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BACKGROUND. This report provides an overview of contemporary health care issues impacting military women and female military family members. The report has been prepared with a particular emphasis on issues related to OB/GYN care, a topic explored in detail in numerous focus groups conducted by DACOWITS during site-visits to military installations throughout 2003.

       Information provided in this report is drawn from a variety of sources, to include DACOWITS focus group findings, academic literature and technical reports prepared by experts in military medicine and military health care, as well as recent surveys of military personnel and military family members. The information contained in the report is presented in the following sections:

· Perceptions of health care among military women and military family members

· Health promotion/disease prevention behaviors among military women

· OB/GYN care

· Pregnancy and prenatal care among military women

· Stress among military women

· Women’s health issues during deployment.

Where applicable, recommendations are provided which reflect the opinions of the military and civilian health care professionals and researchers cited throughout the report. 

PERCEPTIONS OF HEALTH CARE AMONG MILITARY WOMEN AND MILITARY FAMILY MEMBERS. This section highlights survey research findings in the following three areas: 

· Military women’s overall perceptions of military health care

· Military family members’ overall perceptions of military health care

· Satisfaction with military health care compared to civilian sector benchmarks. 

Military women’s overall perceptions of military health care. According to a number of independent data sources, including the 2002 Health Care Survey of DoD Beneficiaries (2002 HCSDB— sponsored by TRICARE) and the 2002 Status of Forces Survey of Active Duty Members (2002 SOF Survey—conducted by the Defense Manpower Data Center), overall, most military women across DoD are satisfied with the health care they receive.

         For example, results from the 2002 HCSDB indicate that, on a scale of 0-10, active duty TRICARE beneficiaries reported a mean (average) rating of 6.9 for the health care they received in Military Treatment Facilities (MTFs) during the past year, a value on the “satisfied” side of neutral and that has steadily increased since 1999.
 While this rating is for all Service members surveyed for the 2002 HCSDB, TRICARE reports that there were no significant differences between active duty men and women in their ratings of military health care.  

           Similarly, data from the 2002 SOF Survey indicate that about two-thirds (65%) of active duty women respondents reported they were either satisfied or very satisfied with their medical/dental care, a percentage not substantially different from that reported by male Service members (61%). As was true for active duty men, active duty women respondents on the 2002 SOF Survey were more positive about their own health care than about family health care. Slightly more than half (55%) of applicable
 military women were satisfied or very satisfied with family medical/dental care. These differences in appraisals of personal vs. family medical/dental care, documented in 2002 SOF Survey, are shown in Exhibit 1.  
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Focus group data collected by DACOWITS during its 2003 site-visits suggest that Service member satisfaction with health care may not be consistent across rank.
 Groups composed of junior enlisted personnel were more likely than those composed of more senior personnel to express dissatisfaction with the quality of care and service they receive in MTFs. For example, some junior enlisted personnel suggested they were “treated as a guinea pig,”  were “herded through like cattle,” and received “assembly-line care.” 

Junior enlisted personnel were also more likely to attribute the quality of care received in the MTF to patient rank, as illustrated by the following comment from a junior enlisted woman: 

“You’re looked down upon by the Navy doctors for being a junior enlisted female. You have to risk your long-term health because the Lieutenant doesn’t want to listen.”

Military family members’ overall perceptions of military health care. While the 2002 SOF Survey does not include family members, two other independent surveys—the 2001 Survey of Army Families (SAF IV) and the 2002 USMC Quality of Life (QoL) Study— suggest that family member perceptions of their military medical care are not substantially different from those of active duty military women. Slightly fewer than two-thirds (62%) of respondents of the SAF IV (the large majority of whom represent female spouses of military men) reported that they were satisfied or very satisfied with Army medical care— an increase of five percentage points from 1995.
 

        Similarly, the 2002 USMC QoL Study reports that mean family member satisfaction with their health care in the Marine Corps was 4.66 on a 7-point scale (1= very dissatisfied, 7 = very satisfied), a value on the satisfied side of neutral.
 In both of these studies of military family members, satisfaction with health care was not related to the rank of the military sponsor. 

