeneutic phenomenology strives to discover meanings that are embedded 

within the context of a phenomenon, focusing on the meanings of being in the world 

through detailed interpretation (Lopez & Willis, 2004). For this reason, it was essential 

for face-to-face interviews to occur. Face to face interviews were conducted using digital 

audio recording. The PI took field notes. Following the interviews, the PI listened to the 

audio recordings and completed transcriptions of the interviews. Field notes and digital 

recordings were kept locked in the safe unless the PI was listening to or transcribing the 

interview or reviewing demographic data or field notes.  
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Data collection was implemented through semi-structured interview questions 

(Appendix A) asked of each participant and a brief demographic questionnaire (Appendix 

B) completed by the participant. The questions were designed to elicit organic data about 

the women veterans’ experience that, through analysis, led to findings that described the 

deeper meanings and structures of the phenomenon of seeking healthcare.  

Van Manen (1990) suggested that phenomenology is intersubjective and the 

researcher may look to her own life experiences for orienting to the phenomenon and 

other aspects of the research. Bracketing is not truly possible (Lopez & Willis, 2004; Van 

Manen, 2014; Matua & Van Der Wal, 2015), and therefore Van Manen (2014) suggested 

that one must practice fidelity toward an awareness of one’s own inclinations to be 

influenced by political, ideological, or psychological preunderstandings or frameworks. 

Journaling was essential to maintain fidelity toward the hermeneutic phenomenological 

approach to this study.  

Data Analysis 

 Data analysis was concurrent with data collection, using the constant comparative 

method. Procedural steps reflected the recommendations of Van Manen (1990), which 

were: (1) formulate the phenomenological question and explicate assumptions and pre-

understandings; (2) engage in investigation by generating data, using personal experience 

as a starting point and obtaining experiential descriptions; (3) identify idiomatic phrases 

that appear to possess interpretive significance for the phenomenological description; (4) 

engage in phenomenological reflection by conducting thematic analysis to uncover 

themes in life-world descriptions of lived space (spatiality), lived body (corporeality), 
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lived time (temporality) and lived human relation (relationality), then isolating thematic 

statements and determining incidental and essential themes; (5) engage in 

phenomenological writing, including attention to the language used, providing examples, 

and rewriting; and (6) collect data until saturation occurs and is verified by subsequent 

interviews. Fourteen interviews were conducted, transcribed, and thematically analyzed 

for emerging themes. Additional participants were interviewed to reach saturation (n = 4). 

Three additional interviews were conducted to verify emerging themes and validate 

earlier thematic descriptions for deeper understanding.   

The framework of Lincoln and Gruba (1985) was used to establish 

trustworthiness of the study’s credibility, transferability, dependability, and 

confirmability. An audit trail was established to ensure credibility of the findings, to 

provide verification of the data and the concurrent data analysis. A thorough and 

transparent explanation of data collection and the analytical process has been 

documented. Providing a description of the participants with as much depth as possible 

while maintaining confidentiality was used to allow readers to determine transferability 

of the findings to others. Descriptive statistics were used to summarize demographic data. 

Identifying data was deleted. The results of the data analysis are reported in Chapter 4.  
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CHAPTER IV 

ANALYSIS OF DATA  

The changing landscape of veteran healthcare is such that some women have 

access to a VHA women’s health center, some are offered outside care in lieu of a VHA 

provider, and others use outside care as a personal choice (Wagner et al., 2015; Brooks et 

al., 2016). The VHA has addressed the need for gender-specific care for the increasing 

population of women veterans by creating women’s health centers in some areas. The 

VHA may offer access to outside providers for specialty care such as obstetrics, or to 

enhance the availability of female providers for female patients (GAO, 2016). Women 

veterans with private health insurance may choose outside care exclusively, or in 

combination with VHA care for service-connected problems (U.S. Dept. of Veterans 

Affairs, 2015, June). It is important to find out what the experience of seeking healthcare 

is like from the perspective of women veterans. 

The purpose of this hermeneutic phenomenological study was to explore the 

subjective experience of seeking healthcare by women veterans and the possible 

influences on their decision-making to seek care. Learning the nature of these 

experiences may help nurses and other healthcare providers better understand the  

challenges faced by women who need care, and to apply that understanding to helping 

women veterans explore appropriate and available treatment possibilities. This chapter 

begins with a description of the sample, followed by study findings, and finally results of 

the findings are summarized.  
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Description of the Sample 

The sample consisted of twenty-one women (n = 21). Their military service 

spanned the Vietnam era through the Post 9/11 era. The participants served in the Navy, 

Air Force, Army, and Marines, and included Reservists and National Guard who were 

placed on active duty during Gulf War I (GWI) or the Global War on Terror (GWOT). 

Participants performed their military duties exclusively on U.S. soil (n = 5, 24%) or 

overseas on as many as seven deployments (n = 16, 76%). The military rank of the 

participant when she separated from the service included enlisted (n = 17, 81%) and 

officers (n = 4, 19%).  

At the time of the interview, participants had separated from the military within 

the previous five years (n = 2, 10%), six to ten years (n = 5, 24%), eleven to twenty years 

(n = 9, 42%), or more than twenty years (n = 5, 24%). During the interview, participants 

described traumatic events, including combat training and combat, life-threatening 

illness, military sexual trauma, and a period of homelessness within twelve months of the 

interview. More than half of the participants described dealing with PTSD (n = 12, 57%).  

Descriptive statistics were used to summarize demographic data of the study 

participants. Participants’ ages ranged from 33 to 71 years, with an average age of 50. 

Nearly half of participants were employed full-time (n = 7, 33%) or part-time (n = 3, 

14%). More than half of the sample were married (57%), twenty-four percent were 

single, and nineteen percent were divorced. Of the participants who were married, fifty-

eight percent had a spouse that was currently in the military or retired from the military. 

