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Abstract 

 In the United States, non-profit organizations and physician volunteerism play a 

significant role in providing health care to low-income, uninsured individuals. This deep-rooted 

tradition of charity care is consistent with the libertarian values that underlie the United States’ 

for-profit, capitalist health care system. Anthropological research is well-suited to study patient 

and physician perspectives on accessing health care in the United States within the context of 

charity care. This thesis examines physicians’ and patients’ experiences with charity care 

through the non-profit organization Health Access Network, which manages a volunteer provider 

network to offer specialty medical care to low-income, uninsured individuals in Adams County, 

Utah. Physician and patient satisfaction were explored at three levels of the charity care 

experience: at the individual level—within the clinical appointment itself, at the level of the 

organization—with Health Access Network, and at the systemic level—with the larger health 

care safety net in the United States. Results of this study suggest that most physicians and 

patients expressed overall satisfaction with their charity care experience at the first two levels: 

with the clinical appointment and with Health Access Network as an organization. However, 

both physicians and patients attributed most of their frustrations with the experience of providing 

or receiving charity care to failures of the health care safety net at the systemic level. 

Anthropological theoretical concepts are utilized to understand how both physician and patient 

agency to provide or access health care are constrained by structural obstacles within the health 

care system.  

Keywords: charity care; health care system; physician volunteerism; patient satisfaction; 
structural vulnerability; structural violence 
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Introduction 

 In the United States, many low-income, uninsured individuals rely on charity care from 

non-profit organizations to access health care. Health Access Network (HAN), in Adams 

County, Utah1, is one such organization that seeks to connect individuals in need with specialty 

medical care from volunteer physicians. This study was designed using qualitative 

anthropological research methods to explore both physician and patient satisfaction with the 

experience of providing or receiving charity care, as facilitated through HAN. In order to explore 

the experiences of these patients and physicians in depth, it is important to first understand the 

context of the U.S. health care system in which HAN operates. 

The United States’ Health Care System 

The United States does not operate a single model for a health care system. Rather, the 

health care system in the United States could best be described as a hybrid of multiple models, 

relying on a combination of for-profit private insurance coverage—purchased individually or 

provided as employment benefits, government-funded insurance coverage, fee-for-service health 

centers, private charity care, and more. In 2017, 67.2% of the U.S. population had some form of 

private health insurance coverage, while 37.7% had some form of government coverage 

(Berchick, Hood and Barnett 2018). Of those with health insurance coverage, employer-based 

insurance was the most common, with 56.0% of people receiving insurance through their 

employment at some point in 2017 (Berchick, Hood and Barnett 2018).  

The United States spends more money per capita on health care than any other high-

income developed country (Sawyer and Cox 2018). Since the 1980s, the gap between percentage 

of gross domestic product (GDP) spent on health care by the United States and by other similarly 

                                                 
1 In order to best protect the identity of the participants in this study, the names of the organization and the 
county are pseudonyms. 
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wealthy countries has consistently widened, with the United States spending 17% of its GDP on 

health care in 2017, while the average for comparable countries in the Organization for 

Economic Cooperation and Development (OECD) was 11% (Sawyer and Cox 2018). Yet, of the 

36 countries in the OECD, the United States ranked 28th for life expectancy at birth and 33rd for 

infant mortality in 2018 (United Health Foundation 2019). In addition, the United States 

consistently trails behind OECD countries of similar size and wealth on measures of all-cause 

mortality, premature death, mortality amenable to health care, and disease burden (Sawyer and 

McDermott 2019). Consequently, though the unavailability of data and inconsistencies of 

metrics can make it difficult to truly compare different health care systems, it appears that 

spending the most money on health care does not necessarily translate to having the best health 

outcomes. Furthermore, a report by the Institute of Medicine (2012) estimated that about $750 

billion per year of health care spending in the United States represents wasteful and unnecessary 

care. Yet while some of the exorbitant costs of the U.S. health system may be due to excessive 

care, it is difficult to account for much of American spending. Mulligan (2015) asserts that, 

“what health care costs in the United States is famously (and disingenuously) mysterious” (50). 

Mulligan (2015) borrows from the anthropology of finance to argue that health care costs remain 

so mysterious in part because insurance companies obfuscate prices through cost-shifting 

mechanisms and by redefining administrative services as care. Overall, despite such excessive 

spending, millions are uninsured in the United States and health care is rationed by affordability.  

In order to understand the U.S. health system, it is necessary to consider the libertarian 

values which underlie the American traditions of individualism, freedom of choice, and rights of 

non-interference. Such libertarian principles have contributed to widespread rejection of any 

form of universal health coverage, as evident in the failure of historical efforts of reform (Meier 
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and Bhattacharya 2012). Rylko-Bauer and Farmer (2002) argue that a focus on individualism in 

the private health care system is a rhetorical tool that “absolve[s] the state and the health care 

industry… of responsibility for ensuring decent care” (491). Regardless, the United States 

remains the only high-income developed country that does not provide universal health coverage 

for its citizens. American libertarian values are also closely associated with the economic 

principles of neoliberal capitalism. This predominant libertarian paradigm suggests that 

improvements to health care must come through privatization rather than national health reforms 

(Freedman 2012). Within the neoliberal context, Mol (2008) explores the implications of 

individual choice and health care by examining what she refers to as the “logic of choice” and 

the “logic of care.” Within the logic of choice, “language of the market is mobilized,” and 

“patients are referred to as ‘consumers’” (Mol 2008, 16). Because patients become consumers, 

health care is commodified and is perceived as a “product” of the free market. Farmer et al. 

(2013) argue that “health care is regarded as a commodity rather than a right, and it is therefore 

rationed based on ability to pay” (205). Thus, in the United States, health care is understood to be 

a commodity to be bought and sold on the free market by those who can afford it. 

Another construction of the free market is the for-profit insurance industry, which has 

recently garnered increased attention from anthropologists seeking to understand the unique role 

it plays in the U.S. health system. Critical questions are asked, such as whether health insurance 

could be a means of mitigating inequality and providing more accessible care, or whether its 

focus on individual responsibility and its need for profit lead inevitably to more challenges. Dao 

and Mulligan (2016) suggest that “insurance accentuates but does not resolve tensions between 

granting universal access to care and rationing limited resources, between social solidarity and 

individual responsibility, and between private markets and public goods” (13). Within the 
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context of these tensions and contradictions, anthropologists Horton et al. (2014) examine social 

transformations in how health and health care are conceptualized. They argue that, in the United 

States, “the right to health has been reconfigured as a right to consumer choice—in terms of 

health insurance plans, physicians, and pharmaceuticals” (Horton et al. 2014, 3). This focus on 

consumer choice was evident even in the Affordable Care Act (ACA) of 2010—a health reform 

law that was designed to increase health insurance coverage for uninsured individuals. Following 

full implementation of the ACA in 2014, individuals who could not afford private health 

insurance on their own were provided federal subsidies based on a sliding income scale so that 

they could purchase a health insurance plan of their choice through each state’s Health Insurance 

Marketplace.  

Medicaid, Uninsured Individuals, and the Health Care Safety Net 
 

In the United States, the main government-funded insurance programs are Medicare and 

Medicaid. Medicare is available to individuals aged 65 or older who receive Social Security 

retirement benefits and individuals with disabilities who receive Social Security Disability 

Insurance benefits. Low-income individuals who are not eligible for Medicare and cannot afford 

private health insurance may qualify for Medicaid. However, there is great inequality across the 

United States in access to Medicaid because of significant variability in eligibility requirements 

in different states (Philbin et al. 2018; Rylko-Bauer and Farmer 2002). The ACA initially 

included a proposal to standardize the eligibility requirements for Medicaid throughout all states, 

so that any citizen who earned less than 138% of the federal poverty line (FPL) would qualify for 

health insurance through Medicaid. However, the Supreme Court overturned this provision in 

2012. As a result, each state could decide individually whether or not to expand Medicaid 

eligibility. In November 2018, Utah voters approved a ballot initiative for full Medicaid 
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expansion (up to 138% of the FPL) under the Affordable Care Act with 53% of the vote. Yet, on 

February 11, 2019, the Utah legislature passed Senate Bill 96, which repealed Utah’s full 

Medicaid expansion efforts and launched a partial Medicaid expansion for individuals earning up 

to 100% of the FPL (Kaiser Family Foundation 2019). It is estimated that this change means that 

48,000 fewer Utahns will qualify for Medicaid under the partial expansion when compared to the 

full expansion (Cross-Call and Schubel 2019).  

Akinyemiju et al. (2016) compared data from 2013 and found, perhaps unsurprisingly, 

that states that did not expand Medicaid had a higher number of low-income, uninsured 

individuals than states that did choose to expand Medicaid. Yet interestingly, there was also a 

greater number of comorbidities in states that did not expand Medicaid compared to those that 

did, even when controlled for differences in socioeconomic status and access to health care 

(Akinyemiju et al. 2016). This suggests that the states that reject Medicaid expansion are perhaps 

the states that could benefit the most from the reform. Furthermore, Brunson et al. (2018) argue 

that states that choose not to expand Medicaid fail to prevent avoidable deaths and disability and 

keep people from obtaining stable employment, because low-income, uninsured individuals have 

no access to the health care necessary to allow them to continue to work. Yet, for those states 

that have expanded Medicaid, Yue et al. (2018) suggest that, while access to primary care 

improved significantly overall, disparities among racial and ethnic groups increased. Yue et al. 

(2018) found that, in states that expanded Medicaid, non-Hispanic whites benefited the most, 

resulting in the insurance coverage gap between Hispanics and non-Hispanic Whites actually 

increasing by 12%. This coverage gap may perhaps be due to lack of awareness regarding 

eligibility for Medicaid or administrative difficulties with applying for benefits. Though HAN 

staff members attempt to help their patients evaluate whether or not they qualify for Medicaid, 
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many HAN patients are ineligible for Medicaid because they are not U.S. citizens. Prior to the 

partial Medicaid expansion in Utah, many low-income adults also did not qualify for Medicaid, 

despite being below the income eligibility level, because they did not have dependent children. It 

remains to be seen how many of HAN’s previous patients may now qualify for Medicaid due to 

the partial expansion for low-income adults.  

In the United States, individuals without health insurance are consistently more likely to 

receive poorer quality care and untimely care than those who have health insurance (Institute of 

Medicine 2002). Despite the historic decreases in rates of uninsured individuals after the passage 

of the Affordable Care Act, the number of people without health insurance remains high—8.8% 

of the population, or 28.5 million people, in the year 2017 (Berchick, Hood and Barnett 2018). 

Additionally, racial and ethnic minorities are disproportionately represented among the 

uninsured (Kaiser Family Foundation 2017). In fact, in the United States in 2017, non-Hispanic 

Whites had the lowest uninsured rate: 6.3%, while Hispanics had the highest uninsured rate of 

any racial or ethnic minority group: 16.1% (Berchick, Hood and Barnett 2018). There are also 

well-documented racial and ethnic disparities in health outcomes for minority groups (Institute of 

Medicine 2003). Negative health outcomes associated with being uninsured include higher risks 

of premature death and increased likelihood of diagnosis at later stages in disease (Hadley 2003).  

 Uninsured individuals rely on a seemingly haphazard collection of sites that provide 

health care for the poor and uninsured, such as community health centers, non-profit 

organizations, and publicly-subsidized hospitals. Collectively, these are often referred to as the 

health care safety net. In the United States, this safety net grew out of the nineteenth-century 

American tradition of charity care. HAN represents one of the many non-profit organizations that 

contributes to providing a health care safety net for the poor and uninsured. Becker (2004) 
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argued that such a charity-based safety net is consistent with the neoliberal ideology that 

dominates the American health care scene and emphasizes individual agency and personal 

responsibility. However, since Section 501(r) of the Affordable Care Act, tax-exempt hospitals 

are required to provide community benefits, which include implementing a charity care policy 

and billing patients who qualify for charity care no more than insured patients are billed. 

Theoretically, this change shifts some of the responsibility of providing access to health care for 

low-income, uninsured patients away from the individuals and onto non-profit hospitals in the 

community. Yet, an early analysis by Nikpay and Ayanian (2015) found that only 44% of 

hospitals informed patients that they may be eligible for charity care before beginning debt 

collection and only 29% of hospitals actually charged patients who qualify for charity care the 

same amount as they charged insured patients. This suggests that personal responsibility 

continues to be prioritized, because individuals who are unaware of the potential benefits of 

hospital charity care are perhaps less likely to benefit from them.   

An emphasis on individualist, neoliberal values also leads to questions of health-related 

deservingness, where the uninsured are often judged as being undeserving of health care. 

Researchers have suggested that the ideology of deservingness frequently condemns 

undocumented immigrants—and even legal immigrants who are ethnic minorities—especially 

harshly (Getrich et al. 2018; Philbin et al. 2018; Willen 2012b). In Becker’s (2007) ethnographic 

study of chronically-ill, uninsured ethnic minorities, two-thirds of her respondents reported 

“feeling discriminated against because of their lack of insurance” (310). Becker (2007) also 

found that it was more difficult for her respondents to gain access to specialty care than to 

primary care, which is a challenge that HAN seeks to address by specifically providing specialty 

care to uninsured individuals through a network of private physicians.  
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Physicians and Charity Care 

In the United States, a significant proportion of charity care is provided by physicians in 

private practice (Forrest and Whelan 2000; Isaacs and Jellinek 2007; Salinsky 2004). Isaacs and 

Jellinek (2007) found that two different types of volunteer health care programs are used around 

the United States to involve private physicians in charity care: free clinics and physician referral 

networks. Their description of these two programs is consistent with the purposes of the free 

Acute Care Clinic (ACC) for the uninsured, which borrows office space from and sends referrals 

to HAN, and HAN, which operates using a network of private physicians to provide specialty 

care. Isaacs and Jellinek (2007) suggest that “free clinics and volunteer referral networks make it 

easier for physicians to provide free care” (872), because the administrative work is often 

accomplished by these programs—which is largely true in the case of HAN.  

 However, there has been some evidence of a decline in the proportion of physicians in 

private practice who are involved in charity care over the last several decades (Salinsky 2004). 

Additionally, Keane (2011) found that physicians who receive a higher proportion of their 

income from Medicaid reimbursement are less likely to provide volunteer charity care elsewhere. 

In a recent study conducted by Caldron et al. (2015), the Physicians’ Giving Back Survey found 

that while the most common volunteer activity among physicians was unpaid medical teaching 

(54% of physicians surveyed), this was followed by having a system in their practice to 

accommodate those who could not afford care (39%) and providing direct medical services in 

local clinics (38%). However, Salinsky (2004) also warns that it is difficult to quantify charity 

care provided by physicians because such surveys rely on self-reporting. Caldron et al. (2015; 

2018) found in two different studies that motivations for physician volunteerism are closely 

aligned with the main theoretical models for volunteerism in general, including the Public 
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Goods, Private Consumption, and Investment Exchange models (Caldron et al. 2015; Caldron et 

al. 2018). In terms of these models, Caldron et al. (2015; 2018) argue that most physicians’ 

motivation to volunteer aligns most closely with the Public Goods model, which involves 

altruism and the desire to increase access to a public good. Interestingly, Caldron et al. (2015) 

found that there were no significant statistical correlations between any personal or demographic 

characteristic of the physicians and the provision of direct volunteer care. It is also noteworthy 

that more religious physicians are not more likely to provide care to the uninsured or 

underserved (Caldron et al. 2015; Curlin et al. 2007).  