Satisfaction with military health care compared to civilian sector benchmarks. While most military women report that they are satisfied with their health care, survey data collected on the 2002 HCSDB indicate that, when benchmarked against standards established in the civilian health care arena, Service member satisfaction with a number of aspects of military health care falls short of that measured in the civilian sphere. According to TRICARE Consumer Reports (which publishes HCSDB findings), specific areas in which customer 
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evaluations of the military health system lag behind those recorded for civilian health care                

facilities include ease of access, communication and customer service (Exhibit 2).
 

       DACOWITS focus group findings from 2003 corroborate that, in the view of military beneficiaries, care in military treatment facilities falls short. Given the option to choose where they receive care, it was clear that a majority of focus group participants would choose the civilian sector. Though DACOWITS focus group questions targeted OB/GYN care, participants’ responses also shed light on their perceptions of how MTF and civilian sector health care compare more generally. (Note: Findings specific to OB/GYN care are presented in a later section). Three general areas of dissatisfaction were recorded in the focus groups, each reinforcing findings presented in Exhibit 2:

1. Customer service and provider communication and (recorded in 13 of 45 focus groups)

2. TRICARE (recorded in 12 of 23 focus groups in which participants had civilian health care experience)

3. Access to care (recorded in 7 of 23 focus groups in which participants had civilian health care experience).

The DACOWITS findings in these three areas are detailed below.

1. Customer service and provider communication

This concern, identified in more than one-fourth of the focus groups, relates to how MTF providers treat patients—in the interpersonal rather than the clinical sense.  Focus group participants expressed concerns about MTF providers who are inconsiderate, fail to listen to their concerns, leave the patient feeling as though they were not an individual, and have “negative attitudes.” 

Other customer service concerns seemed to be less about individual providers than the military health care system in general. Focus group participants described a “get them in, get them out” approach to treating patients, indicating that some providers acknowledge assuming that “everyone who comes to the clinic is just trying to get out of work.” (Note that not all of the focus group participants who commented about MTF customer service had civilian health care experience on which to base an informed comparison.)

2. TRICARE

Military beneficiaries who seek civilian health care generally rely on TRICARE to cover much of the cost, rendering TRICARE an integral aspect of their civilian health care experience. Comments about using TRICARE—including coverage and claims processing issues, as well as out-of-pocket expenses—were made in roughly one-half of the focus groups with civilian health care experience. Service members ascribed billing difficulties associated with using civilian health care to MTF and TRICARE personnel, rather than civilian facility personnel. Although concerns about the substantial costs incurred for prescription medication and co-payment of medical services were raised in focus groups of family members as well as Service members, they were most prevalent among male Service members. Some of their comments follow: 

“My wife got great care in the civilian [facility]. The problem is TRICARE.  I get so many bills because TRICARE doesn’t want to pay for it.”

—Junior enlisted male

“I looked them up on the web and I called TRICARE, and they told me they don’t pay for that. If my wife is going to the [civilian] doctor, she is going to pay for all of it.”

—Junior enlisted male

        An additional difficulty associated with TRICARE, although mentioned infrequently in the DACOWITS focus groups, is that not all civilian providers accept TRICARE reimbursement.  

3. Access to care

         Addressed by almost one-third of the focus groups with civilian health care experience, better access to care was described as one of the benefits of receiving health care in the civilian sector. While the majority of access-related comments were positive, anecdotes were also recorded describing circumstances that made accessing care in the civilian sector a challenge. These circumstances included referral procedures and the amount of paperwork necessary to see a civilian provider—difficulties perceived by participants as resulting from requirements imposed by the military rather than by civilian providers, and often related to TRICARE.  