Many of the participants had children or grandchildren living in the home (n = 13, 62%).  
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Some participants (n = 8, 38%) reported health insurance through employment or a 

spouse. All of the participants reported that they were eligible healthcare through the 

VHA (n = 21, 100%).  

The self-identified race/ethnicity distribution of the sample consisted of 

White/Caucasian (n = 11, 51%), Black/African-American (n = 4, 19%), Hispanic (n = 2, 

10%), Hispanic, Non-White (n = 2, 10%), and Native American (n = 2, 10%). The 

education level of the participants at the time of the interview included participants with 

some college (n = 1, 5%), associate degree (n = 4, 19%), bachelor’s degree (n = 6, 29%), 

and graduate degree (n = 10, 48%).  

Findings 

The analysis of findings is organized around two major themes including: You 

Never Really Shed the Uniform and What Happened When I Got There. Several 

subthemes are also discussed. Table 2 lists the themes and subthemes that have been 

described.  

You Never Really Shed the Uniform 

The military experience informed the women veterans’ experiences seeking 

healthcare. Women reported that they sought healthcare for problems that arose during 

military service or appeared since leaving the service, such as knee, back, and hip pain. A 

combat veteran in her 40s explained that symptoms worsened over time and stated, 

“After my deployment, I came out sick. I can’t eat most foods. Back problems. 

Migraines. Nightmares.” Another combat veteran explained that her deployments and 

injuries affected her health later in life. She stated, “I was treated in the military. You 
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learn to gut it out.” She had boxes of military health records and sought help for pain and 

other symptoms. She explained:  

To me, the military is fraught with trauma. There’s a lot of things that can happen. 

People are tough, and they get over it. That doesn’t mean it doesn’t come back 

when you’re fifty years old, or sixty years old, or that there’s not a residual 

medical issue with it. 

A veteran in her early 30s described challenges to function after a life-threatening illness 

overseas. She separated from the military and faced frequent visits to the VHA while 

working full time and caring for her family. She explained that, “Healthcare is essential. I 

have to maintain as much function as possible.”  

Women who served during Gulf War I and deployed to the area of conflict 

described an ongoing process of seeking care for relief of symptoms. One participant 

described symptoms that included muscle spasms, insomnia, nausea, pain, rashes, and 

fatigue. She explained, “I felt like I was falling apart. I was constantly going back with 

different things wrong with me.” The health provider grew frustrated as well, as she 

explained, “I had one doctor, he opened the door and saw it was me and turned around 

and walked back out. He was tired of seeing me.”  

Another Gulf War I veteran reflected on greater than twenty years of seeking help 

and stated, “The aches and pains get worse, and you’re wondering, what is going on? 

Seeking healthcare is a necessary evil.” Most participants who deployed during Gulf War 

I used a combination of private or outside healthcare, with private health insurance, and 

VHA healthcare for service-connected problems. The participants reported that outside 
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providers helped them seek alternatives for pain management, so they could continue to 

work or maintain a higher level of functioning without high doses of pain medication. 

They reported that outside providers took the time to listen and offered options that met 

their individual needs. Some Gulf War I veterans expressed a need to engage more fully 

with the VHA for help as problems progressed. A veteran in her 40s explained:  

The difficulty with outside care is that, you don’t get the benefits you are entitled 

to. At some point, you wind up going back to the VA. You know, you wonder as 

the problems get worse, if it’s related to the burn pits or something. You’re going 

to have to put on your big girl panties and walk back in there and do the fight. 

Some things just can’t be replicated in the private sector.  

Participants from reasoned that other Gulf War I veterans are seeking care at the VHA, 

therefore the VHA must be aware of trends in this group. One participant did not have 

private health insurance and used the VHA services as much as possible “to find relief or 

answers to unexplained or unresolved problems.”  

It's not a gender experience, it’s a veteran experience. Participants reported 

transitioning to veteran healthcare at the VHA after separating from the military because 

of their sense of belonging. There’s pride in service, and a sense of being part of an elite 

organization. A veteran described her need to seek care through the VHA by stating, “It’s 

not a gender experience, it’s a veteran experience. I prefer the VA because you never 

really shed the uniform.” The expectation that care at the VHA is going to reflect a sense 

of pride and belonging was echoed by a participant who stated, “I wore the uniform. I 

belonged to an elite organization and I’m going to get elite care when I go to the VA. 
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That’s what I expected.” A retiree in her fifties used the VHA as a benefit from years of 

service. She stated: 

I’m completely covered. And it gives me a great sense of comfort… I was raised 

military. I joined the military. I have my healthcare. I feel very blessed to know I 

can get treatment.  

Women may have been encouraged to immediately transition to the VHA upon 

separation, to promote continuity of care for service-connected injury. A veteran in her 

early 60s separated from the military and used private healthcare for over a decade, until 

she needed care for an orthopedic injury. She stated, “I was advised before I separated 

from the military to get to the VA and register and take my records. I had an injury while 

on active duty.” She followed that advice. When she needed the healthcare services years 

later, she was in the VHA system and received the care she needed. The advice from 

participants to other women veterans seeking or contemplating healthcare included trying 

care at the VHA, because it’s a benefit that veterans earned through service to their 

country. A retiree offered encouragement by saying, “You served your country and you 

deserve the care. You earned it.”  