Methodology 

Research Site 

This qualitative study was conducted in collaboration with Health Access Network 

(HAN), a non-profit organization officially established in 2005. Their mission is “to improve 

access to quality health and dental care for low-income uninsured men, women, and children” 

(mission statement from the organization). They accomplish this by organizing a volunteer 

provider network, made up of physicians and dentists, who provide specialty care that patients 

cannot receive at other safety net sites that only offer primary care services. However, HAN has 

significant partnerships with these other providers, such as the free Acute Care Clinic and 

Riverside Community Health Clinic2. Through the volunteer provider network, which currently 

includes 263 physicians and dentists, HAN can offer care in most medical specialties, from 

cardiology, dermatology, and gastroenterology, to gynecology, oncology, and nephrology. The 

time, if any, that patients will spend on a waitlist depends on how many volunteer providers there 

are within each specialty and their individual stipulations regarding how much care to donate. 

                                                 
2 In order to best protect the identity of the participants in this study, the name of these clinics are 
pseudonyms. 
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There are four requirements for patients to qualify for HAN, including proof of income—

less than 150% of the federal poverty line, proof of residence in Adams County, a referral from a 

primary care provider, and a twenty-dollar membership fee that is paid every six months. While 

not contributing significantly to HAN’s administrative budget, the reasoning behind the 

membership fee is that it increases a patient’s personal engagement and ensures that they are less 

likely to miss appointments.3 Additionally, HAN staff must verify that a patient does not have 

any form of health insurance before enrolling them into the program. Finally, HAN also confirms 

that an individual resides in its catchment area of Adams County by verifying any official 

document that has the individual’s address. However, the executive director occasionally makes 

exceptions for individuals from rural counties south of Adams County, where no similar 

programs exist.4 

Patients are given an opportunity to report some demographic information on the 

application form, including race or ethnicity. In 2018, HAN served 797 individuals. Of these, 

53% of patients self-identified as Hispanic or Latino, 17% as Caucasian, and another 27% chose 

not to specify their race or ethnicity.5 The other 3% included Asians, Native Americans, African 

                                                 
3 The efficacy of user fees has been extensively debated in the health care literature for decades. Some 
believe that user fees can help develop a level of community ownership towards a health care 
organization and improve access to care (Ir and Bigdeli 2009; Litvack and Bodart 1993), while others 
argue that user fees are both ineffective and inefficient, while also excluding the poorest and most 
vulnerable individuals from care (Farmer et al. 2013; Watson et al. 2016; Yates 2009). However, this 
discussion may not be entirely applicable to HAN’s membership fees, because the membership fee is paid 
only once every six months, rather than at each visit to a provider. Additionally, HAN provides secondary 
care to patients, while most of the literature addressing user fees involves access to primary care. Most of 
HAN patients felt that the $20 fee was a very reasonable price for the care they received, though this 
study did not explore whether this fee does in fact contribute to the exclusion of the poorest individuals.  
4 The executive director states that as long as individuals from rural counties around Adams County 
commit to making the drives to the medical appointments, which could at times be several hours long, 
then she is willing to accept them into the program.  
5 This is a rather high percentage of individuals who chose not to specify their race or ethnicity. While the 
cause of this is unknown, one possible reason could be fear among undocumented individuals of 
providing this information in a highly conservative state, especially considering the U.S. government’s 
validation of anti-immigrant sentiments nationwide. Consistent with this hypothesis, one physician 
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Americans, and Pacific Islanders. These proportions represent a stark contrast to the racial and 

ethnic characteristics of Adams County in general, where as of July 2018, 82.4% of the total 

population were non-Hispanic Whites and 11.8% were Hispanic or Latino (United States Census 

Bureau 2018). This discrepancy is consistent with the U.S. Census Bureau’s observation that 

racial and ethnic minorities are disproportionately represented among the nation’s uninsured 

(Berchick 2018). The U.S. Census Bureau also estimates that 8.1% of individuals living in 

Adams County are without health insurance.  

Overall, HAN is careful to emphasize to patients that there is no guarantee that they will 

receive entirely free care. For some specialties, such as surgery, the surgeon donates his/her time 

and skills, but patients may be billed for use of the local hospital’s operating room and 

equipment. HAN helps patients apply for financial assistance through the hospital, which will 

generally subsidize the bill significantly. There are also fees associated with imaging tests, such 

as X-rays or MRIs. Patients are carefully informed of these potential costs when they are 

scheduled for an appointment, though it is impossible to determine in advance exactly what the 

cost will be, since the application for hospital financial assistance can only be done after debt has 

been created. HAN does not pay for or subsidize any health care themselves; their efforts are 

entirely dedicated to facilitating the donation of care from providers. HAN is funded through 

various grants and donations from several local partners.  

There are five full-time members of HAN’s staff. Jessica Wilson6 is the executive 

director, who gave me permission to conduct this study. The rest of the staff consists of three 

                                                 
conjectured that one reason it is difficult to follow up with patients is that, “Sometimes they don’t have 
legal status, and so they’re always kind of cagey about coming in or giving us information. Sometimes we 
don’t get good contact information.” Patients did not specifically address this issue in interviews. 
However, it is also possible that patients who were more skeptical of providing race/ethnicity information 
on their application form would also be less likely to agree to participate in this study. 
6 This name is a pseudonym. 
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care coordinators, all of whom are currently AmeriCorps members, and one office manager. One 

care coordinator oversees all of HAN’s dental program, while the other two share the medical 

specialties and oversee the coordination, scheduling, and follow-up of patients’ medical 

appointments with the appropriate physicians. These care coordinators try to help potential 

patients determine whether they are eligible for Medicaid, but they do not regularly assist 

patients through the application process. The office manager oversees the work of volunteer 

Spanish interpreters and organizes other community outreach efforts. All five staff members 

speak Spanish as a second-language, which is essential as many patients speak little to no 

English. Finally, HAN is overseen by a Board of Directors, which includes a couple of dentists 

and physicians from the volunteer provider network, representatives from local health care 

companies, and other engaged community members.  

Research Questions 
 
 This research study was initially designed to investigate the following research question: 

How do physician-patient interactions during HAN-facilitated appointments influence 

physicians’ and patients’ satisfaction with the experience of charity care? The first sub-question 

to this main research question involved exploring how physician-patient communication was 

understood by physicians and patients to be important to their clinical encounter. A second sub-

question considered whether physicians and patients found the wider context of charity care in 

the United States to be significant to understanding their specific clinical interactions. With these 

questions in mind, this research study was designed so that I would attend clinical appointments 

to observe these physician-patient interactions, focusing particularly on their verbal and non-

verbal communication. Qualitative follow-up interviews would then be conducted individually 

with the same physicians and patients who interacted in the appointments that I observed. 
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However, during the interview process, the most prominent theme that emerged in discussions 

with physicians and patients was their experience of challenges with charity care at the systemic 

level, rather than at the level of the clinical encounter. As such, the main research question was 

refocused to explore this theme in greater depth. This revision of the research focus was 

consistent with an interactive design process to qualitative research (Maxwell 2013, 73), where 

research questions are adapted to reflect relevant themes that emerge from a preliminary analysis 

of the data.  

Data Collection 

After receiving IRB approval (Creighton IRB 1331709-1, January 18, 2019), data 

collection commenced. This qualitative research study involved observation of 15 clinical 

appointments and 26 semi-structured qualitative interviews with the Health Access Network 

patients and physicians who interacted in these appointments.7 Both physicians and patients 

provided informed written consent to participate in this study. Physicians were contacted 

originally by me or by one of the two medical care coordinators at HAN to see if they would be 

willing to participate in this study. Patients were also initially contacted by phone, primarily by 

the care coordinator who already had a relationship with the individual. Patients were assured 

that their medical care would be in no way affected by their decision for or against participating 

in this study. After initial verbal consent was given, both patients and physicians had an 

opportunity to ask me questions and sign the written Informed Consent form in English or 

                                                 
7 Dental providers and dental patients were excluded from the study due to concerns about generalizing 
across the medical and dental environments, which have often been kept separate in existing literature. 
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Spanish (see Appendices A and B) in person. Participants were assured that, to protect their 

anonymity, all names used in this paper are pseudonyms.8  

Following observation of each clinical appointment, I wrote a thorough memo about the 

appointment and the interactions between the patient and physician. No attempts were made to 

standardize the observations of these medical appointments as emphasis was placed on 

understanding the participants’ interpretation of their experiences. Like the qualitative 

interviews, these observational memos were then coded as part of the data analysis process. 

Participants were recruited through convenience sampling, based primarily on which volunteer 

physicians had appointments scheduled with HAN patients during the three months when this 

research occurred. Convenience sampling was appropriate for this study as it also allowed us to 

use a “purposeful selection” (Maxwell 2013, 97) approach, where the care coordinators and I 

intentionally reached out to physicians from a variety of specialties in order to ensure a certain 

representativeness of the setting.  

Of the 15 clinical appointments I observed, there were 14 different physicians 

representing 12 different specialties. Of these 14 physicians, I was able to conduct follow-up 

interviews with 12 of them; two declined. The interviews with the physicians ranged from 7 to 

35 minutes in length, with an average length of 16 minutes. All of the physician interviews were 

conducted at the physician’s medical office, and all were conducted in English. Each physician 

interview included a discussion of the specific clinical encounter that I observed. Most 

physicians indicated that their interactions with the specific patient I accompanied was 

representative of their encounters with all patients. Consequently, in these interviews, physicians 

                                                 
8 As the pool from which participants were drawn was fairly small, particularly for physicians, I also 
occasionally changed the gender of a participant when using their pseudonym, to minimize the risk of the 
participant being identified. 
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primarily discussed their experiences with HAN in general, while occasionally mentioning 

previous encounters that they had with past HAN patients to illustrate a point. In a few instances, 

we discussed the specific clinical encounter that I observed in much greater detail when the 

physician indicated that his/her experience with this particular patient was an exception to the 

general routine. Follow-up questions were thus adapted in each physician interview to reflect the 

unique circumstances of each clinical encounter—based on the medical specialty, a physician’s 

stated concerns, and the clinical interactions I observed. 

Of the 15 patients who participated in this study, I was able to conduct follow-up 

interviews with 14 of them. Interviews with the patients ranged from 15 to 64 minutes in length, 

with an average duration of 27 minutes. Ten of the 14 patient interviews were conducted in 

Spanish and four were conducted in English. A volunteer Spanish interpreter helped translate for 

9 of the 10 interviews in Spanish. One interview in Spanish was conducted entirely by me, but an 

interpreter assisted with the transcription of this interview afterwards to verify accuracy.9 Of the 

14 patient interviews, seven took place in the patient’s home, four in a private room at a public 

library, two in a private space at the medical office, and one at the patient’s place of 

employment. Each patient interview also included a discussion of the specific clinical encounter 

that I observed. However, in general, patients had more to discuss regarding their overall 

experience with seeking health care in the United States and receiving care through HAN. 

Follow-up questions were thus adapted as appropriate in each patient interview based on the 

clinical interactions I observed, the patient’s particular health challenges, and their life 

                                                 
9 I speak Spanish at the ACTFL Intermediate Mid-level. I was therefore proficient enough to converse 
with the Spanish-speaking patients about topics of daily life before and after the appointment and 
interviews. However, to ensure accuracy and clarity, I relied on more fluent Spanish interpreters during 
the interviews whenever possible.   
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experiences. In total, the physician and patient interviews amounted to 26 qualitative interviews 

with study participants.  

Research Participants 

Of the 14 participating physicians, 12 were white American men, one was a white 

American woman,10 all of whom studied medicine in the United States, and another was a 

Hispanic American man, who first studied medicine in his country of origin. This physician 

spoke Spanish as his native language, and two other male physicians spoke Spanish as a second 

language. The other 11 physicians relied on volunteer interpreters from HAN or Spanish-

speaking medical assistants to communicate with their Spanish-speaking patients. While two of 

the 14 physicians had only been donating care through HAN for a few months, most of these 

physicians have volunteered with HAN for several years, and a couple have volunteered since 

HAN first began their work. Additionally, many of these physicians are religious, which is 

consistent with the high percentage of religious individuals in this county. In contrast to what 

would be expected from Caldron et al.’s (2015) study, several physicians mentioned the 

emphasis on service in their religious faith as a reason why they choose to provide charity care in 

their community. 

Of the 15 participating patients, 14 were women and one was a man.11 Additionally, 13 

were Hispanic. Ten of the Hispanic patients who participated in an interview chose to be 

interviewed in Spanish, though others also spoke varying degrees of English. Of the 12 

                                                 
10 This ratio of male and female physicians is not representative of the state at large. However, according 
to the Utah Medical Education Council (2016), the percentage of female physicians in Utah is lower than 
the national average, though this gap has been closing in recent years. In 2015, 22% of physicians in Utah 
were female, while nationwide 32% of American Medical Association physicians were female.   
11 This ratio of female and male individuals is not representative of the distribution of patients whom 
HAN serves. It is perhaps the case that female patients were more comfortable with agreeing to the 
observation of their medical appointment and a follow-up interview than male patients, though this is 
strictly conjecture.  
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interviewed Hispanic patients, five are from Mexico, three from Venezuela, and one each from 

Chile, Colombia, Peru, and the Dominican Republic. The other two participants who were 

interviewed in English are originally from Ghana and Mongolia respectively. There was a great 

variety in the length of time that these patients have lived in Utah. Seven of the patients have 

resided in Utah for between 12 and 20 years, while four of the patients have lived in Utah for less 

than one year (with one patient having arrived in Utah only six weeks before her appointment). 

Two of the patients resided in other states in the United States before moving to Utah about three 

years ago. Though not questioned about their legal status, five patients shared unprompted that 

they are undocumented and two revealed that they are currently in the process of seeking asylum.  

Data Analysis 

 Data analysis occurred concurrently with data collection. This decision was consistent 

with Glaser and Strauss’s (1967) “grounded theory” approach to qualitative research, where 

theory is generated or discovered from within data that is systematically collected. In contrast to 

the deductive approach to scientific research where data are collected to test a predetermined and 

falsifiable hypothesis, grounded theory relies on an inductive approach to research, where an 

appropriate theoretical framework is determined during and after, rather than prior to, data 

collection, according to the principal themes that emerge from the data. The semi-structured 

qualitative interviews were conducted using interview guides that were designed to address 

important topics, without placing arbitrary constraints on what or how much information a 

participant may provide (Weiss 1994). This interactive approach was consistent with grounded 

theory as it allowed the topics explored during interviews to be adaptable throughout the research 

process, in order to reflect the changing direction of the research questions based on emerging 

themes. Twenty-three of the 26 interviews were audio-recorded with the participant’s consent. 
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During the three interviews where participants declined to be audio-recorded, extensive notes 

were taken. I transcribed verbatim all of the recorded interviews, which was an important part of 

the analytical process as it allowed in-depth engagement with the raw data and enabled me to 

begin identifying recurring themes. I also wrote memos throughout the data analysis process to 

help me engage with the main ideas and conceptualize relevant themes. 