HEALTH PROMOTION/DISEASE PREVENTION BEHAVIORS AMONG MILITARY WOMEN. In recent years, TRICARE has adopted “targeted national health-promotion and disease-prevention objectives specified by the Department of Health and Human Services (DHHS)” in the Healthy People 2010 initiative.
 The TRICARE Stakeholders Report for 2002 reports that, for those goals bearing uniquely upon the health of female active duty personnel and female military family members, TRICARE is exceeding the benchmarks established in Healthy People 2010. TRICARE milestones include: 

· Mammogram in past 2 years for those age 50 and up (86% of female TRICARE beneficiaries)

· Breast exam in past year for those age 40 and up (68% of female TRICARE beneficiaries)

· Pap smear within the past 3 years (88% of female TRICARE beneficiaries).

        Other encouraging data collected on the health behaviors of military women concern rates of substance use. Findings by Bray and Marsden indicate that military women tend to demonstrate healthier substance use behaviors than military men. Using data from the DoD Worldwide Survey of Health Related Behaviors, these authors found that military women were far less likely than military men to report that they drink heavily (5% vs. 19%, respectively), and less likely to report that they smoke (26% vs. 33%, respectively). The survey did find, however, that active duty personnel of both genders report similar rates of illicit drug use (5% of women and 7% of men).
 Substance use is one of a number of deployment-related health issues for military women, as theses rates tend to rise in deployment situations. (Women’s health issues during deployment are discussed in the report’s final section). 

OB/GYN CARE. The perceptions of female beneficiaries—both active duty and family

members—concerning the OB/GYN care they receive within the military and civilian health care systems was a major topic pursued by DACOWITS during 2003. It is important to note that, while the instrument employed during DACOWITS focus groups specifically addressed OB/GYN care, in practice, it was not unusual for participants to move from a description of OB/GYN experiences to topics related to military health care more generally. These “dually-focused” data were managed by incorporating findings that clearly pertained to general health care under “Perceptions of Health Care among Military Women and Military Family Members,” presented earlier, and presenting the remaining findings in the current section. It should be noted that some of these findings may have broader applicability as well.   

      DACOWITS focus groups provided insight into three aspects of OB/GYN care:

· Perceptions of military OB/GYN care among active duty women and military family members

· Beliefs concerning how military OB/GYN care compares to civilian OB/GYN care

· Recommendations for improving military OB/GYN care.

Each of these topics is discussed in this section, along with relevant findings from the literature and from recent surveys. 

Perceptions of military OB/GYN care among active duty women and military family members. Generally speaking, DACOWITS focus group participants were satisfied with access to and quality of OB/GYN care in military facilities. Many participants expressed discontent, however, with specific aspects of military OB/GYN care that included, in order of prevalence across the 45 focus groups conducted:

1. Access to OB/GYN care and appointment system (22/45)

2. Quality of OB/GYN care (20/45)

3. Continuity of OB/GYN care (17/45)

4. Concerns about privacy and confidentiality regarding OB/GYN health care (9/45). 

Each of these areas of dissatisfaction with military OB/GYN care is discussed in detail below.

1. Access to OB/GYN care and the appointment system

Approximately one-half of the focus groups expressed concern about access to care and appointment setting. Issues of access tended to center around the military’s appointment system, the wait-time required to receive an OB/GYN appointment (e.g., some participants indicated that regular GYN appointments must be booked at least six weeks in advance), and the limited number of available appointments. 

 Difficulties in getting the type of care patients believe is warranted was also cited as an issue, particularly among female military family members.  The following is a sampling of comments related to access to military OB/GYN care:

“…the soonest OB appointment was 3 months away even after [my wife’s] pregnancy was confirmed.”

— Senior male officer 

“ If an OB/GYN is not available in 30 days, it is not good enough.”

—Senior enlisted male

It is unclear how access to OB/GYN care and wait times for appointments in MTFs compare to the private sector.
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      DACOWITS also recorded a number of anecdotes highlighting the frustration of female Service members who felt that care they required was not forthcoming. One female Service member shared her account of a military physician who observed that her baby was too large for her frame but failed to take appropriate action. Another Service member volunteered an account of a provider’s refusal to draw blood to confirm a suspected pregnancy.