I want to be treated like I have some intelligence. Veterans have opportunities 

for education. Most of the participants had a college degree and pursued a second degree 

or graduate degree after the military. A Post 9/11 veteran explained that, “I couldn’t see 

giving them back my GI Bill, so I went to school. I used every last penny.” Coupled with 

military training, women reentered the civilian world with extraordinary capabilities and 

problem-solving skills. Women described their roles as military police, commanders, or 
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belonging to a specialized group in intelligence, special operations, aviation, or medical 

and mental health. These strengths accompanied women when they sought healthcare or 

interacted with a healthcare entity. A Post 9/11 veteran in her 30s described her 

experience with gaining access to VHA care. She stated, “My background in the medical 

field was beneficial because I could maneuver through, once I got in.” A woman from a 

rural area described seeking healthcare for physical and emotional issues, “I want to be 

treated like I have some intelligence. I know what they’re talking about. Talk to me on 

your level.”  

I had to put on my armor. Several women reflected on their military 

performance as a woman, which translated to how they expressed their needs when 

seeking healthcare. A retiree reflected on her military career and stated,  

I think women in the military are probably outspoken. You toughen up real quick, 

unless you want to be a doormat. If a woman wants to make it a career, she has to 

toughen up, put on the armor and outperform expectations. If not, you are not 

going to get the awards or recommendations for promotion.  

A veteran in her 40s reflected on her military training and stated, “You’d be surprised by 

what people have endured, and it doesn’t necessarily have to be in combat. You get 

yourself together and become a support for others.” She also stated, “I stand up for things 

that I feel are right. My military service affected that.” Women reported that they had to 

stand up for themselves when it came to making decisions about medication or treatment 

options. A veteran in her early 60s stated,  
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I’m realizing that you really have to stand up for yourself. And I think, 

sometimes, when you’re trying to assert yourself, people see you as 

argumentative. I just want what’s best for me. I’m not trying to challenge you. 

Women reported the importance of having a healthcare provider they could trust, 

regardless of setting, and who took a genuine interest in her as a person. A Post 9/11 

veteran who served over twenty years stated, “There’s nothing more important than that 

first five minutes of making rapport with somebody. I have to feel like you made a 

connection to me.” Another veteran stated, “Our first inclination is to not admit anything. 

You have to dig deeper, and chip away at us.” A combat veteran reflected on the 

development of trust with a healthcare provider, stating: 

It has to be inviting. They have to build a bond, or I’m not telling them anything. 

That means I’m weak. I have to tell you I’m sick before you’ll help me? I have to 

beg you to help me? 

A Post 9/11 veteran in her 30s reflected on the challenges of opening up to a healthcare 

provider. She stated:  

We say that we’re okay. Because that’s our mentality. We have to be okay for our 

family and put on that front that says we can do anything, and just keep going. 

When somebody’s there, wanting to help you, it’s really hard to let them. 

Participants suggested healthcare providers could ask follow-up questions and “Dig a 

little deeper” during a healthcare visit, and “Ask another way.” A Post 9/11 veteran 

stated, “Women tend to say nothing. If women say something, it’s a sign of weakness. 

You have to get in survival mode and put on the armor.” A retired commander stated, 
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“I’m not going to show vulnerability. If you ask me if I’m okay, I’m going to say yes and 

not offer any information.” Along with follow-up questions, she suggested the provider 

repeat the process on future visits. She said:  

I’m not saying that I want the nurse to not believe me, but maybe ask follow-up 

questions. Because right now, I may not be thinking about things because other 

stuff is going on. But it hits me harder on an anniversary or when there is 

something on the television. 

Women reported that revealing important health issues required trust that the provider 

was listening and concerned about their well-being. A participant stated: 

If I do say that I’m not fine, they may ask why I didn’t say that before. Well, I 

was trying. I wasn’t ready. And I didn’t trust you. I don’t know you. I didn’t know 

if I was going to see you again, so why am I going to spill everything that 

happened to me?  

A Post 9/11 veteran commented on the experiences of being a veteran with a military 

spouse that has deployed multiple times:  

Women downplay things that happen to them, especially if they are the spouse of 

a soldier. We don’t give ourselves enough credit for the job we did. That may 

affect the care that we get. 

Participants also reported that bringing symptoms to the attention of care 

providers was seen as whining, which contradicted their military training. A rural veteran 

explained, “Military training makes me smart and strong. If I’m not like that, ask me 
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what is going on.” Participants reported that seeking care for a problem may not occur 

until other options have been considered. The veteran further explained: 

We’re not trained to whine. We’re trained to take care of problems and overcome 

them. We’re trained to think of solutions. How can we still do our job and 

complete the mission? We’re intelligent and resourceful.  

I had to take matters in my own hands. Seeking healthcare involved research. 

Women investigated how to receive VHA healthcare through family or friends who were 

veterans, Internet websites, social media, veteran-focused organizations such as Disabled 

American Veterans (DAV) or Texas Veterans Commission (TVC), or by walking into a 

VHA facility or Vet Center and asking for help. A Post 9/11 veteran researched what was 

available in her area and explained, “You have to be proactive. I read the pamphlets and 

booklets from the VA to find out what was available.” When a VHA healthcare visit 

didn’t go as she expected, she researched the responsibilities of the VHA toward 

veterans. She stated, “I did research on their responsibilities, and how they’re not 

supposed to discriminate in any way when it comes to disability, race or gender.” 

Research was used to find out more about symptoms, illnesses related to Gulf 

War I, cancer and cancer treatment, or available treatment for PTSD, military sexual 

trauma, and medications. A retired Post 9/11 veteran searched for help with military 

sexual trauma at the nearest VHA. She stated:  

The VA offers MST support. It’s advertised. But when I went to find it, I 

couldn’t. The person I went to for help told me to look it up on line. So I did. I’m 
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not stupid. And there’s nothing there. I think there might be something three or 

four hours away, but that’s not realistic.  

A veteran looking for help with military sexual trauma discovered a Vet Center that 

offered counseling while driving through her community. She contacted fellow women 

veterans to find out if anyone had used the services. She stated, “Six months of trying to 

get help from the VA led to nothing. I was driving by and saw the sign. I walked in there 

and talked to them. So I had to find it myself.” 