 Following the transcription process, interviews and observational memos were coded 

using MAXQDA Standard, a qualitative data analysis software. I employed what Corbin and 

Strauss refer to as an “open coding” approach to categorizing analysis (as cited in Maxwell 2013, 

107), where codes are developed based on the most important themes that emerge from the raw 

data. After codes were initially developed and all the interviews and memos were coded, I then 

read through the raw data an additional time to verify that the codes were used in a consistent 

manner and that main ideas were not inadvertently overlooked. The resulting codes and sub-

codes were then organized into broader categories according to the research sub-questions, the 

most significant themes, and the theories that I found to be most appropriate to understanding 

these themes.  

Timeline  

I designed this research study in the fall of 2018 and began collaborating at that time with 

Health Access Network to familiarize myself with their organization. Creighton University’s 

Institutional Review Board approved this project on January 18, 2019. From the beginning of 

February until the end of April 2019, I recruited participants, observed clinical appointments, and 

conducted follow-up interviews. As noted previously, data analysis occurred simultaneously with 

data collection during this three-month period of time.  

Conceptualization of Satisfaction 
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            A key aspect of this research involved exploring physician and patient satisfaction at 

three levels of the charity care experience: at the individual level—within the clinical 

appointment itself, at the level of the organization—with Health Access Network, and at the 

systemic level—within the larger health care safety net in the United States. Most existing 

literature that addresses satisfaction in the clinical context focuses on a patient’s, rather than a 

physician’s, satisfaction with the clinical experience and with the quality of care received 

(Blanch-Hartigan 2013; Grayson-Sneed et al. 2016; Nowak et al. 2017). This focus on the 

patient’s satisfaction is perhaps a logical extension of the current neoliberal health care model, 

where a patient is viewed predominantly as a client or consumer (Batbaatar et al. 2015; Potter 

and McKinlay 2005). Furthermore, most studies on patient satisfaction use quantitative methods, 

such as a variety of survey tools, to quantify how satisfied a patient reports him/herself to be 

(Grayson-Sneed et al. 2016; Jackson, Chamberlin and Kroenke 2001), even though there has 

been little research into how valid these surveys are (Nowak et al. 2017). Research on physician 

satisfaction tends to be limited to exploration of their satisfaction with professional life in 

general, such as in the American Medical Association report conducted by Friedberg et al. 

(2013), rather than with the outcome of a particular clinical encounter. There is also little 

existing research on patient and physician satisfaction within the context of receiving or donating 

charity care. 

          It was not the goal of this study to develop a quantitative measure of patient and physician 

satisfaction with their clinical interactions or overall experience with HAN. Rather, the 

qualitative research methods employed in this study enabled me to conceptualize satisfaction at a 

more holistic level, exploring the extent to which a physician or patient individually perceived 

his/her interactions in the clinical setting, with HAN as an organization, and with the health care 
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system overall to be successful and positive. In order to avoid creating an overly simplistic 

dichotomy where patients and physicians are either “satisfied” or “unsatisfied,” participants were 

not asked specifically in interviews whether or not they were “satisfied” with their experiences at 

these three levels of charity care. Instead, participants were interviewed with open-ended 

questions about their overall experiences. Therefore, it is important to acknowledge that there 

was no standardization of the definition of satisfaction in this study. Qualitative interviews were 

employed to understand what each individual physician and patient perceived to be important to 

their own charity care experience.  

For the purpose of this analysis, I use the term “satisfied” to refer to participants who 

expressed primarily positive feelings towards their experiences. Some recurrent words that 

indicated such a positive perception of the charity care experience included “very good,” 

“wonderful,” “grateful,” “rewarding,” “helpful,” “great,” “happy,” and—occasionally—

“satisfied.” In my study, participants who expressed the most satisfaction with their experiences 

often also had the fewest suggestions for improvement and the least desire to see changes made. 

I understand participants to be less satisfied with their experiences when they spent more time in 

the interview expressing negative perceptions of their charity care experience, which were 

indicated by words such as “frustrating,” “unfortunately,” “difficult,” “problems,” “confusing,” 

“hard,” and “issues.” This focus on an individual’s emotional response to the health care 

experience is comparable to Linder-Pelz’s (1982) definition that “patient satisfaction is positive 

evaluations of distinct dimensions of the health care” (578). Pascoe (1983) and Eriksen (1995) 

also employ similar definitions of satisfaction, where a patient’s subjective standards are 

compared with their emotional response to the overall health care experience. Batbaatar et al. 

(2015) argue that such theories of patient satisfaction that are based on patient expectations are 
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flawed, because the concept of expectations is also vague and undefined. However, for the 

purpose of my anthropological research, the priority is to develop the concept of satisfaction as it 

is understood by the research participants. This is consistent with an interactionist approach to 

ethnographic research, which recognizes that reality is a “social construction” and can be 

understood differently depending on whose view is considered (LeCompte and Schensul 2010, 

67). I extend this anthropological approach to developing the concept of satisfaction with the 

charity care experience to both patients and physicians. Finally, it is important to remember that 

the patients’ and physicians’ experiences were explored at three levels of the charity care 

process, and thus a participant could, and often did, express varying degrees of satisfaction at 

each level of their experience. 

Overview of Raw Data 

In general, the data revealed that most physicians and patients expressed overall 

satisfaction with their experience at the first two levels of charity care: in the individual clinical 

appointments and with Health Access Network as an organization. However, both physicians and 

patients attributed most of their frustrations with the experience of providing or receiving charity 

care to failures of the health care safety net at the systemic level, even in situations when it may 

have been reasonable to assign blame at the individual or organizational level as well. For 

instance, one patient, Helena, showed up to a follow-up appointment without having filled the 

prescription for a medication that she had been instructed to take for the previous six weeks. 

Though her physician, Dr. Johnson, was frustrated with what he felt was a wasted office visit, he 

did not fault the patient entirely but pointed to a possible lack of financial resources, stating, 

“Taking care of patients is really difficult when there’s no funding… it’s also one of the reasons 

she probably didn’t fill her medicines is she couldn’t afford them.” Dr. Johnson even 
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acknowledged that the blame could perhaps be shared, stating, “Maybe we didn’t do as well as 

we could” in providing her with “enough education, information, and motivation.” He then 

proceeded to accuse the health care system at large, explaining, “Almost everybody in the 

industrialized world does it better than we do. So, it would be hard to find a worse model.” 

Though Dr. Johnson could have simply blamed the patient for this frustrating situation, he 

instead pointed to the health care system in general as the source of the problem. Likewise, 

patients tended to blame any frustrations they had on the overall system rather than on the 

specific physician with whom they interacted. 

Becker’s (2004) in-depth ethnographic study of uninsured ethnic minorities in California 

offers a significant comparison case because her qualitative interviews with participants revealed 

similar themes as my study, specifically regarding barriers that patients faced within the health 

care safety net. However, there are some important differences, including that her study was 

conducted prior to the Affordable Care Act and that patients in her study also accessed health 

care in hospital and community clinic settings, rather than exclusively through volunteer charity 

care. While neither Becker’s (2004) study nor my study can be generalized to all uninsured 

populations, her study offers insights into other experiences of uninsured patients in trying to 

access medical care in another part of the United States. While the following sections will focus 

primarily on frustrations attributed to the health care system overall, here I will briefly discuss 

main themes that emerged at the first two levels of charity care that will not be analyzed 

elsewhere. 

First, an important finding of my study is that, at the level of the individual appointments, 

most patients and physicians expressed overall satisfaction with the physician-patient 

interactions that occurred during their clinical encounter. Patients were also mostly pleased with 
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the quality of care they received. In this study, the patients at HAN overwhelmingly felt gratitude 

for the physicians who were willing to volunteer their time and skills to provide care for them. 

Interestingly, this is in contrast to the findings of Becker’s (2004) study, where patients felt 

discriminated against by health care providers because they were uninsured. Additionally, in my 

study, the physicians often mentioned the patients’ gratitude as a significant motivator to donate 

care (though it is noteworthy that one provider felt strongly that HAN patients never expressed to 

him the amount of gratitude that he expected).12 While many of the patients acknowledged that 

the language difference between them and the physician could potentially contribute to 

misunderstandings—especially when relying on a volunteer Spanish interpreter with little 

training in the medical context—patients felt overall that this language barrier did not negatively 

affect the quality of their interactions with the physician. This is also in contrast to Becker’s 

(2004) study, which found that patients often felt discriminated against because they did not 

speak English. In fact, in my study, HAN physicians were more likely than patients to point to 

the language barrier as a frustration in providing care, though primarily because it led to 

lengthier clinical appointments. Yet, the physicians were quick to assure that language 

differences did not compromise the quality of care they provided a patient.  

                                                 
12 It would be interesting to further explore how this idea of gratitude connects to the concept of health-
related deservingness. In contrast to the judicial issue of a right to health, Willen (2012a) conceptualizes 
deservingness as a moral issue regarding whether or not an individual “deserves” health care. She 
suggests that “deserving assessments are conditional; an individual or group may be deemed more or less 
deserving on the basis of presumed or actual characteristics” (Willen 2012a, 814). In this study, it appears 
that several physicians felt that, because of their willingness to provide free care, they were owed a certain 
level of gratitude. As a result, patients who expressed more gratitude were seen by some physicians as 
more deserving of the care they had been given. In contrast, other physicians seemed to understand 
gratitude not as a constant expectation they had of patients but as an occasional reward or as a sincere 
motivator to continue donating care. This study did not further explore whether these physicians felt that 
there were other characteristics that affected how deserving or undeserving of care they believed a patient 
to be.  
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 Secondly, most patients and physicians also expressed satisfaction with Health Access 

Network as an organization and with their interactions with the HAN staff. This high level of 

patient satisfaction stands in stark contrast to the patients interviewed in Becker’s (2007) study. 

However, a likely reason for this is that those uninsured patients had to navigate the uncertain 

health care safety net without the assistance of a facilitating organization like HAN. 

Accordingly, Becker (2007) reports that patients often complained of difficulties in finding 

access to specialists, which was not an issue for HAN patients. In the absence of special 

circumstances, most HAN patients only interacted directly with their assigned care coordinator 

and the volunteers, not with the executive director or office manager. Only one patient had 

primarily negative experiences to report regarding how she was treated by her HAN care 

coordinator. Many more patients praised the communicativeness and kindness of their care 

coordinators, feeling that they went out of their way to help when needed. However, several 

patients did note the frequency of staff turnover, commenting on the necessity of working with a 

new care coordinator every year, if not more often. Most patients also expressed satisfaction with 

the care that they had access to through HAN, with several admitting that they did not know 

what they would do without HAN and its partnership with the free Acute Care Clinic (ACC).  

However, it also became clear that many patients were confused about exactly how HAN  

functioned and what its role was. Many patients referred to HAN and the ACC interchangeably, 

mistakenly believing that the free clinic that was held on Tuesday and Thursday evenings was a 

part of HAN. Others believed that the ACC and HAN were part of the Riverside Community 

Health Clinic, whose building HAN shares. This confusion is understandable as most referrals to 

HAN come from the ACC or Riverside, and as the ACC operates using office space borrowed 

from HAN and clinical space borrowed from the adjacent Riverside clinic. A few physicians 
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shared this confusion regarding the boundaries of HAN, also believing that the ACC was run by 

HAN’s staff. In general, the physicians interacted with HAN staff much less than the patients, as 

communication with care coordinators was often done through the receptionists or nurses at the 

physician’s office. Yet, most physicians reported overall satisfaction with how HAN is run, with 

several noting that HAN had an efficient application process that ensured that the patients who 

were sent to them truly needed specialty care. For the most part, physicians also praised HAN 

patients for their timeliness to appointments and HAN volunteer interpreters for their overall 

reliability. Isaacs and Jellinek (2007) note that uninsured individuals are primarily cared for by 

physicians in private practice, but that the number of physicians willing to provide charity care 

was declining. They argue for a greater number of volunteer physician referral networks, like 

HAN, to help encourage charity care by physicians. One reason that physicians in this study 

appeared to be satisfied with HAN was because the organization helped make it easier for them 

to provide charity care in their own medical office. 

 As noted previously, most critiques of Health Access Network as an organization or 

frustrations with an individual clinical encounter were attributed to failures with the U.S. health 

care system in general or other macrolevel societal issues. Significant themes that were identified 

from the patients regarding difficulty in accessing health care include costs (especially in paying 

for additional medical tests or filling drug prescriptions), employment challenges, transportation 

issues, lack of legal status, and feeling excluded from health insurance. These themes will be 

explored in much greater depth in the analysis that follows. Many of these obstacles experienced 

by immigrants in accessing health care in the United States have also been identified in the work 

of other ethnographic researchers, including Becker (2004), Carney (2015), Heyman, Núñez and 

Talavera (2009), Holmes (2013), and Konczal and Varga (2012), though some of these studies 
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focus specifically on undocumented patients or on migrant laborers. Overall, HAN patients felt 

that the physicians who donated care and the staff at HAN were generous, hard-working, and 

considerate. The experiences of most patients suggested that it was the social system at large that 

was responsible for the suffering they experienced when trying to access health care, rather than 

any of the individual players in the charity care process.  

Significant themes that emerged from the physicians regarding frustrations with charity 

care include obstacles to providing expensive medications and treatments, additional 

administrative work, feeling taken advantage of by insurance companies, and feeling powerless 

to change the system. Other researchers have also found that providers experience additional 

burdens when seeking to care for the uninsured. Getrich et al. (2018) conducted a qualitative 

study with safety-net providers and found that those who tried to help their patients access high-

quality health care inevitably took on a heavier workload. Horton (2006) also found that safety 

net providers experienced an additional burden of trying to balance productivity with advocating 

for their uninsured patients. While the physicians interviewed in my study work primarily in the 

private setting, they also underscored the extra work required to help uninsured patients as one of 

the primary difficulties in providing charity care. Overall, physicians were satisfied with how 

Health Access Network sought to address a difficult social issue by facilitating charity care. 

However, they felt that the nature of the system inevitably meant that HAN offered only a 

limited solution to an extensive problem.  

Furthermore, a recurrent topic of discussion that emerged in the physician interviews was 

the fact that Utah voters voted for Medicaid expansion during the November 2018 elections. 

Though these physicians expressed a wide range of opinions regarding the partial Medicaid 

expansion, it is noteworthy that the topic arose often when discussing barriers to health care in 
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Utah. Philbin et al. (2018) argue that state policies have substantial effects, direct and indirect, on 

Latino health disparities in the United States through several pathways, one of which is access to 

health services. In this context, it is important to consider how the lack of complete Medicaid 

expansion in Utah may have a more detrimental impact on access to health care for minorities 

than for the rest of the population. While the physicians in my study conveyed a variety of views 

on how the health care system should change, almost all felt that their agency to provide charity 

care as they wished was in some way constrained by the structure of the system.  