      2.  Quality of OB/GYN Care. 

     Another common concern of DACOWITS focus group participants, expressed in slightly less than half of the groups, dealt with quality of care. These concerns primarily centered on perceived provider competence, qualifications, and customer service. Concerns about staff qualifications were reflected in statements such as those below:

“…our young physicians do not have the experience to deal with [pregnancy]”

—Senior female officer

[I have] “little confidence in the technicians doing the ultrasound”

—Senior enlisted male 

       One participant recalled an incident in which a physician did not know what to do during a miscarriage. This participant suggested that there are oversights occurring in military treatment facilities (MTFs) that result in misdiagnoses and even miscarriages. 

        Focus group participants expressed concerns that the role of the MTF as a venue for training military physicians and other health care providers detracts from the quality of care they receive. For instance, a male Service member in a junior enlisted focus group reported that the delivery of his baby was used as a teaching tool, which he and his spouse resented. Similarly, a female family member suggested that, in military OB/GYN, “you are a science project.”

       Active duty women and female family members were more likely to express dissatisfaction with the quality and performance of OB/GYN providers than male partners of OB/GYN patients, probably due to gender differences in frequency of contact with OB/GYN providers.

       3.   Continuity of OB/GYN care.

Continuity of care, which refers to the inability to consult with the same provider on a return visit, emerged as a concern in approximately a third of the focus groups. Participants in focus groups of female military personnel and female family members reported that, over the course of medical treatment for a pregnancy, females do not see the same provider twice when using the military health care system.  

Participants reported discomfort dealing with multiple providers and expressed frustration with having to recount their medical histories for each new provider—a factor that limits the amount of useful time they can spend with their provider. 

         Male and female Service members as well as family members were in agreement that continuity of OB/GYN care is a problem within MTFs. The concern was heard more frequently from focus groups held at Army and Navy installations.  

      4.  Concerns about privacy and confidentiality regarding OB/GYN health care.

     Roughly one-fifth of the focus groups identified privacy and confidentiality of medical issues and medical records as a concern. Focus group participants observed that confidential records are too easily accessed in military treatment facilities. Also, an anecdote was shared in which private medical issues were discussed in an inappropriate venue, in this case a community club.  The concerns about privacy and confidentiality were expressed primarily by female Service members and were fairly evenly distributed among the Services.

* * * * * * * * * *

       The themes identified during the DACOWITS focus groups—quality of OB/GYN care, access to OB/GYN care and appointment setting, continuity of OB/GYN care, and concerns about privacy and confidentiality—parallel, and strongly reinforce, survey research findings on customer satisfaction with military OB/GYN care. For example, in her review of data from the Picker Survey, individual Service surveys, and the HCSDB, Ritchie notes that following areas were sources of discontent among military OB/GYN patients:

· Access to gynecological care

· Difficulty getting appointments

· Variable continuity of care

· Poor communication between patient and provider

· Lack of routine second trimester ultrasound

· Sub-optimal pain management

· Inconvenience (e.g., location of facilities/lack of parking, etc.).

Most of these sources of dissatisfaction with military OB/GYN care were corroborated by the DACOWITS focus groups.

Beliefs concerning how military OB/GYN care compares to civilian OB/GYN care. Because not all of the DACOWITS focus groups included participants who had experienced civilian OB/GYN care, only 23 of the 45 groups generated content regarding civilian OB/GYN care, which formed the basis of the findings presented in this section. 

       Focus group participants who could speak to this issue overwhelmingly believed that OB/GYN care provided in civilian treatment facilities is superior to that received in military facilities. Care provided in civilian facilities was described as “all the way around greater” than that provided in MTFs and few participants reported negative experiences related to the OB/GYN care received in a civilian facility. 