Participants researched medications for appropriateness, efficacy, and side effects. 

A Post 9/11 veteran expressed concern regarding prescription medication. She stated, “I 

do a lot of research. Why are you giving this to me? Is it the best thing for me? Is there 

something else I can do so I don’t have to put that medicine in my body?” A veteran who 

described herself as being in good health stated, “They wanted to put me on something, 

but I did a lot of studying and it said the majority of studies have been done on men, and 

they didn’t see the same results for women.”  

Participants in urban and rural areas researched the availability of outside 

providers for help with symptoms, mental health, high-risk obstetrics, and urgent care. 

The best option for some was an outside provider who offered alternative therapies, 

treatment not available at the VHA, or met a specific need. A rural veteran who reported 

military sexual trauma and PTSD explained, “I know the rules. I have the right to a 

female provider. It’s not a request, it’s a right.” She explained that, if the area VHA 

cannot provide a female provider, a woman can request to go outside for care by a female 

provider in the area. A rural veteran with over twenty years of experience in seeking 
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healthcare from the VHA and outside reflected on managing her healthcare, including the 

miles of travel. She stated, “I don’t mind the travel. I’m getting upset with travel pay. 

Nobody reads the regulations, but I know them.” She also understood the rules to new 

programs that aim to get veterans into doctors more quickly. She added:  

I was forced to use the Choice Program, which is wrong. I read the rules. It says 

you don’t have to use the Choice Program, you can wait for your appointment 

with the VA. I told them that. I’ll wait to see my doctor.  

Participants reported using advocates from DAV and TVC to help navigate 

through the VHA healthcare system. These organizations help with application forms, 

appealing decisions by the U.S. Department of Veterans Affairs about healthcare benefits 

or maneuvering through the VHA system for specialized care. A rural veteran, content 

with her male physician for many years, was transferred to a women’s health center 

without being asked about her preference. She stated, “Five years to get back to him 

because they kept saying I needed to be in Women’s Health. I had been with him 

forever.” An advocate with TVC helped her return to the preferred doctor.  

Peer support through social media groups helped some women find local 

resources or seek advice for navigating the VHA system. Face-to-face peer support also 

helped women connect with the community and share information. A veteran in her 60s 

explained: 

When you get out of the military, it’s hard to talk to another woman. I don’t think 

anybody understands a woman veteran except another woman veteran. We need 

to find each other, because we understand each other.  
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A participant offers advice to other women veterans in the community. She stated, 

“There’s a lot of things I didn’t know. It took me almost twenty years to get me where 

I’m at now, because I just didn’t know.” Participants reported reaching out for help from 

VA personnel in Washington, DC, which resulted in getting appointments for specialty 

care. A participant contacted her congressional representative regarding specialty care, 

but no positive action was taken either locally or from Washington, DC.  

What Happened When I Got There  

The second major theme from this study arose from the descriptions of engaging 

providers or the healthcare system. Finding a provider and getting necessary services, 

either through the VHA or on the outside, was only part of the challenge. Participants 

reported positive experiences with the VHA that included making them feel respected 

and having a consistent provider who showed genuine concern. Participants identified 

other factors including being informed that the wait time in the waiting room or exam 

room was going to be longer than anticipated, not feeling rushed through an appointment, 

being permitted to ask questions, and exploring options for treatment or alternative 

therapies. A Post 9/11 veteran in her 30s was referred by her local VHA clinic to a VHA 

facility over 100 miles away for specialty care. She explained:  

It was awesome! Oh my gosh…You don’t have to wait for a thing. You just sign 

in. I sit down for maybe five, ten minutes at the most… And they’re so helpful. 

And they’re so concerned. And everybody’s got a smile on their face, it’s like 

they can’t wait to see you. I never met these people in my life, and they’re 

greeting me.  
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A participant who received VHA care at one location was forced to relocate after 

Hurricane Harvey to be near family. Family members, also veterans, encouraged her to 

seek treatment at a different VHA, which was located near her temporary home. She 

reflected on the possibility of returning to her previous home, after seeking care at the 

new VHA facility. She explained: 

So, when this happened, and I had to evacuate, I went ahead and registered at the 

VA here. Everything was done so quickly. They immediately started helping 

me… At the time, I was in limbo. I feel like I had people take over and navigate 

the system until I could see. Now I have goals, plans. I’ve decided to stay here.  

Women who used outside healthcare providers described the freedom to make 

appointments as needed, including evening hours and weekends. It was also helpful if the 

provider had experience in the military or with veterans. A retired Post 9/11 veteran said:  

Many of the private doctors have no idea about the military. They don’t have a 

clue what you endure, what you’re talking about. I don’t feel you get the same 

level of care. My doctor served. She understands what it’s like to serve. 

Participants reported that a provider with an understanding of the military-veteran culture 

meant that some things would be understood. A Post 9/11 veteran explained: 

An outside doctor is the best thing for me right now. He’s more consistent, and I 

can get in when I’m supposed to. I feel like he really listens. He used to be at the 

VA, so he understands.  

Participants that used mental health services for military sexual trauma preferred a 

female for counseling services. In some areas, women veterans reported accessing mental 
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health counseling outside the VHA. Participants reported the perception of more privacy 

with an outside provider. However, finding a female provider with military experience 

would have been a plus. A veteran explained: 

I like the quality of care that I’m getting with counseling on the outside, but I 

would still like to have someone specifically familiar with women in service and 

the peculiarities that there are.  

A rural veteran reflected on teaching an outside counselor some of the peculiarities of 

military women, “It takes a good six months of going for them to get to the point of 

understanding just basic, what I went through.” 