Overall, most participants in this study attributed the frustrations that they experienced 

throughout the charity care process to obstacles within the health care system overall and to other 

national and global social issues, rather than blaming their difficulties on HAN or on the 

individual physician or patient with whom they interacted. This tendency to point to large-scale 

societal problems when discussing personal interactions with the charity care process was 

evident among both patients and physicians alike. These themes regarding the obstacles and 

frustrations experienced by patients who receive and physicians who provide charity care within 

the health care system will be examined in much greater detail in the following sections.  

 “Without them, I would have died years ago”: The Patients’ Experiences 

Obstacles to Accessing Health Care   

Many of the themes that emerged as obstacles to accessing charity care were also the 

same obstacles that patients discussed as excluding them from the health care system overall. 

The principal challenge that patients faced when trying to access health care was cost. However, 

other significant obstacles that emerged include legal status and challenges relating to 

transportation and employment. Significantly, most of these obstacles are interrelated and cannot 

be addressed entirely without consideration of the others. 
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Cost 

Even through a charity care organization like HAN, several patients reported 

encountering costs that made it difficult for them to receive the medical care they needed. For 

instance, Juanita13 explains that, “The only problem I see is that if you go to Health Access 

Network and the doctor gives you a medicine, Riverside doesn’t accept it on the same graded 

scale, so you still have to pay for it at full price.” Patients also need to pay a certain amount for 

imaging tests—often a fee of $50. This cost, or confusion about potential costs, was evidently a 

deterrent for Carlos, who cancelled his follow-up appointment with a neurosurgeon because he 

believed he was unable to afford an X-ray that the physician had ordered. Following an eye 

appointment, another patient, Gina, asked if she could have her glasses adjusted at the Eye 

Center in the reception area. The nurse who was interpreting for her took her to the appropriate 

desk, but when informed that there was a $10 fee associated with the adjustment, Gina chose not 

to proceed. Other patients related the stress they felt when receiving a bill, even when not 

required to pay it. For instance, Sofia explains, “Sometimes, I get a lot of bills from the same 

places where I’ve been, for the nephrologist and things. And my friend has to keep calling and 

say, ‘Why are all these bills coming? I thought I was going to the clinic for free. I can’t pay these 

things.’” Her care coordinator was able to get most of the bills removed, but Sofia pays a small 

monthly installment on a few of them. 

Cost can therefore still be an obstacle to accessing health care even through the charity 

care process. Yet, more often, patients discussed the high costs which they felt barred them from 

the private health care system overall, rather than the costs they encountered in the charity care 

                                                 
13 All patient names used are pseudonyms. Furthermore, as Health Access Network is a small 
organization, biographical details are only added when they are important to the context of a quote, in 
order to minimize the risk of a patient being identified. 
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process. Several patients revealed that they had tried to obtain health insurance but had found the 

cost impractical. Mariana explains that, through her husband’s job at a restaurant, “the insurance 

would be around $450 a month for just my husband, my son, and me. So, it’s a lot of money. It’s 

pretty much like they take half of the check.” Alma also reveals that,  

I tried to get health insurance, but it was way too expensive. I’m a single mother with two 
kids. I don’t make enough money. I have to pay rent. It was going to cost about $200 a 
month to have health insurance, and I can’t afford it… In Mexico, there is Seguro 
Popular [public health insurance]. You don’t have to pay. But here, it’s sad for me, but 
it’s hard. It’s really expensive here. 
 

In contrast, Gina reports that she has not looked into the cost of a health insurance plan because 

of her fear of the expense: “I don’t even dare try to buy one, because I’m scared it’s going to cost 

too much for all the coverage. It can cost thousands of dollars for insurance bills. I don’t want to 

try, because it can cause a problem if I can’t pay.” Another patient, Helena, explains that even 

when she has had private health insurance in the past, some of her medical needs have remained 

unmet because of the high costs of copayments: “In the United States, it’s very, very expensive. 

There have been times when my husband and I were both working when we had health insurance 

through my husband’s job. We paid almost $7,000 a year for health insurance, and we still 

couldn’t afford to buy the CPAP machine, because it would cost another $600, and I wasn’t 

getting paid enough to afford that.” It is noteworthy that most patients conceptualize their 

struggles with accessing medical care as occurring within the United States’ health care system 

at large, such as with the difficulty in affording private health insurance.  

 Many patients also revealed how the high costs of the health care system contributed to 

suffering experienced by them or their acquaintances. For instance, Juanita relates, “I have a 

friend, of my age, who had a heart problem and had five surgeries. She had her house. But now, 

she lives in a trailer, because she lost the house since she had to pay and pay and pay everything 
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that she had because of her medical bills.” Juanita studied nutrition in her country of origin and 

tries to live healthily and use natural medicine as much as possible, but she also expressed 

concern that, like her friend, treatment for any chronic health issue would leave her with bills she 

could not pay. Another patient, Gina, explained that the high cost of living expenses limited her 

housing options in addition to her health care options. She and her mother not only must seek 

medical care through HAN, but they also continue to reside in an undesirable living situation: 

“…it was through Health Access Network that we saw this doctor. I couldn’t take [my mother] 

to the doctor on my own. It’s too expensive. Here, I’m divorced. We got divorced six years ago. 

But I just live here with my ex-spouse, and he says I have to pay the rent. We split the costs. I 

work and pay for the food and do the cooking. It’s our mutual agreement, for me to still live 

here.” Like Gina, other patients also found that their choices were limited by absolute financial 

necessity. For instance, Sarah and her spouse, Marcia, who are Isabella’s caregivers, felt 

compelled to seek help for Isabella through HAN despite having had a negative experience in the 

past. Marcia explains:  

Every time we’ve had to use them, it’s been difficult. We really appreciate it, of course. 
We could have never paid for that stuff. We really needed it when we used it. And that’s 
why we insisted. If not, we would’ve just given up and said, ‘Ok, we’ll deal with it. We’ll 
pay bills for the rest of our lives.’ But yeah, we really, really needed it. That’s why. And 
she [Isabella] really needs it. She’s the only one that is uninsured here in this household. 
It’s hard, just with her [their mother’s] social security and my income. So that’s why we 
really need it for her [Isabella]. 

 
Marcia and Sarah felt that, due to economic constraints, they had no other options to seek health 

care for Isabella besides HAN. They also expressed frustration with the legal process of seeking 

residency, explaining that an application was submitted applying for legal residency for Isabella 

in 2003. Yet, because of the backlog in the system, her application has not yet been processed, 

and no special consideration is given to Isabella’s disability and dependency on others. Like 
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Marcia and Sarah, many HAN patients found that their freedom to access health care in the 

private system was limited by their socioeconomic status. As one patient sums it up, “It’s fine 

that you have to pay, but I wish it were more affordable and easily accessible to people.” 

Legal Status, Employment, and Transportation 

 While cost is the principal barrier to accessing health care, legal status is also a 

significant concern for many patients without papers. Amanda explains that, “We, the Hispanic 

people, have so many problems with passports, immigration, and whether you’re here legally or 

illegally. We don’t often have the opportunity to help ourselves. That there is an organization 

like Health Access Network that is there to help people with fewer options is amazing.” 

Amanda’s concern regarding how legal status can limit access to health care is illustrated by 

Ana’s description of an experience she had seeking health care before learning of HAN: 

When they detected my breast cancer, the doctor told me that I should go to my country, 
because they couldn’t operate on me. Because the treatment was super expensive here, 
and I didn’t have money. Then, this doctor said he’d operate on me, but I had to have at 
least a certain amount of money. He said, ‘Ok, I’ll operate on you and then you need to 
go to your country to continue healing.’ But I didn’t go. And when they diagnosed me 
with cancer the first time in the hospital, they put me in contact with the people in charge 
of the hospital, but they kicked me out of the hospital program because I wasn’t a citizen.  
 

Ana believed that her legal status led to direct exclusion from the health care system, and she is 

grateful that HAN does not consider legal status. Gina also describes the emotional struggle that 

accompanies lack of legal status. She explains that she and her husband did not have papers 

when they first came to Utah, but they became legal residents after her daughter, who married an 

American citizen, applied for them. Now, she describes how her youngest son is the only one in 

their family who is still not a legal resident, and she believes this has contributed to his struggles 

with mental health: “It’s really so sad for me, because he’s very intelligent. But we came here 

when he was 15, and he has never really adapted. Now he has depression and anxiety. It’s so sad 
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for me.” Furthermore, Helena describes how her lack of legal status limits her options and means 

that HAN is the only organization she can turn to for health care: “My daughter has DACA 

[Deferred Action for Childhood Arrivals], and so she has health insurance because of that. Since 

I’m not here legally, it’s harder for me to have health insurance. I’m so grateful for Health 

Access Network and the free clinic, because they are my health system. Without them, I would 

have died years ago.” At times, the barrier resulting from a lack of legal status and Utah’s state 

policies is life-threatening. One undocumented patient with chronic kidney disease was unable to 

access scheduled dialysis, even through HAN, because Utah is one of many states which only 

provides dialysis to undocumented immigrants through the emergency department when a 

patient presents with near fatal symptoms.  

 While cost and legal status both constitute significant obstacles to accessing health care 

in and of themselves, these obstacles are often closely interrelated with employment and 

transportation issues that can also become barriers to seeking care. Since the HAN office and 

many of the volunteer physicians are located in the center of Adams County, patients who live 

further away have a more difficult time with transportation to appointments. Most patients rely 

on the public transportation system or rides from friends and family members to make it to 

medical appointments, because of the cost constraints of owning one or more cars or the legal 

constraints of not having a valid driver’s license. Sofia explains, “My husband and kids work, so 

they can’t take me to the doctor. When I have to go to the doctor’s appointment, my friend talks 

to the secretary about going Mondays or Fridays, because those are the days that she’s free and 

she can take me.” Being dependent on others for timeliness can sometimes cause difficulties. 

Sofia showed up late to her appointment and worried about whether the physician would still see 

her, explaining that her friend had been delayed while picking her daughter up from school. On 
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another occasion, I gave a patient a ride to her appointment after she had mistakenly been 

dropped off at the HAN office rather than at the appropriate medical office, with no way to make 

it to the correct location on time. Carolina also described her dependency on others to help her 

seek medical care, because she does not have a driver’s license due to her lack of legal status. 

She explained that she needed to go to the HAN office to meet with her care coordinator but was 

unsure when she would manage it, since “my daughter is working. And my other son is working. 

So, it’s going to be a little complicated.”  

While several patients were limited by the work schedules of others, some experienced 

challenges in taking time off work from their own jobs in order to go to a medical appointment. 

At one morning appointment that involved a particularly long wait, Alma was stressed about 

whether she would make it to her afternoon shift of work on time. At another appointment, 

Amanda brought her son to interpret for her, but after a few delays at the medical office, her son 

had to leave before her appointment was finished in order to make it to his work on time. The 

nature of their employment also made it difficult for some patients to take time to recover from 

any medical procedures. For instance, after having a small operation on her feet, Ana asked the 

physician for a note to give her employer requesting lighter work for the following day. She 

reported later that, despite the note, she was still required to work on her feet for 11 hours at the 

greenhouse where she is employed. During the appointment, Ana foresaw this difficulty and was 

concerned about having the procedure done. However, because of the inflexibility of her work 

hours, she was not able to follow the physician’s suggestion to come back on a Friday afternoon 

for the procedure so that she could recover over the weekend. These experiences illustrate how 

limited access to transportation and the constraints of low-wage employment interact with 
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financial and legal barriers to health care, making it challenging for some patients to fully access 

health services even when offered through charity care.  

Contextualizing Suffering within the Social System 

Many patients expressed awareness that their individual circumstances regarding access 

to health care were influenced by broader social forces. Several patients referred to differences in 

state policies or structures that informed their decisions when seeking health care. For instance, 

Sarah and Marcia have wanted to move to another state for some time now, but with Sarah’s 

mother receiving social security benefits in Utah, Marcia explains that, “we’re afraid to go to 

another state and they don’t give her all her benefits.” Marcia further elaborates on their 

hesitation to move, explaining that she has worked for the same call center for 20 years and 

receives decent health insurance through her job for both her and Sarah: “That’s one of the things 

that keeps me here. The benefits.” Another patient, Sofia, does not want to leave Utah, but 

explained that after she was informed by a physician that she could not receive a certain 

operation here, she and her family discussed whether or not she should move to New York, 

where she has other family, to try to have the operation. Other patients described an easier time 

receiving health care in different states, with Mariana praising Colorado: “In Colorado, they 

helped us a lot. A lot, a lot, a lot. Just in terms of cost and health,” and with Alma praising 

California: “It was better in California. I applied for Medicaid for me and my kids and was 

accepted. I had ultrasounds and x-rays, and it was all covered.” Another patient, Benjamin, 

believed that politics in Utah were not favorable for low-income individuals who needed health 

care. Referring to the Utah legislators’ efforts to limit Medicaid expansion, Benjamin said, “I 

think they are denying the franchise of the citizens of the U.S. We, the people, voted you into the 

house, but you won’t do what we voted for and what we say. It’s not fair for the citizens.”  



 

 
 

35 

While some patients explained their dependence on and gratitude for HAN in reference to 

state-level policies, others pointed to social structures at the national and global levels to 

contextualize their reliance on charity care. Helena expressed frustration with how private health 

care works at the national level, feeling like her health problems contributed to her exclusion 

from the employer-based insurance system:  

My issues cause me to lose my memory a lot, and when I sleep badly, I wake up terribly 
and have a headache. I don’t know why, but I lose my memory. Maybe I’m not getting 
enough oxygen to the brain at night. This affects my work, and I lost a job because of it. 
I’m on my third job now, because I’m forgetful and unable to do the things that I 
normally know that I can. I’m cleaning construction sites right now, and I have to walk 
up ladders and stairs, and I feel tired and dizzy. My sons are worried about me, because 
they don’t know what’s wrong, but they’re worried that I might fall at work or get hurt. 
Well, I have to work. But because I can’t work enough, I can’t get a good enough job to 
get the health insurance that I need to fix my health issue. But then, because of these 
health issues, I’m struggling at work. 