        Focus group participants’ comments regarding the superiority of OB/GYN care in the civilian sector focused on quality of care, which was discussed in almost one-third of the focus groups (9 of 23). The following quotes illustrate focus group participants’ appraisals of civilian OB/GYN care: 

“Greater respect for the patient”

—Senior enlisted female

“[Civilian providers have] more knowledge of treatment for difficult pregnancies”

—Senior enlisted male

“[Civilian facilities have] better facilities with more technology (i.e., ultrasound)”

—Senior enlisted female

Recommendations for improving military OB/GYN care in MTFs. DACOWITS focus group participants provided many recommendations for improving OB/GYN care in MTFs, many of which apply more broadly to the military health care system overall. In order of frequency, recommendations provided included: 
1. Improve the quality of OB/GYN care (17/45)

2. Revise the OB/GYN appointment system (9/45)

3. Maximize continuity of OB/GYN care (9/45)

4. Enact OB/GYN health care policy changes (7/45) 

5. Improve clinic/hospital/MTF OB/GYN staffing (7/45)

6. Ensure and increase privacy and confidentiality regarding OB/GYN health care (3/45)

Specific recommendations provided by participants are discussed below.

1.  Improve quality of OB/GYN care. 

         More than one-third of the focus groups recommended improvements to overall quality of care. Suggested changes in this area included standardizing care to ensure that Service members can expect the same support regardless of base assignment. At the same time, Service members expressed that military health care providers should not sacrifice treating patients as individuals in the quest for “cookie cutter” efficiencies. 

       Service members also sought improvements in the customer service orientation and communication skills of providers, to ensure that patients are listened to and not ignored. Less reliance on the “15-minute policy” was suggested as a way to eliminate patients’ perceptions of rushed care. 
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2.  Revise the OB/GYN appointment system.

        Improving the appointment system, so that active duty personnel and family members do not have to wait weeks for an appointment, was recommended in one-fifth of the focus groups. Focus group participants also suggested making it easier to obtain referrals and reducing the inconvenience of the appointment process for both providers and beneficiaries. Recommendations regarding the appointment system were made most often by senior enlisted and officer focus group participants, possibly due to the fact that these Service members are more likely than junior personnel to have spouses and children, and thus to make regular use of the military health care system. 

3. Maximize continuity of OB/GYN care.

This recommendation was made in one-fifth of the focus groups. 

4. Enact OB/GYN health care policy changes. 

Policy change was recommended in fewer than one-sixth of the focus groups. The kinds of policy change recommended included allowing the option to choose one’s provider, as done under civilian insurance plans, and outsourcing women’s healthcare.

5. Improve clinic/hospital/MTF OB/GYN staffing.

Improved staffing was recommended in fewer than one-fifth of the focus groups, including hiring more personnel and contracting with civilian physicians to ensure coverage during large deployments.

6. Ensure and increase privacy and confidentiality regarding OB/GYN health care.

Raised by only a handful of the focus groups, recommendations regarding enhanced privacy and confidentiality focused on placing more emphasis on providers’ responsibilities in these areas.  

* * * * * * * * * *

       The recommendations the DACOWITS focus groups generated for improving MTF OB/GYN care—regarding quality of care, the appointment system, continuity of care, policy change, staffing, and privacy and confidentiality—are similar to those provided by Ritchie
 in her review of the literature and survey research. Some of Ritchie’s recommendations, which entail both short-term and long-term solutions, include:

· Offering family-centered OB care where fathers and other family members are welcome

· Providing well-marketed, state of the art quality care through adherence to well-established professional guidelines (e.g., American College of Obstetrics and Gynecology)

· Providing friendly patient and family-centered staff

· Improving appointment setting

· Enhancing communication between patient and provider by answering questions and tailoring individualized birth plans for customers
· Ensuring continuity of prenatal, perinatal and postpartum care by an individual or team that is familiar with the customer’s medical needs.

Ritchie also mentions the need for standardizing and improving patient pain management methods, a factor that did not surface as a primary recommendation or concern among DACOWITS focus groups members.

PREGNANCY AND PRENATAL CARE AMONG MILITARY WOMEN. With an estimated 10% of military women pregnant at any time,
 pregnancy is a prevalent condition in the military and has significant ramifications for both the military and for the pregnant woman and her child. For the military, these ramifications include lost productivity, attrition, and degraded readiness due to the non-deployable status of pregnant personnel.
  There is also substantial evidence that the likelihood that an active duty mother will receive prenatal care varies by rank 
 — a factor with potential implications for the well being of children born to military women. 