Help me help myself. Participants reported staying engaged with healthcare 

when they experienced positive interactions with a consistent provider who showed 

genuine concern. Participants reported having the same provider for over a year as a 

positive step toward receiving quality care. Participants reported that being active in 

decision-making was important. They could take their list of questions to their 

appointment and talk with the provider about concerns, possible tests and options for 

treatment. A Post 9/11 veteran stated, “I have to be active in my health. The doctors are 

there to guide you, but you have to take responsibility for yourself.” A veteran who used 

outside care and VHA care for service-related issues described the ease of the visit to the 

outside provider. She explained: 

I feel like I can speak. I get more understanding and empathy. I can bring my 

research to the table and we look at solutions. I don’t feel the stress and angst that 

I do with the VA doctor. 
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Cookie cutter. Many participants reflected that the care they received at the VHA 

was not individualized to them as a person, but cookie cutter. Participants over the age of 

50 responded that visits with a provider for back, knee and hip pain, and gastric upset, 

resulted in instructions to lose weight. A participant said:  

I think, from a healthcare perspective, because I’m sixty and overweight, they 

don’t hear anything else. They look at me as an overweight female who’s old, and 

that’s where I go, in that little block. 

Participants reported that not being heard or considered as an individual influenced their 

decision to seek outside care. A retiree in her fifties requested a copy of her records and 

explained, “From day one, that doctor, her word for me was ‘obese’. Some of the stuff I 

had been telling her, she just left out.” A participant in her 30s stated: 

I would like to not feel like a number or lumped into a large mass group. I may 

have symptoms that resemble other people, but we’re not cookie cutter. We don’t 

all fit into the same molds, and I want someone to pay attention to that.  

Women reported being scheduled for testing for prostate-specific antigen (PSA), delays 

in inpatient care because of unavailability of a female bed, and suggestions to attend 

PTSD group therapy with men when a female-only group was not available. For women 

with children, bringing a child to the VHA was not an option, due to the long wait times 

and spaces that weren’t child-friendly. A veteran in her 30s with work and family 

obligations stated:  
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My biggest issue is not necessarily being female, it’s me not being 80. A lot of 

times, they treat your appointment like you can just reschedule. No. I can’t come 

another day. I took off work to be here, and I have to make that time up. 

Let’s start over. Participants reported challenges with the process of seeking care 

at the VHA. Changes in provider was commonly reported as an obstacle to receiving 

healthcare. A new provider meant starting over and explaining the health history to a new 

person. Participants reported that the health history is available on the electronic record, 

but providers don’t have time or the technical skill to access the records and reports. A 

retiree explained:  

You end up, six months to a year, you get a new doctor. And even though 

everything is in the record, they want to start over with you. And you hate going 

through the whole story again. It’s all in there.  

A veteran in her early 40s tried to remain in care at the local VHA but found outside care 

more consistent. She said: 

I went through probably seven doctors in one year. It was frustrating because 

you’re telling one what is going on, what you need, and they’re helping. They put 

you on this path. But that person leaves two or three months later, and you gotta 

explain your whole history again.   

Relocating also brought challenges to continuity of care. Participants reported that 

medications that were available in different areas of the country and overseas were not 

available to them when they relocated. A veteran described her experience with 

medication changes after relocating: 
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I have medication. I went to get refills. I can get none of it. These are medications 

I got from the military medical system, not some fancy foo-foo doctor. You’re 

telling me I transitioned to a lesser category. You’re going to give me something 

lesser, and some not at all because there’s no equivalent. Now I know I’m part of 

the cattle crowd.     

A Post 9/11 veteran who recently relocated to an urban area from another state explained 

the challenge of getting medication refills:  

I needed a refill on this medication. I’ve been on it for a few years. They sent me 

to a private doctor because there’s not enough doctors here. He gave me a thirty-

day prescription. 

The participant went on to explain that because she had never received the prescription at 

that VHA location, a committee would have to approve the medication and the wait time 

would be at least two weeks.  

Summary 

 This hermeneutic phenomenological study explored the experience of women 

veterans seeking healthcare through the VHA, outside providers, or in combination. 

Using Van Manen’s (1990) recommendations for thematic analysis, it was discovered 

that the military experience informs women veterans healthcare seeking experience, and 

the interactions with providers or healthcare entities may influence future healthcare 

seeking. Two major themes emerged: You Never Really Shed the Uniform, and What 

Happened When I Got There. Subthemes addressed preferences for the way women 

veterans would like to be respected and treated as members of the healthcare team and 
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occurrences that initiate a new process of seeking healthcare or seeking an advocate for 

better healthcare.  

Table 2 

Major Themes and Subthemes of Women Veterans Seeking Healthcare 

 

Major Theme Description Subtheme 

 

You never really 

shed the uniform 

 

 

 

 

 

 

 

 

 

 

What happened 

when I got there 

 

 

 

 

 

The military experience informed 

the women veterans’ experiences 

of seeking healthcare. 

 

 

 

 

 

 

 

 

 

Interactions with healthcare 

providers, processes involved in 

seeking care informed women 

veterans’ experiences of 

remaining in care or seeking 

healthcare elsewhere. 

It’s not a gender experience, 

it’s a veteran experience.  

 

I want to be treated like I have 

some intelligence.  

 

I had to put on my armor. 

 

I had to take matters in my own 

hands.  

 

 

Help me help myself.  

 

Cookie cutter. 

 

Let’s start over. 