 
Helena felt that her poor health and low-wage job interacted in a negative feedback cycle, with 

one exacerbating the other, within a system that relies heavily on employer-based health 

insurance to provide coverage for many of its residents. Furthermore, Juanita describes the 

suffering she experienced in Colombia and points to social problems in the United States in order 

to contextualize her frustrations regarding her inability to afford health care in the United States, 

after living in Utah for 14 years. She explains:  

I’m grateful for the United States, because life is peaceful. We are not in the same stress 
as before. In Utah, we’re not worried about being attacked, like in Colombia. We’re not 
trying to hide our money, hidden in a secret wallet in our clothes. We aren’t scared of 
violence and extortion here like we were. The infrastructure in the United States is good. 
When somebody arrives here, they feel peace. They are relaxed. People are very good. 
But overall, the government… you’ve seen everything that goes on… Everything we’ve 
lived for, the government doesn’t respect. Because they’re not really giving us the basic 
life necessities. They used to give the poorest people help, but now they have to pay more 
taxes than they used to and aren’t receiving the same help from the system as before. But 
the millionaires aren’t paying taxes, and they keep more and more money, because they 
don’t have to pay it. If they keep making millions and millions of dollars every year, how 
come they don’t have to pay? So, then we’re stuck with less help and can’t progress from 
where we are… What I think is that the taxes the millionaires should be paying should be 
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invested in health care and in education. Those two things are the foundation of a 
country. Because a country without health and education is nothing. For me, that’s the 
most important thing… It’s all because of the politics. Each person chooses a political 
side and then just sticks to that. The most vulnerable get stuck in the middle of the 
fighting. You can have your own political opinion, but I think that issues of health care 
and education shouldn’t be used like that. 
 

Juanita felt that she was excluded from the health care system by a government that does not 

respect her life experiences, and she attributed one cause of this exclusion to the extreme 

economic inequality in the United States. She believes in a more progressive tax system and feels 

that health care should be an issue that is resolved outside of the contentious, partisan political 

environment. Gina also felt that the government did not do enough to help the poorest members 

of society, arguing that most people in need of health care want to work:  

I believe that there are a lot of people with a lot of needs, in this country as well. There 
are many of us that come from other countries. And, of course, sometimes the 
government says that we are a burden on them. Sometimes people get sick and need help, 
but people come to this country to work. And it’s not easy for a lot of people. So, 
sometimes we don’t have the possibility to go to a doctor, because it costs too much or 
we’re not here legally. Organizations like Health Access Network make it possible to get 
help. 
 

Gina and Juanita expressed the sentiment of most of the patients in this study that HAN is an 

incredible organization that fills a vast need in their lives. Yet, while they are overwhelmingly 

grateful for this charity care at the local level, they continue to feel excluded from the health care 

system at the national level.  

Several patients also allude to how transnational forces and global unrest have affected 

their personal experiences with accessing health care in the United States. Amanda describes 

both the emotional pain and the financial stress that she experienced on arrival to Utah: “For the 

first few months that I was here, I was all alone. I cried a lot, every day. And I put myself to 

work, paid what I had to. Somebody loaned me money so that I could travel here. I worked hard 

to pay that back and told myself to not worry.” Amanda recently came from Venezuela, a 
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country in the midst of extreme political and economic upheaval. She relates how her decision to 

come to the United States was directly motivated by the distress and fear she experienced when 

her auto parts business in Venezuela was broken into and robbed twice within a short period of 

time. In the United States, her socioeconomic status and ethnicity contribute to her vulnerability, 

which makes it more difficult for her to access health care. Yet in Venezuela, prior to the 

political turmoil incited by social forces out of her control, she felt that all of her health needs 

were met: “Before being robbed, I had my own private insurance that I paid for every year… I 

was grateful that I had my insurance. Most of the time I didn’t need it, but when I did need 

insurance, it was there, and everything worked perfectly for me.” However, after her business 

was robbed and went bankrupt, she lost her private insurance because she could no longer afford 

it and had to rely on a niece to irregularly purchase her prescription medicine in Colombia.  

Another patient, Carolina, describes the suffering she experienced in Venezuela and her 

dilemma about whether to come to the United States. Her son worked in the petroleum industry 

and her daughter was a journalist who criticized the Venezuelan government. Both were extorted 

and received death threats. Subsequently, they fled with Carolina and her husband to a remote 

part of Venezuela. Eventually, both her son and daughter were granted political asylum in the 

United States, and they encouraged Carolina and her husband to join them. Carolina describes 

this stressful dilemma, explaining her thought process: “We can’t go back to our old home, but 

we can’t seek asylum because we’re not going to die specifically. But we might, because they 

can’t find our son, and if they can’t find our son, they might come looking for someone else to 

go after.” Ultimately, Carolina and her husband decided to come to the United States illegally to 

be with their children and grandchildren. She expressed her wish that, “Maybe someday they [the 

U.S. Congress] could provide help to us or help us get back to our home after it’s safe. Or, they 
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could just recognize that we’re a persecuted people and grant us asylum, provide papers, so that 

we can live here and start our lives anew.” While Carolina was very grateful for the charity care 

that made it possible for her to access health care, she situated her struggle to seek medical care 

within the larger social struggle of seeking safety and belonging in the United States, fleeing 

political violence that was caused by global forces outside of her control.  

Perhaps one reason these patients viewed their interactions with the charity care process 

from a macrolevel societal perspective is that these patients had all lived in their country of 

origin prior to coming to the United States, with some of them settling in Utah after fleeing direct 

or indirect threats resulting from political and economic upheaval. Consequently, they each had 

personal experiences with more than one social system and health care system. Several patients, 

such as Carolina above, spoke unprompted of their plight to find safety in the United States, 

referring to their efforts to access health care as one part of their continuous journey to seek 

security and well-being. Some patients seemed to feel that having access to health care was an 

indicator of the extent to which they belonged to the community. These patients brought a 

transnational perspective to their experiences with seeking health care in the United States and, 

without exception, all were able to compare their experience of interacting with the U.S. health 

care system to their experience with another country’s health care system. As mentioned above, 

patients also referred to losing access to health care in their country of origin as an indicator of 

distress and uncertainty, which contributed to making the decision to move to the United States. 

Thus, access to health care was often identified by patients in this study as a gauge of their well-

being and security, or lack thereof, in society. It would be interesting to explore whether HAN 

patients who are U.S.-born citizens also conceptualize their difficulties with accessing health 
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care at the macrolevel societal level to the same extent. However, such a question is beyond the 

scope of this thesis.  

 In all, the vast majority of these patients were satisfied with their overall experience of 

receiving charity care, both in interacting with the physicians and with the HAN staff. However, 

they expressed dissatisfaction with the U.S. health care system at large and with the social 

structures that obligate them to address medical needs through the charity care system rather than 

through the private health care system.  

“The system here is broken”: The Physicians’ Experiences 

 For the most part, the physicians interviewed in this study also expressed satisfaction 

with HAN as an organization and gratitude that HAN was able to effectively facilitate the 

provision of charity care within their own medical offices. When physicians expressed 

frustrations with donating care, they regularly contextualized these frustrations within the U.S. 

health care system at large. They discussed how the business aspects of health care in the private 

insurance system constrained their time and their desire to provide charity care. Like the patients, 

these physicians consistently looked beyond their individual experience with charity care and 

pointed to macrolevel issues within the United States’ health care system to explain their 

frustrations. Physicians identified cost and administrative work as the primary obstacles to 

providing health care in both the charity care setting and private setting. 

Frustrations with Providing Health Care   

The Business of Health Care 

 Many physicians in this study decried the administrative side of medicine, with several 

suggesting that the administrative work required of them in the private setting was an obstacle to 

their ability or desire to provide charity care. Several of the physicians mentioned that health care 
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was a business, and a common struggle shared by most of them was the challenge of determining 

how much charity care to donate within a for-profit health care system. This decision regarding 

how much charity care to give was closely related to their frustrations with the administrative 

work required of them. For instance, Dr. Lindsay explained: 

I think that there is overall concern amongst the health care community, physicians 
particularly, that we are taken advantage of in a lot of ways. Not necessarily by patients 
like this [from HAN], but by insurances, by hospitals… I end up spending a lot of extra 
time that I’m not really compensated for to take care of people and to do things that really 
start to squeeze my time and my resources and my desire to do extra things and help extra 
people. …I would love it if that were the only thing, if just taking care of a patient was all 
I had to worry about. It’s really a lot more complicated than that… It’s a business. And a 
lot of us have to spend a lot of time that we really don’t want to on a lot of other things, 
whether it’s the bureaucracy of medicine, dealing with the insurance companies, or trying 
to figure out how to run a business behind the practice. 

 
Dr. Lindsay thus believes that the administrative side of medicine is an impediment that keeps 

many physicians from giving charity care and restricts the time that a physician can spend 

interacting with patients. He supposes that, “If we could eliminate a lot of the other things that 

physicians have to deal with, I think there would be a lot more that would be willing to give.” Dr. 

Meyers echoed this frustration that the additional administrative work was an obstacle to fully 

engaging with her patients, concluding that, “I definitely feel burn out, but it’s not on the patient 

side. It’s on the administrative side. I still really enjoy seeing patients.”  

When specifically referring to charity care, several physicians mentioned that it often 

required longer appointments with the patients—because of the necessity of an interpreter, and 

additional paperwork—especially to apply for hospital financial aid when a surgery or procedure 

was needed. Dr. Wyatt, an oncologist who often deals with managing long-term treatment for 

HAN patients, summarized: “There are additional obstacles, you know. We have to jump 

through a few more hoops. We have to do more steps. But, we’re always willing to do that.” 
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Another physician, Dr. Kaufman, describes how the provision of informal charity care also 

contributes to this dilemma of balancing charity care and compensated care: 

I donate care all the time. Every patient that comes in without insurance, we give them a 
30% discount. There are lots of patients that end up, after the fact, saying, ‘I lost my job,’ 
or this happened, or this happened. ‘Is there something you can do to help me?’ So, we 
write off stuff all the time. Plus, there are a lot of patients that just don’t pay. So even 
though that’s not really a charitable case, it ends up being a charitable case. I mean, this is 
a business. Medicine is a business. …it can be hard to find that balance between doing 
charity work and running a business. 
 

Interestingly, several physicians referred to Medicaid when discussing this dilemma of balancing 

charity care and compensated care, with some even comparing the acceptance of Medicaid 

patients to the provision of charity care. Most physicians felt that the reimbursement provided by 

Medicaid was insufficient when considering how much additional administrative work it 

obligated. For instance, Dr. Kaufman suggests, “We already have charitable care in a sense, 

because we have Medicaid. Medicaid is free, pretty much free, insurance for people that meet 

certain criteria.” Furthermore, Dr. Chambers explained, “We’ve had to kind of restrict our 

Medicaid acceptance rate just because the reimbursement is so poor. At one point I have said I’d 

rather just give charity care than have to accept the Medicaid, because they restrict it so much 

and there’s so much to deal with administratively. So, it’s almost preferable for me just to give 

some charity care than have to see a lot more Medicaid.” Dr. Holman also expressed his 

concerns about Medicaid, in the context of running a business, when examining the possible 

Utah Medicaid expansion. He stated that: 

Medicaid is about like Health Access [Network] for physicians. ...If I had a practice that 
was only Medicaid, I would not be able to stay open. So, to say there’s going to be more 
people, more of that, coming into my office, that’s a little concerning as a physician. As a 
businessman, I should say. Not as a physician. As a businessman. Because I have to be 
open and provide a product, so the business side is where that gets sticky. As far as 
providing health care, I mean, that’s why we got into this field is to help people. If we 
could do it for free, we would. And we do sometimes. 
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Dr. Holman thus conveys the dissonance that sometimes exists between his two professional 

identities: he is both a physician and a businessman. Because of the nature of the for-profit health 

care system in which they operate, many physicians felt that the role of businessman/woman was 

imposed on them, limiting their agency as a physician. They suggested that it was frequently 

difficult to find a balance between these two, often conflicting, identities. For example, Dr. 

Rowland explained that, “I am in a business, so you can’t see every patient for free or you can’t 

keep running a business. But I do think where it’s appropriate, you should be able to reach out to 

people and provide service on a regular basis.” However, he elaborates on how he takes into 

consideration both HAN patients and Medicaid patients when trying to balance his charity care 

with his business:  

I will have follow-up with these Health Access [Network] patients. So really, even 
though I take a new patient once a week, my schedule is filled with donated patients that 
come back on follow-up. And so, you’ve got to be really careful, because you also have 
Medicaid that doesn’t really reimburse very well either, and I take a [new] Medicaid 
patient once a week as well. So, you’ve got to try to be careful. You’ve got to balance 
how much you want to be reimbursed with how much you want to help.  

 
Several physicians thus compare the acceptance of Medicaid patients to the provision of charity 

care. These physicians struggle to balance their dual identities as a physician and as a 

businessman/woman, and they point to the burden of administrative work within the health care 

system as one of the most frustrating aspects of providing care. Many of these physicians felt 

that this burden of administrative work, even in the private sector, limited their time and their 

willingness to give charity care. 

Cost 

Cost was discussed both as a specific obstacle to providing high-quality charity care and 

as a systemic obstacle to accessing the health care system overall. Several physicians found that 

one challenge they faced when caring for HAN patients is the cost of medications or treatment, 
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because while the physicians donate their time and skills through HAN, not all medications or 

treatments can be provided without cost. For instance, Dr. Chambers, a dermatologist, explained 

that, “Medication access is hard for the Health Access Network population. Again, hard for all of 

us now, but harder for people who can’t afford any care at all to have to come in and then we 

order a $200 tube of cream for them. That’s pretty hard to deal with sometimes.” He also feels 

that the high cost of drugs changes the way that he provides care to patients—though for both 

insured and uninsured patients, stating that, “I’m having to go back to things that I was using 

twenty years ago instead of the newer, better agents that I would rather use… just because of cost 

issues.”  

Another physician, Dr. Fields, experienced how cost can limit the care she is able to 

provide. During the medical appointment, Dr. Fields explained to a patient that she would like to 

do an endoscopy, but she was struggling to coordinate with the local hospital to schedule a free 

day when the hospital would allow her to use their facilities for charity care. She hoped to 

schedule this within the next few months, but she also warned the patient that she might contact 

her with relatively short notice. Likewise, Dr. Johnson expressed frustration with lack of funding 

in charity care, explaining that, “Taking care of patients is really difficult when there’s no 

funding. And so, getting tests ordered and getting things like CPAP, that’s the biggest problem.” 

While most of the physicians felt that the quality of health care in the United States was good for 

those who could afford it, they consistently recognized that cost was a major barrier to having 

private insurance. Yet, Dr. Johnson critiqued the United States’ overall health care safety net, 

concluding that, “Poor people get shitty care in this country, and they get worse care because 

they’re so poor that they can’t afford insurance.” A nephrologist also described the difficulty of 

trying to obtain access to dialysis for a patient with kidney disease, stating, “Basically, we’re 
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talking about money, unfortunately. We’re talking about a treatment that can cost between 

$80,000 and $100,000 per year. So, I’m not saying that we need to provide care for everyone. 

Ideally, I believe this would be the solution. But, obviously the politics of that is… it’s hard to 

see that here in Utah.” This physician, Dr. Mendez, contextualized his frustrations with trying to 

care for uninsured patients within the larger system of state politics and an overly expensive 

private health care system.  