     While all of these issues cannot be addressed in this report, a review of recent literature and survey research on the topic of pregnancy and prenatal care among military women suggests there is a strong relationship between military rank and two issues of concern to the military health care community: 

· Unplanned pregnancy 

· Prenatal care.

Current research on both of these topics, including analysis of results from DACOWITS focus group questions addressing perceptions of prenatal care in the military, is discussed below.

Unplanned pregnancy.  Approximately one-half of pregnancies in the U.S. are unplanned, and single women at the lower end of the socioeconomic scale are at greatest risk for unplanned pregnancy.
 In the military, junior enlisted women comprise the group most vulnerable to unplanned pregnancy, and single junior enlisted women are particularly vulnerable.
 

        A recent study of the relationship of military work-climate factors and pregnancy in the military found that whether pregnancies are planned and well timed seems to be associated with rank, the work climate pregnant women experience, and the work effort they put forth. Unplanned pregnancies were linked to poorer work climate (i.e., less command support, pregnancy profile support, and co-worker support; and more harassment).  Junior enlisted and officer personnel whose pregnancies were occurring early in their military careers experienced less positive work climates than higher-ranking enlisted personnel and officers. Unplanned pregnancies were also linked to poorer work efforts.
 It is important to note that this study did not determine causality among variables (i.e., whether unplanned pregnancy contributes to poor work climate, or vice-versa). 

        Study authors Evans and Rosen offer a number of recommendations based on their research findings. Most of these involve mandatory education and training programs for Service members, focusing on:  

· Family planning, pregnancy, and existing pregnancy policy

· Elimination of myths and stereotypes regarding pregnant personnel

· Creating a supportive work environment for pregnant personnel

· Attrition of women following pregnancy

· The contribution of women to military readiness.

These recommendations, particularly those that call for the education of personnel in the areas of family planning and pregnancy, were similar to recommendations made by DACOWITS focus group participants as potential strategies toward maximizing prenatal care among pregnant military women. Findings concerning prenatal care in the military are discussed in the following section.   

Prenatal care. The 1998 DoD Health Related Behaviors Survey found that military women are less likely to seek prenatal care during their first trimester of pregnancy if they are enlisted, unmarried, no older than twenty, and have less than a college degree. One of the objectives of DACOWITS focus groups conducted during 2003 was to identify Service member perceptions about the reasons young enlisted pregnant women in the Armed Forces are less likely to pursue or receive prenatal care. 

       Exhibit 3 displays the relative frequency of the major themes DACOWITS focus group participants reported as explanations of the relative lack of prenatal care among young female Service members.


 The explanations offered by DACOWITS focus group participants for low rates of timely prenatal care among some military women are discussed below.

1. Impact of pregnancy on work climate or career/Fear of stigmatization

       This was the most common explanation for why young Service members tend not to seek timely prenatal care, recorded in about one-half of the focus groups.  Focus group participants identified the belief, held particularly by female Service members, that prenatal care is put off as long as possible because revealing a pregnancy has negative work-related consequences and can impact Service women’s careers. These consequences, recorded most frequently in focus groups held on Army installations, include differential treatment by supervisors and/or coworkers, coworkers who become resentful due to anticipated increases in their own workload, 

and criticism from male workers unable to accept the pregnancy as a natural life event. Female 

Service members, in particular, expressed the fear that pregnancy will result in stigmatization and in a devaluation of their competence and ability.  Additionally, participants recognized that after a pregnancy has been identified and annotated on a woman’s medical profile, pregnancy-related work restrictions can disadvantage her professional development and timely promotion (e.g., missed training opportunities).  


The following quotes illustrate participants’ concerns regarding revealing pregnancy:
“Because she’s a soldier…men in charge may not understand what’s involved. There’s a stigma for pregnant soldiers.”