______________________________________________________________________ 
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CHAPTER V 

SUMMARY OF THE STUDY 

The population of women veterans is projected to increase from 10% today to 

15% by 2030 (U.S. Dept. of Veterans Affairs, 2014). Women seek healthcare for physical 

and mental health problems across their lifespan through the VHA, outside providers, or 

through a combination of VHA and outside care (Brooks, et al., 2016; VA, 2016; 

Washington, Farmer, et al., 2015; Hamilton et al., 2013). The VHA has attempted to meet 

the healthcare needs of the increasing demographic of women veterans by adding 

women’s health centers, adding more female healthcare providers, and offering referrals 

for outside care for specialties such as obstetrics (GAO, 2016; Mattocks et al., 2014; 

Wagner et al., 2015). Women veterans with private health insurance chose outside care 

exclusively or in combination with VHA care for service-connected problems (U.S. Dept. 

of Veterans Affairs, 2015, June; Hamilton et al., 2013). This chapter presents a summary 

of the study, discussion of the findings, study conclusions, implications for nursing, and 

recommendations for future research.  

Summary 

The purpose of this hermeneutic phenomenological study was to explore the 

subjective experience of seeking healthcare by women veterans and the possible 

influences on their decision-making to seek care. Semi-structured face-to-face interviews 

were conducted with participants throughout rural and urban areas of Texas in a mutually 

agreed upon location with audio privacy. The researcher traveled over 4,500 miles to 
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conduct interviews for data collection. Purposive sampling was used to secure the 

sample. Twenty-one women over age 18, who had served in the military, and were not 

members of the National Guard or Reserves at the time of the interview participated. 

Findings yielded a range of issues regarding seeking healthcare. Two major themes, each 

with subthemes emerged: 1) You Never Really Shed the Uniform, a) It’s not a gender 

experience, it’s a veteran experience, b) I want to be treated like I have some intelligence, 

c) I had to put on my armor, d) I had to take matters in my own hands; 2) What Happened 

When I Got There, a) Help me help myself, b) Cookie cutter c) Let’s start over.  

In this study participants in urban and rural areas of Texas described their 

experiences seeking healthcare at the VHA, through outside providers, or using a 

combination of VHA and outside providers. The first major theme, You Never Really 

Shed the Uniform, emerged as all participants described their military experiences and 

seeking healthcare. Military training (physical and mental), education, leadership 

development, problem-solving capabilities, and a sense of belonging to an elite or 

specialized organization were cited as reasons for seeking care, choosing where care was 

sought, and how care was managed. A second major theme, What Happened When I Got 

There, emerged from the rich descriptions of interactions with healthcare providers, the 

processes of receiving care or trying to receive care, or the difficulty of remaining in care. 

Participants with positive experiences remained engaged in healthcare at the same facility 

or with the same outside provider. Participants with negative or frustrating experiences 

sought healthcare with a different provider, in a different location, or reached out to an 

advocate for help. In some cases, participants sought care after relocation, and found the 
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healthcare experience to be different at the new location. Participants described seeking 

healthcare as very important, regardless of age or era of service. Women who reported 

difficulty receiving appropriate care also reported not giving up and fighting for what 

they earned.  

Discussion of Findings 

You Never Really Shed the Uniform  

Military experience informed women veterans’ healthcare seeking experiences. 

Women reported that they sought healthcare for problems that arose during military 

service, or appeared since leaving the service, such as knee, back, and hip pain. This is 

consistent with Goulet et al. (2016), who reported that the incidence of low back pain is 

high among all veterans who use the VHA healthcare, with annual increases in the 

incidence of low back pain for women veterans. Participants also described seeking 

healthcare for musculoskeletal problems that worsened with age. Women who served 

during Gulf War I and deployed to the area of conflict, and combat veterans from the 

Post 9/11 era reported worsening symptoms over time.  

It’s not a gender experience, it’s a veteran experience. Participants reported a 

sense of being a part of the military culture, and proud of their service in an elite 

organization. For some, transitioning to the VHA after military service was a likely 

choice, with an expectation that they would be treated with the respect they earned in the 

military. Enrolling for healthcare benefits through the VHA occurred for some soon after 

separation from the military, for continuity of care. Others enrolled later, when they 

realized they were eligible for care or when physical or mental health problems arose or 
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worsened. Washington, Farmer, et al. (2015) reported that women veterans who did not 

use VHA services were likely to have knowledge gaps regarding eligibility for VHA 

care. The participants in this study were aware of eligibility at the time of data collection, 

although a few women were not aware of eligibility until five or ten years after separating 

from the military. All participants in this study had used VHA care at some point or were 

using VHA care at the time of data collection. 

Participants reported that VHA healthcare providers would be familiar with the 

healthcare needs of women veterans, since they saw them more frequently than outside 

providers. The advice from participants to other women veterans seeking or 

contemplating healthcare included trying the VHA, because it’s a benefit that was earned.  

I want to be treated like I have some intelligence. Women veterans reenter the 

civilian world with military training, education, and extraordinary capabilities for 

problem-solving and keeping focused on accomplishments. Participants had an 

expectation that healthcare providers would talk with them as intelligent adults and make 

them a part of the healthcare team. Some participants chose to seek healthcare outside the 

VHA to find such providers. Other participants asked for a new provider within the VHA 

system.  

I had to put on my armor. Participants reflected on their military performance as 

a woman, which translated to how they expressed their needs when seeking healthcare. 

Women reported that they had to stand up for themselves when it came to making 

decisions about medication or treatment options. Participants reported the importance of 

having a healthcare provider they could trust.  
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Combat veterans and participants who experienced military sexual trauma 

reported that a trusting environment with a consistent provider was needed to open up 

about problems they were experiencing. They did not want to repeat the details of their 

traumatic experiences to a new provider on a subsequent visit. They wanted to make 

progress by establishing a trusting relationship with a provider and move forward with 

treatment options. Participants described a reluctance to immediately open up to a 

provider, because it may appear as a sign of vulnerability or weakness. Women reported 

that revealing health issues required trust that the provider was listening and concerned 

about their well-being. This was consistent with the findings of Wagner et al. (2015), 

who reported that women veterans felt more comfortable with a consistent provider who 

was willing to establish a relationship with them.  