Systemic Issues in the Health Care System 

Several physicians see Health Access Network as a valuable organization but 

simultaneously acknowledge that it is designed to fill a gap for the uninsured, a gap that the 

health care system perpetuates. Dr. Mendez believes that HAN is an important charity care 

organization, but that “they’re trying to bring something that normally the state, or the country, 

needs to provide to the population.”14 While not all physicians shared his view that the 

government should provide health care to the uninsured, many shared his opinion that HAN is “a 

small kind of help in a system that doesn’t really work in general.” Dr. Mendez elaborates: 

I believe that the system here is broken. It’s too expensive, and it doesn’t cover 100% of 
the population. So, for me, despite working in this environment, it’s really, at some point, 
frustrating. Because, we are not equals... Unfortunately, we sometimes cannot get the 

                                                 
14 While all physicians were not specifically asked about their views regarding health as a human right, a 
few physicians mentioned a right to health during the interview. Like Dr. Mendez, one physician 
observed that, “In an ideal world, we would have universal health care, and health care would be a right, 
but it’s not. Well it is a human right, we just don’t treat it that way.” Another physician stated, “One of 
the questions is, ‘Is health care a right?’ But what they’re really asking is, can they demand that I take 
care of them … Hopefully they can understand that ‘If this were just given to me and it were my right to 
have this training, then I can see how it would be your right to demand that I treat you.’ But at the same 
time, the reason why I went into medicine was to take care of people. On some level, maybe having 
access to some care should be a basic human right. Now where you draw that line, I don’t know.” 
Another physician touched on the concept without explicitly using the word “right” when he said, “With 
health care, I think all human beings deserve to be taken care of.” However, the majority of physicians 
did not seem to believe that everyone deserved access to health care strictly because they are human. 
More often, physicians spoke of access to health care as a commodity that was bought or earned, which is 
consistent with the neoliberal framework of health care. In contrast, more patients spoke of access to 
health care as something that they deserved, though most also did not explicitly use the word “right.”  



 

 
 

45 

care that we need, because it’s not available, or it’s too expensive, or you don’t have the 
money or the insurance to cover it. And it’s terrible to lose your home for medical bills. 

 
Dr. Shields also views HAN as a great resource for those who cannot afford private health 

insurance or receive government assistance, and he likewise recognizes how Utah politics and 

legislation may negatively affect access to health insurance:  

I feel like Health Access Network is the one that fills that gap of those that can’t get the 
government help. And there is a gap. Especially with the price of insurance and 
everything… there’s a need for that. And so, I think the government could do… well, we 
passed a law that was supposed to enhance Medicaid, but yet I don’t know what has 
happened with it. They talked about beating it down. But to me, there’s a need there. 
There’s a need. But I do think Health Access Network helps fill that gap to a certain 
extent.   
 

Dr. Ellison echoed this concern that the government in Utah is not meeting the demands of the 

people to address the challenge of uninsured individuals: 

I think that Utah is maybe a good example of a disconnect. Because, for example, we just 
voted as a state to support expansion of Medicaid to a larger population that needs those 
services. And yet the legislature just decided to overrule that decision, and now they’re 
throttling it down. So as a population, we’re saying, ‘Yeah, let’s figure out a way to 
provide the services to these people.’ And yet, you’ve got people in political office who 
are changing that. So, there’s a disconnect there, I think. Our representatives are not 
necessarily representing what the citizens want, but they’re thinking they’re doing their 
job. So maybe it does open up more need for, or more of an emphasis on, other 
organizations to provide those services, like Health Access Network. 

 
Dr. Ellison therefore views HAN as an important element of the health care safety net for Adams 

County, an element which is especially vital when the government-provided safety net does not 

meet the needs of the people. While other physicians disagree that the government should be the 

one to provide care for the uninsured—and, as seen above, several physicians have concerns 

regarding Medicaid reimbursement rates, they still consistently refer to the need to address 

widespread social issues that affect access to health care. For instance, Dr. Kaufman, who 

opposes the expansion of Medicaid, says, “I think there’s so much more that can be done, but 

probably from different vantage points.” He elaborates:  



 

 
 

46 

Other services you could look at is what can we do to get patients off of Medicaid. What 
can we do to help the people that qualify for Health Access Network get a better job, so 
they could get their own insurance? Or so that they could have more money to not qualify 
for charitable care and just pay for the care that they need? There are different ways of 
looking at it. How could we help people who are Spanish-speaking learn English better, 
become bilingual, so that they could get a better job? Or… [many] are not going to 
qualify for Medicaid, but certainly they would if they were here legally. So how can we 
help them become legal citizens?  

 
While Dr. Kaufman recognizes that access to health care is a significant challenge in this country 

and opposes government-provided insurance, he acknowledges that social and economic factors 

play a substantial role in an individual’s ability to interact with the health care system. He also 

implies that some political reform may be necessary, if not regarding universal health coverage, 

then perhaps regarding naturalization laws. Another physician, Dr. Meyers, who also opposes 

government-provided health insurance, explains that:  

I would rather it be more of a social [responsibility], either through people like 
[Community] Health Connect or church organizations or charities. I think that would be a 
wiser choice, because I think people would appreciate it more and that there’d be more 
access that way than through the government. Because with the government, they still 
have to go through all the hoops. I think that is what drives a lot of patients away, filing 
paperwork, sitting in lines for hours. The feeling is that they don’t have anything else to 
do. But most of the time, they have stuff to do. They still have kids. They still have things 
going on. And a lot of them may not be working 9-5 jobs, but they still work. A lot of 
times their jobs are longer hours, so they don’t really have the access or the time that 
people think they do. 

 
Dr. Meyers thus recognizes that the administrative side of health care, such as “filing 

paperwork,” can also be a barrier to accessing care for the patients. She further acknowledges 

that the nature of low-income employment can constrain a patient’s ability to navigate the social 

safety net in order to access health care. It is interesting that Dr. Meyers points to the same social 

and economic pressures that affect low-income patients in support of a safety net provided by 

private charity care organizations that other physicians mention in support of a safety net 

provided by the government. Thus, while these physicians held a variety of views on the best 
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way to provide health care to the uninsured, they still identified many of the same social issues as 

common concerns that need to be addressed to improve the health care landscape. Yet, no pattern 

was revealed in this study to suggest why certain physicians supported each type of approach to a 

health care safety net. 

 Furthermore, some physicians elaborated on how systemic issues within the health care 

system—such as high costs and heavy administrative requirements—create barriers to providing 

health care in the manner that the physician desires, whether in charity care or private practice. 

For instance, Dr. Wyatt explains that, “Health care cost is way more expensive now, but it’s 

mainly to cover the cost of all this administrative stuff.” He clarifies: 

I can’t tell you how many times I have to spend an extra hour on a phone, waiting to talk 
to one of them [at the insurance company] …telling me that they’re not going to approve 
my treatment. That I’m making a wrong decision. And why is that? Because they’re 
trying to protect their shareholders. But you’ve got all these administrative people at 
insurance companies that are just a conglomerate of a big old bureaucracy telling the 
doctors how to do their job. Why? Why do we have that? Really, there’s so much waste 
in the health care system, and it’s not in the one-on-one interactions with the docs and 
their patients. It’s all the stuff that you don’t see. Where I would start is to get rid of just 
the massive bureaucratic mess that is this system that we call the insurance.  

 
Here, Dr. Wyatt attributes his frustrations regarding high costs to the administrative side of the 

system, believing that his individual agency as a physician, and thus the quality of care he 

provides to his patients, is constrained by the bureaucracy of the health care system. Another 

physician, Dr. Phelps, feels that the high cost of the health care system in general affects how 

both his private and charity care patients perceive him, explaining that: 

I think in general I feel frustrated because I’m powerless to help people with the financial 
aspect of medicine overall. I do feel like a lot of the technologies and medicines and 
drugs are incredibly expensive, probably ridiculously expensive. And that’s very 
frustrating for me, because I don’t know how many patients separate that expense from 
the doctor who is talking to them, me, you know? So, I have had conversations with 
patients who think that I’m living this really exuberant life in this giant house and just 
feel like I’m part of the system. Like I said, I feel powerless to really change anything 
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with that. So, in the end, I think that there’s room for improvement for sure, in making 
health care more accessible for all people. And it would be nice to have a system that was 
able to accommodate them. 

 
These feelings of powerlessness expressed by Dr. Phelps and Dr. Wyatt suggest a lack of agency, 

where a physician feels burdened or limited by the structure of a system that is out of his/her 

control. Even when the cost of medicines did not affect them directly, they felt frustrated that 

they were entirely dependent on an overly expensive medical and pharmaceutical system when 

deciding how to care for a patient.  

 Overall, most of the physicians in this study were satisfied with their experience of 

working with HAN to provide charity care to patients in their community. However, they did 

acknowledge some frustrations with providing charity care, and they attributed these frustrations 

to systemic issues within the health care system and society at large. Many physicians 

experienced dilemmas with balancing their dual roles as physician and businessman/woman, 

struggling to determine how much care to donate within the United States’ for-profit health care 

system. They also felt burdened by the administrative side of medicine and constrained in their 

agency to care for patients as they wished.  

  Structural Violence: Comparing and Contrasting Physician and Patient Experiences 

In order to explore the implications of these results, it is helpful to draw on Johan 

Galtung’s theoretical concept of structural violence, which has been applied extensively to the 

health care realm by Paul Farmer. Galtung (1969) first introduced the term structural violence 

when he broadened the definition of violence from strictly physical violence to include any 

action that affects an individual in such a way that his “actual somatic and mental realizations are 

below their potential realizations” (168). Galtung (1969) explains that structural violence is 

present when the “power to decide over the distribution of resources is unevenly distributed” 
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(170). Structural violence is often considered a form of social suffering, and as such, it is also 

helpful to draw on Kleinman, Das and Lock’s (1997) designation of social suffering as 

“[resulting] from what political, economic, and institutional power does to people” (ix). Farmer 

(2004) has expanded on this concept and argues that an analysis of structural violence involves a 

“study of the social machinery of oppression” (307), because structural violence is a force that 

occurs when the structure of a system contributes to the oppression of the most vulnerable and 

marginalized individuals in society. He uses this framework to argue that the structure of the 

United States’ health care system is fabricated in a manner that effectively excludes the most 

vulnerable among us from reliable access to health care.  

 While both patients and physicians were largely satisfied with their individual experience 

of charity care through HAN, they consistently pointed to macrolevel social issues to 

contextualize their frustrations with accessing or providing health care in the United States’ for-

profit health care system. Cost was the primary concern expressed by both patients and 

physicians. Small costs existing within the charity care process remained impediments for some 

patients to fully accessing the health care they need, whether because of the expense of 

prescription medications or the copayments necessary to do imaging or other tests. Physicians 

also pointed to cost as a barrier to providing charity care exactly how they wished, because of the 

cost of prescription medications or difficulty in accessing certain expensive treatments. Both 

patients and physicians also recognized that the need for charity care is exacerbated in this 

country because of the high costs of accessing the private health care system, most often 

mentioning the unrealistic costs of private health insurance plans for low-income individuals. 

This aligns with the structural violence framework, which often focuses on exploring how 

systemic forces both create and exacerbate material and economic need. Such a lack of material 
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and economic resources can then perpetuate exclusion from the very social system that helped 

aggravate poverty in the first place. This is best illustrated by the experience of patients who find 

that without health insurance, their medical needs are unmet and their performance at work 

suffers, but concurrently, without reliable employment due to poor health, the patients’ financial 

constraints increase, and the cost of private health insurance becomes even more unreasonable. 

This is consistent with Brunson et al.’s (2018) argument that failing to expand Medicaid actually 

results in keeping people from reaching their full employment potential. While most of HAN 

patients have not been directly affected by physical violence, the influence of structural violence 

can just as surely contribute to physical ailments, emotional suffering, and economic 

consequences, even though the mechanisms by which this occurs are perhaps subtler.  

 For HAN patients, the difficulties caused by high costs, which contributed to excluding 

them from the private health system, were compounded by other obstacles to care, including 

legal status, transportation challenges, and employment issues. These obstacles often interacted 

in a negative feedback cycle that reinforced the social suffering of patients, which results from 

the effects of systemic and political power on individual lives. In order to truly engage with 

Kleinman, Das and Lock’s (1997) understanding of social suffering, it is important to consider 

the institutional power that operates on a national and/or global scale to perpetuate structural 

violence. While the purpose of this paper is not to explore the numerous local and global causes 

of political upheaval in Latin American countries, it is important to recognize that global forces 

and transnational political unrest did contribute to several HAN patients’ personal decisions to 

come to the United States. Many of them then struggle to make ends meet and seek needed 

medical care, sometimes without the legal status necessary to feel that they can fully belong to 

the community. Several patients felt that their health, employment status, legal status, and 
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housing situations were interrelated in adverse ways. These experiences exemplify how 

structural violence can produce physical and emotional suffering that is not caused exclusively 

by any particular individual but is exacerbated by a social structure that allows for economic 

oppression and exclusion of the most vulnerable members of society from the private health care 

system.  

In order to identify which individuals in society are most likely to experience physical or 

emotional suffering caused by structural violence, Quesada, Hart, and Bourgois (2011) propose 

the conceptual tool of structural vulnerability. They define structural vulnerability as a 

positionality that reflects how an individual’s location within the social hierarchy can predispose 

them to victimization from economic exploitation and discrimination based on race, culture, or 

gender. Quesada, Hart, and Bourgois (2011) reason that since the conceptualization of structural 

violence has often focused particularly on understanding the material and economic 

consequences of social structures, then the theoretical concept of structural vulnerability could be 

useful to explicitly expand this understanding to include other cultural and social factors that 

may contribute to an individual’s marginalization through structural violence.  

In the United States, the ideology of individualism is almost ubiquitously prevalent in 

society, where personal responsibility is prioritized and emphasized, while the influence of social 

and structural factors is often trivialized or overlooked. According to Quesada, Hart, and 

Bourgois (2011), “structural vulnerability implies a critique of the concept of agency because it 

requires an analysis of the forces that constrain decision making, frame choices, and limit life 

options” (342). Though libertarian ideals such as individual responsibility and freedom of choice 

are widespread cultural values in the United States, it is necessary for the limitations of this 

paradigm to be acknowledged within the context of access to health care. Farmer et al. (2013) 
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also argue that “when structural violence is overlooked, agency is often overestimated, constraint 

underestimated” (31). Thus, the theoretical concepts of structural violence and structural 

vulnerability are especially useful to recognize how group-wide exclusion from political and 

social institutions, rather than or in conjunction with individual behaviors, can contribute to 

social suffering.  

The patients’ experiences in this study also speak to these constraints on individual 

agency that Quesada, Hart, and Bourgois (2011) identify as an inevitable consequence of 

structural vulnerability. These HAN patients are structurally vulnerable because they are 

compelled to occupy a place in the social hierarchy that predisposes them to experience 

discrimination—often at the structural, rather than personal level—based on their socioeconomic 

status, immigration status, race, culture, gender or language. Ironically, several of these 

individuals reported having higher socioeconomic status in their countries of origin, and 

accordingly, they had the means to come to the United States to escape political and economic 

unrest when many others could not. For many of these patients, HAN represents a life-saving 

organization that provides a way to access health care in the United States when no other options 

exist. While they often expressed immeasurable gratitude towards HAN and the specific 

individuals that helped them receive health care, several of them were aware of how their 

individual choices were limited by the structure of a system that is outside of their personal 

control.  