—Female family member

“Pregnancy will always affect the mission. You are a body and are not good to them if you are pregnant.”

—Senior Enlisted female

2. Limited access to, or availability of, OB/GYN care.

         Almost one-fourth of the focus groups identified difficulties with the appointment system as a barrier to timely prenatal care. In addition, several focus groups suggested that Service women are too busy to make time to schedule an appointment, much less set aside time to attend appointments.

3. Lack of education or experience regarding pregnancy. 

       Approximately one-fourth of the focus groups suggested that young Service women lack education and experience regarding prenatal care.  This explanation came from focus groups comprised of senior enlisted, junior officer, and senior officer personnel. Notably, it was not typically mentioned by focus groups of junior enlisted women.   

4. Denial of pregnancy.

Approximately one-fifth of the focus groups believed that young mothers do not seek early prenatal care because they are often in denial about the pregnancy or do not know that they are pregnant. Denial was cited more often in female- attended focus groups than male attended groups.

5. Perception that the medical community waits until the second trimester for prenatal care.

This explanation was offered by approximately one-eighth of the focus groups, most of which attributed the policy to the high rate of miscarriage during the first trimester of pregnancy.

       In addition to identifying the barriers that seem to prevent some young Service women from obtaining timely prenatal care, DACOWITS focus groups provided recommendations for overcoming them. The most common recommendations given by participants include the following, in order of frequency: 

1.   Promote pregnancy education.

         By far the most common recommendation for improving the rate of prenatal care within the military, made by one-third of the focus groups, was providing education on prenatal care for young mothers-to-be. Similar to the recommendation made by Evans and Rosen, participants identified the need for more training on family planning in the Armed Forces. Consistent with junior enlisted women’s beliefs that the causes of lower rates of prenatal care among junior enlisted women are work-related, junior enlisted focus group participants typically did not recommend additional education as a remedy for low rates of prenatal care.

2.    Greater acceptance/tolerance of pregnancy. 

Approximately one-sixth of the focus groups recommended the military adopt a greater level acceptance or tolerance of pregnancy as a natural life event.

 

3.    Market prenatal services. 

        About 10 percent of the focus groups suggested improved marketing and advertising of prenatal services.

4.   Improve access to prenatal care.  

       Roughly 10 percent of focus groups suggested improving access to care, primarily by increasing the availability of prenatal appointments.

STRESS AMONG MILITARY WOMEN. Though not a topic investigated during 2003 DACOWITS focus groups, the stress of military life for women—particularly as it relates to work climate and co-worker perceptions of gender roles and gender integration issues— has been among the topics addressed by Defense researchers and policy-makers over the past ten years. The DoD Survey of Health Related Behaviors, conducted in 1998, reported that almost one third of military women reported a high level of stress associated with being a woman in the military. This was particularly true for military women who were younger, enlisted, less educated, and for those married military women who were geographically separated from their family members. 

      The most frequent source of stress among military women identified by the survey was being away from family. The 1998 DoD Survey of Health Related Behaviors indicated this was true for male Service members as well.

        There can be little question that sacrifice and personal stress are inherent features of military life for all military personnel and their families, particularly during operations and deployments. Minimizing those stress-related factors over which the military has some control is crucial, however, because higher levels of stress are associated with lower job functioning.
 

WOMEN’S HEALTH ISSUES DURING DEPLOYMENT.  The deployment of military women on military missions entails a number of gender-specific health concerns, as cited by both the General Accounting Office
 and by Ritchie.
 These include: 

· Hygiene

· Dehydration

· Isolation and sexual harassment

· Substance abuse.

These health issues are discussed in turn.

Hygiene during deployment.  Hygiene is a major issue for women deployed to a field duty station or multi-week ship duty.  Deployment conditions can entail some or all of the following barriers to adequate hygiene:

· Lack of/insufficient latrines

· Unsanitary latrines, where they do exist

· Absence of hand-washing facilities

· Cumbersome outer clothing/gear that must be removed in order to void

· Pressure to void quickly due to long lines to use few latrines

· Excessive heat

· Limited or no shower facilities.