Nurses and other outside providers may enhance their capabilities to assess 

veteran status and past military exposures with patients by gaining knowledge provided 

by the American Academy of Nursing (2018). This resource offers healthcare providers 

information about assessing military history and possible exposures during service, as 

well as assessing the patient’s awareness of VHA benefits for service-connected health 

problems.  

I had to take matters in my own hands. Participants relied on research. Women 

veterans investigated how to receive healthcare at the VHA through researching Internet 

websites, social media, veteran-focused organizations, talking with other veterans, or 

simply walking into a VHA facility or Vet Center and asking for help. Research was used 

to find out more about symptoms, or available treatment for PTSD and military sexual 



61 
 

trauma. Participants also researched medications for appropriateness, efficacy, and side 

effects. Participants in urban and rural areas researched the availability of outside 

providers for help. They also researched the rules and regulations involved with different 

aspects of VHA care.  

Women used the information to help manage their care, negotiate with providers 

regarding diagnosis and treatment options, request a different provider or specialty 

provider, and seek alternative treatment options. Participants reported reaching out to 

advocates to help maneuver through the VHA healthcare system or finding outside care. 

Peer support through closed social media groups helped some women find local 

resources, seek help navigating the VHA system, or find an outside provider. Face to face 

peer support also helped women connect with their community and share information 

about resources. Studies have reported that using other women veterans as a resource has 

been used in seeking help with accessing healthcare (Brooks et al., 2015; Wagner et al., 

2015).  

What Happened When I Got There  

Participants reported positive experiences with the VHA that included making 

them feel respected and having a consistent provider who showed genuine concern. Other 

factors included being informed that the wait time was going to be longer anticipated, not 

feeling rushed through an appointment, being permitted to ask questions, and exploring 

options for treatment or alternative therapies. Women who chose outside healthcare 

providers described the freedom to make appointments as needed, and during hours that 

extended into the evening or weekends. It was also helpful if the provider had experience 
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in the military, or with veterans. Participants reported that a provider with military-

veteran understanding meant that some things would be understood. Participants that 

used mental health services for military sexual trauma and PTSD preferred a female for 

counseling services. A female mental health provider with military or veteran health 

experience was a plus. This finding is supported by Kehle-Forbes et al. (2017), who 

reported that women veterans with self-reported trauma histories preferred female 

providers for primary care, specialty care, and female-only mental health therapy groups.  

Help me help myself. Participants reported staying engaged with healthcare 

when there was positive interaction with a consistent provider, who showed genuine 

concern. Participants reported having the same provider for over a year as a positive step 

toward receiving quality care. Participants reported that being active in decision-making 

was important. They could take their list of questions to their appointment and talk with 

the provider about concerns, possible tests, and options for treatment 

Cookie cutter. Many participants reflected that the care they received at the VHA 

was not individualized to them as a person, but cookie cutter. Participants reported that 

not being heard or considered as an individual influenced their decision to seek outside 

care if that was an option due to private health insurance. Hamilton et al. (2013) reported 

that women veterans who left VHA care had less positive perceptions of VHA care than 

women who did not leave the VHA, and that attritioners more than likely did so due to 

travel distance to VHA for care and having alternate health insurance. 

Let’s start over. Participants reported challenges with the process of seeking care 

at the VHA. A new provider, changes in course of treatment, and changes in medication 
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were common frustrations. Change in provider was commonly reported as an obstacle, 

which meant explaining the health history to a new person and changing the course of 

treatment for some. A new provider would “start over” or delay the process for referral to 

a specialty other than primary care. Relocating also brought challenges to continuity of 

care, which involved not only a new provider, but a new system. Participants reported 

that medications that were available in different areas of the country and overseas were 

not available to them when they relocated. This is consistent with findings by Wagner et 

al. (2015) who reported that delays in scheduling appointments, obtaining referrals and 

prescriptions was a barrier to accessing care within the VHA.  

Conclusions and Implications 

Participants in this study offered their perspective on the experience of seeking 

healthcare as a woman veteran, and the things that influence healthcare seeking. The 

following conclusions were drawn from the study findings: 

• The military experience influences women veterans in seeking healthcare, 

regardless of the era in which they served or the length of time since separation or 

retirement from the military.  

• Women veterans may be hesitant to talk about physical or mental health issues 

until a trusting relationship has been established.  

• Women veterans are intelligent and want to be part of the healthcare team. They 

want to be able to ask questions and receive explanations about health problems 

and explore treatment options other than medication.  
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• Women veterans prefer healthcare that is individualized to their specific needs 

and lifeways.   

• Women veterans’ time is valuable and they want to be informed if there are 

delays or there is a need to change an appointment time.  

• Women did extraordinary things while they served in the military. Ask them 

about their job, where they went, and what they did. If they trust you, they will 

tell you.  

• Women veterans would like to be treated with respect.  

• Women veterans may respond to generalized questions with generalized answers. 

They expect the provider to dig a little deeper.  

• Women veterans may respond to dissatisfaction with support staff, a provider, a 

treatment plan, or the process of receiving care by seeking healthcare elsewhere.  

• Women veterans earned healthcare benefits through the VHA. They will fight for 

it and they will advocate for better care for those who come behind them.  

• Women veterans do research. They gain information from fellow women 

veterans, social media platforms, advocacy groups, peer groups, and websites.  

• Women veterans may appear healthy overall, and may have experienced combat, 

military sexual trauma, or PTSD. A veteran may appear fine one day but 

experience symptoms at a future visit.  

Implications from the study findings include the following suggestions: 

• Developing a trusting relationship is the first step to better healthcare for the 

female veteran. To signal interest in establishing a foundation for a healthcare 
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relationship between the patient and the provider, the provider should briefly set 

aside the chart or computer and focus on the person.  