These findings suggest that patients are aware, to a certain extent, of the impact that 

structural violence has on their lives. As discussed previously, when Galtung’s broader definition 

of violence is used, the continuum of violence includes both physical and structural violence. In 

addition, symbolic violence is a term used for another form of non-physical violence that was 
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initially proposed by Pierre Bourdieu (1984). Symbolic violence refers to the naturalization and 

internalization of domination by those individuals occupying the lowest levels of a social 

hierarchy (Bourdieu 1984). These oppressed individuals often suffer from constraints on agency 

and resources to such an extent that they come to accept the hegemonic status quo as natural and 

inevitable. Holmes (2013) documented how the prevalence of stereotypes and prejudices about 

migrant farmworkers intensify the symbolic violence they experience. The influence of symbolic 

violence could perhaps be especially poignant within American culture where libertarian 

individualism is so highly valued, because individuals are subtly informed that they alone are 

responsible for their health and prosperity by the choices that they make. This cultural emphasis 

on individualism could reasonably be considered a source of symbolic violence, leading to self-

blame, guilt, and shame among the most vulnerable in society.  

Interestingly, in this study there was little evidence of symbolic violence affecting these 

HAN patients. In contrast, their recognition of structural violence, which most often manifested 

as acknowledging how the social system limited their agency, led most of these patients to break 

free from the paradigm of exclusive individualism. Even patients who support some aspects of 

the private health care system explained that the system does not make it feasible for responsible 

individuals to afford health care. For instance, Juanita states, “If we have to pay for health 

insurance, that’s fine, because life isn’t free… But here, insurances are made in a way that seems 

to purposely make them hard to access.” Like Juanita, most patients felt excluded from the health 

care system, but they did not feel that they were undeserving of health care or that they were 

personally at fault for their lack of access to care. Both of these sentiments would be consistent 

with suffering from symbolic violence. Instead, many patients seemed to resist internalizing their 

feelings of exclusion by expressing their view that they deserved more from society regarding 
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access to care—whether provided through the public or private sector. Some patients asserted 

that they would prefer not to rely on free volunteer services for access to health care but that it 

was simply unrealistic to afford private health insurance on their low-income wages. Thus, while 

still taking responsibility for their individual choices, many patients recognized that the choices 

that were available to them were limited by forces outside of their control. This awareness of 

their structural vulnerability seemed to contribute to a diminished impact of symbolic violence 

on these patients.  

  In contrast to the experiences of HAN patients, it is important to recognize that 

physicians in general are not structurally vulnerable. Physicians normally do not experience the 

social suffering that comes with economic and social marginalization, which can contribute to 

exclusion from social resources, such as health care. However, while not structurally vulnerable 

themselves, it is interesting to consider how these physicians may also experience structural 

violence from the health care system. As seen above, constraints on individual agency are an 

essential component of structural violence. Farmer et al. (2013) argue that structural violence “is 

‘structured’ by historically given (and often economically driven) processes and forces that 

conspire… to constrain agency” (30). Physicians acknowledged these constraints when 

describing feelings of powerlessness to provide patient care as they wished. Much of this limited 

agency results from the powerful influence of the pharmaceutical industry and insurance 

companies. At times, these constraints on physician agency may contribute to poorer quality 

patient care. Pharmaceutical companies, rather than physicians, determine the cost of 

medications and certain treatments. Physicians are then required to navigate the limitations 

established by this medical industrial complex when seeking to provide health care to their 

patients, especially charity care patients who purchase prescription drugs at full price. 
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Consequently, the structural violence that physicians experience functions to exacerbate and 

reinforce the structural violence experienced by the HAN patients whom these physicians serve.  

Holmes (2013) briefly explores in his ethnographic work how physicians’ agency is also 

constrained in the workplace by structural violence. He suggests, “The pressure of the current 

neoliberal capitalist system of health care and its financing force health professionals into a 

double bind” (Holmes 2013, 125). However, he focuses primarily on physicians operating in the 

field of migrant health, some of whom work entirely in community health clinics in the public 

sector. In contrast, this study suggests how structural violence can affect physicians who work in 

the private sector but seek to provide a certain level of charity care within their community 

through a facilitating organization like HAN. Physicians who work within the United States’ for-

profit health care system are subject to the institutional power that operates within the 

bureaucracy of insurance companies and large health care organizations.  

As physicians in this study revealed, the physician as caregiver is often compelled to 

adopt a second, and frequently disharmonious, role as a businessman/woman. The structure of 

the system imposes administrative burdens and time and cost constraints on physicians, even 

limiting their individual agency to treat a patient as they wish. These burdens in turn can 

negatively affect a physician’s desire and availability to provide charity care to low-income, 

uninsured members of the community, who are truly structurally vulnerable. In terms of 

Galtung’s (1969) original conceptualization of structural violence, a physician’s “actual 

realizations,” regarding caring for patients, are “below their potential realizations” (168), 

because, to a certain extent, the power to decide on how health care resources are distributed 

remains within the bureaucratic administrative system, which is outside of their personal control.  
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It is also interesting to consider whether physicians experience symbolic violence to a 

certain extent. While physicians are not generally considered to be low on the social hierarchy 

when it comes to individuals, they could perhaps be understood as a dominated population if 

institutions such as the pharmaceutical industry and insurance companies are included in this 

hierarchy. If physicians are viewed as subjected to the institutional power of the medical 

industrial complex, one could argue that they suffer from symbolic violence to the extent to 

which they internalize this structural violence and accept the administrative constraints on their 

agency as a physician as natural and inevitable. While the constraints on agency may be 

substantial when it comes to bureaucratic limitations on accessing expensive medications and 

treatments, physicians might internalize these feelings of powerlessness in the clinical setting 

and thus find, rightly or wrongly, that this lack of agency extends to their ability to advocate for 

systemic changes. As physicians accept the status quo as natural, they come to believe that they 

have little power to change the health care system in which they work, even when they maintain 

that extensive changes are necessary and desirable. 

In all, HAN patients in this study are structurally vulnerable and thus more susceptible to 

experiencing social suffering caused by structural violence. However, both patients and 

physicians are affected by structural violence in a health care system where the power to control 

access to health care resources remains outside of their control. Yet, paradoxically, the structural 

violence and symbolic violence experienced by physicians are more likely to contribute to 

increased social suffering for the patients, rather than for the physicians themselves. For instance, 

in the first case discussed where Helena did not fill her prescription medication, Dr. Johnson 

acknowledged that, while other factors likely contributed to her noncompliance, their brief 

fifteen-minute office visit had also not been adequate to ensure that she had “enough education, 
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information, and motivation” to follow through with her instructions. One reason for such brief 

office visits is that constraints imposed by insurance companies often pressure physicians into 

seeing more patients each day, limiting the amount of time a physician can spend with any one 

patient, even a charity care patient. Yet, ultimately, it was Helena who went six more weeks 

without receiving treatment for her health issues. Thus, changes in the U.S. health care system 

that diminished the structural violence experienced by physicians would also certainly diminish 

the structural violence experienced by patients. Furthermore, if such reforms were successful and 

physicians felt more at liberty to provide appropriate health care as they saw fit, then physicians 

may also feel more empowered to advocate for future systemic changes. Consequently, these 

reforms could also contribute significantly to decreasing the symbolic violence experienced by 

physicians.  

An important implication of these results is that policymakers at the state and national 

levels must become more aware of the social and structural barriers to health care that exist for 

uninsured patients in individual communities. They must also learn to recognize that health and 

health care are intimately affected by not only health policy, but also by immigration policy, 

housing policy, employment and labor laws, and more. As there is greater public recognition of 

the multidimensional and interrelated factors that affect access to health care, more creative 

policy proposals could be pursued. It also appears that in Utah, politicians and lawmakers need 

to be held more accountable to the will of the people. Greater efforts should be made to 

understand the plight of low-income, uninsured individuals who feel excluded from the health 

care system. As one physician expressed it, “When a politician no longer has insurance or access 

to health care, I believe that they will change their mind.” Qualitative, ethnographic research can 

be a crucial tool to introduce lawmakers to new perspectives and experiences.  
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This study of charity care through the case of HAN suggests that the shortcomings of the 

private health care system are exposed through the provision of charity care, while at the same 

time, the provision of charity care through private volunteerism can actually perpetuate—to a 

certain extent—the weaknesses of the for-profit American health care system. Approximately 

half of the physicians in this study supported a government-provided health care system, while 

the other half of physicians believed that the private health insurance system simply needs to be 

reformed and that a health care safety net is more appropriately provided by charity care in the 

private sector. However, regardless of their opinion, almost all physicians in this study felt that 

politicians and lawmakers needed to include physicians in health policy negotiations to a greater 

extent. Yet, the same administrative burdens that constrain a physician’s time and resources to 

provide charity care to patients were also mentioned as obstacles to a physician’s involvement in 

the political side of health policy negotiations. Additionally, the bureaucratic power which 

physicians feel that large health care companies have can be a deterrent to seeking health care 

reforms. As one physician expressed it, “We’re pretty sure that we’ll get screwed more than the 

hospitals will and the pharmaceutical companies will. So, we have our own self-protective 

interests in some ways that kind of limit our ability to really agitate for change.” At a national 

level, lawmakers in the United States need to ensure that the voices of those who are directly 

involved with health care, both physicians and patients, are heard and prioritized. However, 

while it is important that physicians are not oppressed by the bureaucratic power of insurance 

companies, it is also critical that the perspectives of physicians are not prioritized extensively 

over the views of patients when it comes to discussions of increasing access to health care for the 

uninsured, as this would only exacerbate the structural violence experienced by patients.  

Conclusion 
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 Overall, this study found that physicians and patients were largely satisfied with the 

experience of providing or receiving charity care at the two local levels of care—in the clinical 

appointments and with Health Access Network as an organization. However, both physicians and 

patients attributed any frustrations with their individual charity care experience to failures of the 

health care system at the structural level. Patients confronted interconnected obstacles that 

simultaneously excluded them from the private health care system and made accessing charity 

care more difficult, including cost, legal status, transportation issues, and employment 

challenges. Physicians expressed difficulties with balancing their dual roles as a physician and a 

businessman/woman. They felt burdened by the administrative side of medicine and constrained 

in their individual agency to provide health care as they desired. These obstacles that affect both 

patients’ and physicians’ abilities to access or provide health care can be understood as 

consequences of structural violence resulting from the United States’ health care system. Despite 

a widespread cultural emphasis on the American libertarian values of individualism and freedom 

of choice, physicians and patients both felt that their individual agency was constrained by 

structural violence when interacting with the health care system, though in different ways.  

These findings are important because they suggest, at least in this context, that both 

physicians and patients are beginning to look beyond the paradigm of individualism to explain 

the challenges associated with health care for the uninsured in the United States. Health Access 

Network may continue to examine how obstacles that exclude patients from the private health 

system also may make it difficult to access charity care through HAN. Future exploration should 

also consider whether such obstacles result in excluding the most structurally vulnerable 

members of our community from accessing charity care through HAN at all. Most HAN patients 

learned about HAN through friends or family, and these social relationships were often crucial to 
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overcoming the transportation and employment obstacles that made it difficult to access care. 

Lack of a strong social network may turn these additional obstacles into insurmountable barriers 

for the poorest and most vulnerable members of society, who are unaware of or unable to access 

such charity care even when available. Other practical implications of this study for Health 

Access Network, including suggestions offered by patients and physicians, are reviewed in 

Appendix C. Results of this study are not generalizable to other sites where non-profit 

organizations facilitate care for low-income, uninsured individuals. However, these findings can 

still contribute to a more nuanced understanding of the current charity care environment within 

the United States. Anthropological research methods are particularly well-suited for such work, 

as they prioritize the narratives of those most closely involved and seek to understand the 

complex relationships between local, national, and global forces. As the voices and perspectives 

of physicians and patients are sought out and considered, efforts to improve charity care in Utah 

and elsewhere will continue to become more appropriate and effective, whether at the level of 

specific organizations, such as Health Access Network, or at the state level, with health policy 

changes.  
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Appendix A: Informed Consent Form—English 

 
 
CREIGHTON UNIVERSITY RESEARCH INFORMED CONSENT 
 
 
Study Title: “Exploring Physician and Patient Satisfaction with Clinical Interactions in a 

Charity Care Setting” 
IRB project number: 1331709-1  
Primary investigator: Erin Young—master’s student in Medical Anthropology in the Department 

of Cultural and Social Studies at Creighton University 
Investigator’s telephone number: 435-830-0429 
 
Study Summary  
This study will involve observation of medical appointments and interviews with participants in 
order to learn more about how physicians and patients involved with ____________________15 
interact in the clinical setting. 
 
Important things to know:  

• Taking part in research is voluntary. You can choose not to be in this study or stop at any 
time.  

• If you decide not to be in this study, your choice will not affect your relationship with 
the investigator of this study or with ____________________. There will be no 
penalty to you. 

 
If you agree to participate in this study:  

• Approximately 15-20 patients and 15-20 physicians above the age of 18 will be involved 
in this study.  

• I [Erin Young] will observe the medical appointment, and I will conduct an 
interview with you at some time after the medical appointment.  

• Only 1 observation and 1 interview are required.  
• You will not be compensated for your participation in the study.  
• The interview will last approximately 15-30 minutes, though the duration can be longer 

or shorter depending on your availability and preference.  
• There are no direct potential benefits of participating in this study. You will be helping 

me and ____________________ better understand these physician-patient 
interactions, with the goal of improving future services if needed.  

• The potential risks of participating in this study are feeling uncomfortable about having 
another person in the medical appointment or accidental disclosure of confidential 
information. 

 
Introduction  
I would like to invite you to participate in my study on physician-patient interactions in medical 
appointments that are set up by _________________. This study will involve observation of medical 
appointments and interviews with participants, in order to learn more about how physicians and 
patients interact in the clinical setting and to what extent they are satisfied with  
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this experience. You were selected for participating in this study because you are either a 
physician who donates care with ____________________ or a patient who qualifies for 
receiving care through ____________________. If you choose to participate in this study, I will 
observe your clinical appointment and—if you and the patient/physician both agree—I will also 
make an audio recording of this appointment, though it is not required. At some point after the 
clinical appointment, I will set up a time to interview you about your experience during this 
appointment. If you agree, this interview will also be recorded, though it is not required. If you 
have any questions regarding this study, please feel free to ask me. You can reach me at 435-
830-0429. 
 
Study Purpose and Procedures  

• The study involves qualitative research.  
• The purpose of the research is to help me and ____________________better 

understand physician-patient interactions in these medical appointments.  
• Your participation in this study is expected to last only as long as it takes to observe a 

medical appointment and conduct the follow-up interview.  
• The study procedures involve my presence at a scheduled medical appointment and a 

follow-up interview that will be conducted with both the physician and the patient at 
separate times. 

 
Benefits of Participating in the Study  

• This study will hopefully benefit ____________________, by increasing their 
understanding of how physician-patient interactions influence satisfaction with the 
experience of interacting with ____________________.  

• No direct benefits to the participant can be expected. 
 