Unhygienic conditions contribute to an increased risk of genitourinary infections for deployed women, the symptoms of which frequently cause women three or more lost duty days, on average, per deployment. Nearly one-half of deployed women are uncomfortable seeking treatment for these symptoms, half of whom choose to forego treatment
.  Deployed women’s reluctance to seek treatment for genitourinary concerns can stem from a lack of confidence in providers’ ability to treat them, the prevalence of male health providers, concerns about confidentiality, and/or the requirement to disclose their condition to the chain of command before seeking treatment for it.

       Menstruation can also be problematic during deployment due to insufficient supplies of feminine hygiene products and a scarcity of private locations to use them. In addition to striving to ensure that ample feminine hygiene products are available at deployment sites, suppression of menstruation via continuous birth control pills or a similar, long-acting preparation is under consideration.

      Female Service members have discovered that baby-wipes are extremely convenient and useful for maintaining hygiene while deployed.  For women who develop symptoms of genitourinary infection, self-diagnosis kits are under development. In response to the need for sensitivity and competence in dealing with these concerns at deployment sites, new guidance has also been developed (e.g.,  “Female Soldier Readiness: A Leader’s Guide” for women and commanders and “The Health Care of Women in Military Settings” for practitioners in the field).

Dehydration during deployment.  To minimize the need to urinate, women tend to restrict fluid intake, which can lead to dehydration and heat injuries.  Alternative means of urinating in difficult circumstances—i.e., female urine collection devices—are under development. 

Isolation and sexual harassment.  In deployed units with very few women, military women may feel isolated and may be physically segregated from male personnel, potentially compromising military women’s safety. Sexual tensions and harassment are also potentially greater in these situations. While under-reporting precludes reliable data on the prevalence of sexual assault of female Service members, the opportunity for assault may actually be lower during deployment than in garrison due to the absence of both alcohol and privacy.  Female Service members’ risk of isolation, harassment, and assault while deployed may be further exacerbated by the host culture’s practices and attitudes toward women.
  

       As the numbers of women on deployments increase, isolation becomes less prevalent. In addition, learning about host cultures can help prepare personnel for unique circumstances, traditions, etc. that could potentially impact their health and well being.

Substance abuse during deployment. A 1997 study by Kroutil, Federman and Bray found that, similar to their male counterparts, military women who were deployed reported rates of heavy alcohol use three times higher than those of non-deployed military women.
 The study authors suggest that further research is needed to examine the causal factors associated with increased substance abuse during deployment and post-deployment for both male and female Service members.

SUMMARY. This report has provided an overview of health care issues for women in the military community—to include both military women and female family members. A particular emphasis was placed on data bearing upon the issue of OB/GYN care in military treatment facilities because, effective 28 December 2003, the National Defense Authorization Act has eliminated the requirement for non-availability statements or pre-authorizations for TRICARE Standard OB/GYN patients. Implications of this policy change, which include a loss of OB/GYN customers, require that the military examine its approach to the provision and delivery of care in this area. 

      Focus group data collected by DACOWITS in 2003— as well as data collected during large-scales surveys of the military community— suggest that, while military women and female military family members are relatively satisfied overall with care received in MTFs, they perceive that both quality of care and customer service in the area of OB/GYN is superior in the civilian sector. 

       In addition to summarizing key health care issues among deployed military women, perceptions surrounding prenatal care, and factors related to unplanned pregnancy in the military, this report has highlighted the major concerns articulated by the military’s chief OB/GYN customers— active duty military women, female military spouses, and their active-duty sponsors. Recommendations from both customers and subject matter experts are provided in this report that will allow the military to take the next step towards becoming the provider of choice for OB/GYN care in the military community for the years to come. 

“Service members and families have to fight tooth and nail to get an appointment.”


—Senior male officer








“If we are an asset, then we should be taken care of.”


—Senior enlisted female
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“There should be a more accepting attitude towards pregnancy” 


—Junior enlisted female  
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