• Women veterans may not offer much information during an initial patient 

interview. Trust and consistency need to be established over time. Women 

veterans appreciate being given time to ask questions, so offer the opportunity.  

• The military experience informs women veterans’ healthcare seeking. Even if the 

provider does not have military experience, he/she can ask about military history. 

Questions about the military job, locations of service, and era of service may be 

used to ask about health status since separating from the military.  

• Ask about combat experience and deployments. Talk about the military job and 

any injuries or illnesses that occurred while on active duty, and how that is 

currently managed.  

• Respect her time. Women veterans typically arrange work and possibly childcare 

schedules in order to make an appointment for healthcare. Inform her of delays if 

she has been waiting in the waiting room or exam room for an extended period.  

• For healthcare providers outside the VHA, include veteran status on patient 

information forms. This may be used to initiate a conversation about military 

service and health status since separating from the military.  

• Increase personal knowledge of community, state, and national veteran healthcare 

advocacy groups available in the area and offer contact information to patients 

who are veterans. Offer printed literature from DAV, TVC, and VHA healthcare 

advocacy in waiting rooms or exam rooms.  
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• Offer printed information about health problems, PTSD, and military sexual 

trauma to help women better understand a disease or condition and related tests or 

treatment options. If those are not available, offer a reliable website for more 

information.  

• Increase personal knowledge of trauma-informed care. Inform the patient before 

performing any assessment that involves touching. Do not enter the exam room 

abruptly, knock and announce entry before opening the door.  

• Be open to reports of military sexual trauma and gain knowledge about 

counseling offered in the area.  

• Seek educational offerings for healthcare providers about women veterans’ 

healthcare.  

Limitations  

Limitations of this study includes the self-selection by women veterans to participate 

in a study that asks personal questions about healthcare experiences. Potential 

participants may have chosen not to participate due to the personal nature of the study. 

All of the participants in this study reported eligibility of VHA benefits and had used 

VHA care at some point in their life. Women who were not eligible for VHA benefits or 

never sought healthcare through the VHA were not interviewed.  

Recommendations for Further Studies 

Recommendations for further studies include: 

• Conduct a study of outside healthcare providers to explore their comfort level 

with caring for women veterans in the community setting. 
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• Conduct a study of active duty military women to explore their understanding of 

transitioning to VHA healthcare upon separation from the military.  

• Conduct a study to investigate the effectiveness of a veteran healthcare advocate 

for veterans with combat, PTSD, or military sexual trauma. 

• Conduct a study to investigate the effectiveness of a navigator for women 

veterans with similar Gulf War I problems.  

• Conduct a study to investigate the effectiveness of providing women veterans in 

the community with printed information about local peer support, available 

healthcare advocacy, and available options for mental health counseling within 

her area.    

Learning the nature of these experiences may help nurses and other healthcare 

providers better understand the challenges faced by women who need care, and to apply 

that understanding to helping women veterans explore appropriate and available 

treatment possibilities. This study explored the subjective experience of seeking 

healthcare by women veterans and the influences on their decision-making to seek care. 

The study findings add to the current body of knowledge regarding the challenges faced 

by women veterans who seek healthcare through the VHA or outside providers, and helps 

explain how their interactions with healthcare entities influences decision making to seek 

care in the future, remain in care, or advocate for others. 
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Appendix A 

The Lived Experience of Women Veterans Seeking Health Care 

 

Interview Schedule 

 

The purpose of the study is to explore the meanings of the experience of seeking health 

care by women who have served in the military.  

 

Please tell me about your experience as a women veteran seeking health care.  

• Tell me about an experience that stands out for you.  

• What made it a positive/negative experience?  

• How does being a veteran, or being a woman, affect that experience?  

When you think about the types of things that may influence your decision to seek health 

care, what stands out?  

• Tell me about particular symptoms that you have experienced that led you 

to seek health care? Tell me more about that.  

• Is there another experience of seeking health care that stands out? How 

was it different from the first experience you described? 

• Thinking about these experiences, describe for me what was going on 

physically. How did this feel? 

• Tell me how other people have influenced your decision to seek health 

care? Tell me more about that.  

Tell me what you’d like to happen when you go to a health care provider.  

• How does this compare to what you experience?  

What would you like health care providers to know, when it comes to caring for women 

who have served in the military? 

• Is there anything else?  

What is your advice to other women veterans, who may be seeking health care? 

What meaning does seeking health care have for your life?  

Is there anything else that is important to understanding women veterans’ health care?  
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Appendix B 

Participant Demographics 

        Code__________________ 

1. Age on last birthday: ___________________ 

2. Military Branch: _______________________________________________________ 

3. Era of Service (circle all that apply):  

Vietnam Era  Post Vietnam Era (1975-1990) Gulf War I Era (1990- 1992) 

Pre 9/11 (1993-2001) Post 9/11 (2001- today) 

Number of deployments overseas: _______________________  

4. How long have you been separated from the military? 

Less than 5 years 

More than 5 years 

More than 10 years 

More than 20 years  

5. Rank upon separation: _________________________ 

6. Education level when you went in: ________________________________________ 

7. Education level when you got out: ________________________________________ 

8. Education level today: __________________________________________________ 

9. Employment today:    Full time  Part time Unemployed  

10. Health insurance:   Yes  No  

11. Eligible for VA care:   Yes  No  I don’t know 

12. Use VA care in the last year:  Yes  No 

13. Use non-VA care in the last year: Yes  No 

14. Marital status: _____________________________________________________ 

15. Number of children age 18 and younger living at home? ____________________ 

16. Do you have children over age 18 living at home? __________________________ 

17. What is your ethnicity? ________________________________________________ 

 