Risks of Participating in the Study  

• A possible risk associated with this study is the discomfort that could arise from having 
another person observing the medical appointment.  

• A possible risk involved in this study is the potential social and psychological risks 
associated with accidental disclosure of confidential information from the data collected 
throughout the study. Methods of storing and securing data are designed to minimize this 
risk. 

 
Confidentiality  
We will do everything we can to keep your records confidential. However, it cannot be 
guaranteed. We may need to report certain information to agencies as required by law, such as if 
evidence of child abuse emerged. However, the nature of this research is unlikely to result in 
any references to reportable information. The records we collect identifying you as a participant 
will be maintained and stored in a password-protected personal computer.  
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Records that identify you and this consent form signed by you may be looked at by others. The 
list of people who may look at your research records are: 
 

• Erin Young, the primary investigator  
• Jessica Wilson, ____________________ executive director  
• The Creighton University Institutional Review Board (IRB) and other internal 

departments that provide support and oversight at Creighton University 
 
We may present the research findings at professional meetings or publish the results of this 
research study in relevant journals. However, we will always keep your name and other 
identifying information private. 
 
Disclosure of Appropriate Alternatives  

• Another alternative would be to choose not to participate in this study. 
 
Compensation for Participation  

• There is no compensation for participation in this study. 
 
Contact Information  

• If you have questions about this research, please contact Erin Young at 435-830-0429 or 
erinyoung@creighton.edu. 

 
SIGNATURE CLAUSE 
 
You are free to refuse to participate in this research project or to withdraw your consent and 
discontinue participation in the project at any time without penalty or loss of benefits to which 
you are otherwise entitled, or any effect on your medical care. 
 
My [participant’s] signature below indicates that all my questions have been answered. I agree 
to participate in the project as described above.  
 
 
 
 
Printed Name of Person Signing 
 
__________________________________ 
Signature of Person Signing 

 
__________________ 
Date Signed 

 
The Creighton University Institutional Review Board (IRB) offers you an opportunity 
(anonymously if you so choose) to discuss problems, concerns, and questions; obtain information; 
or offer input about this project with an IRB administrator who is not associated with this particular 
research project. You may call or write to the Institutional Review Board at  
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(402) 280-2126; address the letter to the Institutional Review Board, Creighton University, 2500 
California Plaza, Omaha, NE 68178 or by email at irb@creighton.edu. 
 
A copy of this signed form has been given to me. _______ participant’s Initials 
 
For the Research Investigator—I have discussed with this participant (and, if required, the 
participant’s guardian) the procedure(s) described above and the risks involved; I believe 
he/she understands the contents of the consent document and is competent to give legally 
effective and informed consent. 
 
__________________________________ 
Signature of Responsible Investigator 

 
_________________ 
Date Signed 

 
Bill of Rights for Research Participants 

 
As a participant in a research study, you have the right: 
 

1. To have enough time to decide whether or not to be in the research study, and to make that 
decision without any pressure from the people who are conducting the research. 

 
2. To refuse to be in the study at all, or to stop participating at any time after you begin the 

study. 
 

3. To be told what the study is trying to find out, what will happen to you, and what you 
will be asked to do if you are in the study. 

 
4. To be told about the reasonably foreseeable risks of being in the study. 

 
5. To be told about the possible benefits of being in the study. 

 
6. To be told whether there are any costs associated with being in the study and whether 

you will be compensated for participating in the study. 
 

7. To be told who will have access to information collected about you and how your 
confidentiality will be protected. 

 
8. To be told whom to contact with questions about the research, about research-related 

injury, and about your rights as a research participant. 
 

9. If the study involves treatment or therapy: 
 

a.  To be told about the other non-research treatment choices you have.  
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b. To be told where treatment is available should you have a research-related 
injury, and who will pay for research-related treatment.  
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Appendix B: Informed Consent Form—Spanish 
  

CONSENTIMIENTO INFORMADO PARA PARTICIPAR EN UNA 
INVESTIGACIÓN REALIZADA POR LA UNIVERSIDAD 

CREIGHTON 
 
Título del estudio: "Una indagación sobre la satisfacción de médicos y pacientes durante sus 

interacciones clínicas en un ambiente de cuidado benéfico" 
Número de proyecto de la Junta de Revisión Institucional (IRB, por sus siglas en inglés): 

1331709-1  
Investigador principal: Erin Young, estudiante de maestría en Antropología Médica en el 

Departamento de Estudios Culturales y Sociales de la Universidad Creighton.  
Número de teléfono del investigador: 435-830-0429 
 
Resumen del estudio  
Este estudio incluirá la observación de citas médicas y entrevistas con los participantes para 
aprender más acerca de cómo los médicos y pacientes asociados con 
____________________interactúan en el ambiente clínico. 
 
Aclaraciones:  

• La participación en la investigación es voluntaria. Usted puede elegir no participar en 
este estudio o dejar de hacerlo en cualquier momento.  

• Si decide no participar en este estudio, esa decisión no afectará su relación con el 
investigador de este estudio ni con ____________________. No se le aplicará 
ninguna sanción. 

 
Si usted acepta participar en este estudio:  

• Aproximadamente 15-20 médicos y 15-20 pacientes mayores de 18 años participarán en 
este estudio.  

• Yo [Erin Young] observaré la cita médica y realizaré una entrevista con usted en 
algún momento después de la cita médica.  

• Solamente se requieren una observación y una entrevista.  
• No se le dará ninguna compensación a cambio de participar en este estudio.  
• La entrevista durará aproximadamente 15-30 minutos, aunque puede durar más o 

menos tiempo según su disponibilidad y preferencia.  
• No hay beneficios potenciales directos por participar en este estudio. Usted nos ayudará a 

mí y a ____________________a entender mejor esas interacciones médico-paciente, con 
el objetivo de mejorar los servicios futuros, de ser necesario.  

• Los riesgos potenciales de participar en este estudio son el sentirse incómodo por tener a 
otra persona presente en la cita médica o la divulgación accidental de información 
confidencial.  
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Introducción  
Me gustaría invitarle a participar en mi estudio sobre las interacciones médico-paciente en las 
citas médicas programadas por ____________________. Este estudio incluirá la observación de 
citas médicas y entrevistas con participantes, con el fin de aprender más acerca de cómo los 
médicos y pacientes interactúan en el ambiente clínico y hasta qué grado se sienten satisfechos 
con tal experiencia. A usted se le seleccionó para participar en este estudio o porque es un 
médico que dona cuidado mediante ____________________o porque es un paciente que reúne 
los requisitos para recibir cuidado mediante ____________________. Si elige participar en este 
estudio, yo observaré su cita médica y —si tanto usted como el paciente/médico están de 
acuerdo— también haré una grabación de audio de esa cita, aunque esta grabación no es 
obligatoria. En algún momento después de la cita clínica, acordaremos una entrevista en cuanto a 
su experiencia en aquella cita. Esta entrevista también será grabada con su permiso, aunque esta 
grabación tampoco es obligatoria. Si tiene cualquier pregunta en cuanto a este estudio, no dude 
en hacérmela. Puede ponerse en contacto conmigo al 435-830-0429. 
 
Objetivo y procedimientos del estudio  

• El estudio supone una investigación cualitativa.  
• El propósito de la investigación es ayudarnos a mí y a ____________________a 

entender mejor las interacciones médico-paciente en las citas médicas.  
• Se anticipa que su participación en este estudio dure sólo el tiempo que sea necesario 

para observar una cita médica y realizar la entrevista de seguimiento.  
• Los procedimientos del estudio incluyen mi presencia en una cita médica programada y 

en una entrevista de seguimiento que se llevará a cabo tanto con el médico como con el 
paciente en ocasiones distintas. 

 
Beneficios de participar en el estudio  

• Se espera que este estudio beneficie a ____________________al aumentar su 
comprensión de cómo influyen las interacciones médico-paciente en la satisfacción con 
la experiencia de interactuar con ____________________.  

• No se prevén beneficios directos para el participante. 
 
Riesgos de participar en el estudio  

• Un posible riesgo asociado con este estudio es la incomodidad que podría surgir al tener 
a otra persona presente observando la cita médica.  

• Un posible riesgo que conlleva este estudio son los potenciales riesgos sociales y 
psicológicos asociados con la divulgación involuntaria de información confidencial de 
los datos reunidos a lo largo del estudio. Los métodos del almacenamiento y la seguridad 
de los datos están diseñados para minimizar este riesgo. 

 
Confidencialidad  
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Haremos todo lo posible por mantener la confidencialidad de sus datos clínicos. Sin embargo, la 
confidencialidad no se puede garantizar. Es posible que necesitemos reportar cierta información 
a las agencias como lo requiere la ley, como en el caso de que surgiera evidencia de abuso 
infantil. Sin embargo, debido a la naturaleza de esta investigación es poco probable que esto 
resulte en la mención de información que haya que reportarse. Los registros que recopilamos 
que lo identifican a usted como participante se mantendrán en una computadora personal 
protegida con contraseña. 
 
Es posible que otras personas revisen tanto este formulario de consentimiento que usted ha 
firmado como otros registros que lo identifican como participante. Figura a continuación la lista 
de personas que pueden acceder a sus registros de investigación: 
 

• Erin Young, la investigadora principal  
• Jessica Wilson, la directora ejecutiva de _____________________  
• La Junta de Revisión Institucional (IRB, por sus siglas en inglés) de la 

Universidad Creighton y otros departamentos internos en la Universidad 
Creighton que proporcionan apoyo y supervisión. 

 
Puede que presentemos los resultados de la investigación en reuniones profesionales o que 
publiquemos los resultados de este estudio de investigación en revistas relevantes. Sin 
embargo, siempre mantendremos confidenciales su nombre y otros datos identificativos. 
 
Declaración de alternativas apropiadas  

• Otra alternativa sería elegir no participar en este estudio. 
 
Compensación por participar  

• No se dará ninguna compensación económica a cambio de participar en este estudio. 
 
Información de contacto  

• Si usted tiene preguntas sobre esta investigación, por favor póngase en contacto con 
Erin Young al 435-830-0429 o erinyoung@creighton.edu. 

 
CLÁUSULA DE FIRMA 
 
Usted es libre de negarse a participar en este proyecto de investigación o de retirar su 
consentimiento e interrumpir su participación en el proyecto en cualquier momento sin sanción 
ni pérdida de los beneficios a los que tiene derecho, ni que haya efecto cualquier en su atención 
médica. 
 
El que yo [el participante] firme abajo indica que todas mis preguntas se han contestado. 
Acepto participar en el proyecto de la manera que se ha indicado anteriormente.  
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______________________________________ 
Nombre del participante en letra de imprenta 
 
_____________________________ 
Firma del participante 

 
______________ 
Fecha 

 
La Junta de Revisión Institucional de Creighton University (IRB) le ofrece la oportunidad (de 
manera anónima si así lo desea) de hablar sobre problemas, inquietudes y preguntas; de obtener 
información y de ofrecer comentarios sobre este proyecto con un administrador de la IRB que 
no esté asociado con este proyecto de investigación en particular. Puede llamar o escribir a la 
Junta de Revisión Institucional: se puede llamar al (402) 280-2126 y las cartas se deben enviar 
a Institutional Review Board, Creighton University, 2500 California Plaza, Omaha, NE 68178 
o por correo electrónico a irb@creighton.edu. 
 
Se me ha entregado una copia firmada de este formulario. _______ (iniciales del participante) 
 
Para el/la Investigador/a: He hablado con este participante (y, si es necesario, con el tutor del 
participante) del procedimiento(s) descrito(s) anteriormente y de los riesgos concomitantes; 
creo que él/ella entiende el contenido del formulario de consentimiento y que es competente 
para dar un consentimiento informado y legalmente vinculante. 
 
 
 
__________________________________ 
Firma de el/la investigador/a responsable 

 
 
______________ 
Fecha 

 
 
 
 

Declaración de derechos de los participantes en la investigación 
 
Como participante en un estudio de investigación, usted tiene los derechos nombrados a 
continuación: 
 

(403) Tener suficiente tiempo para decidir participar o no en el estudio de investigación, 
y tomar esa decisión sin presión por parte de las personas que lo están llevando a cabo. 

 
(404) Negarse a participar en el estudio en absoluto, o dejar de participar en 

cualquier momento después de comenzar el estudio. 
 

(405) Que se le informe qué es lo que el estudio pretende averiguar, lo que le 
sucederá a usted y lo que se le pedirá que haga si participa en el estudio.  
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10. Que se le informe sobre los riesgos de estar en el estudio que razonablemente 
podrían preverse. 

 
11. Que se le informe sobre los posibles beneficios de participar en el estudio. 

 
12. Que se le diga si hay algún costo asociado con la participación en el estudio 

y si se le compensará por participar en él. 
 

13. Que se le informe de quién tendrá acceso a la información recopilada sobre 
usted y de cómo se protegerá su confidencialidad. 

 
14. Que se le diga con quién se debe poner en contacto para hacer preguntas 

sobre la investigación, sobre lesiones relacionadas con la investigación y 
sobre sus derechos como participante en la investigación. 

 
15. Si el estudio incluye tratamiento o terapia: 

 
a Que se le informe sobre las otras opciones de tratamiento que 

tiene a su disposición que no están relacionadas con la 
investigación. 

 
b Que se le diga dónde se puede conseguir el tratamiento en el caso de que 

tenga una lesión relacionada con la investigación, y que se le informe de 
quién pagará el tratamiento relacionado con la investigación.  
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Appendix C: Report for Health Access Network 
June 3, 2019 
 
Overall Findings 
 In general, both physicians and patients were largely satisfied with their experiences at 
Health Access Network (HAN). All patients expressed gratitude for the care they were receiving, 
and most had an entirely satisfactory experience. Most physicians were grateful for the 
opportunity to provide charity care in their own medical offices through an organization that they 
trusted. Summaries of both patients’ and physicians’ satisfaction with and suggestions for HAN 
are offered below. Some illustrative quotes are provided here that describe the general consensus 
of participants, or, in a few cases when specifically noted, an exception to the general consensus. 
Patients’ and physicians’ frustrations with HAN that relate to the health care system overall in 
the United States are not addressed in this section as they have been explored in depth in the 
main body of the thesis. 
 
Patients’ Satisfaction with HAN 

x Patients are very grateful to HAN for the work that they do.  
o “I am grateful that there is an organization like Health Access Network, filled 

with good people who want to help the community. We don’t often have the 
opportunity to help ourselves. That there is an organization like Health Access 
Network that is there to help people with fewer options is amazing.” 

o “We’ve had very good experiences with Health Access Network. I’m very grateful 
for them. In the difficult moments of our lives, they’ve been there for us and 
helped us a lot.” 

o “For me, it’s a delicate situation that I’m in, with asylum. Lots of people in other 
countries treat other Venezuelans poorly. But [at HAN], as a Venezuelan, I 
haven’t had any problems. They treat me very well. They weren’t mean to me, and 
I appreciated that.” 

o “It works exactly how I want. This is the first time I’ve gone with them, and it was 
really, really excellent. Very good service. May God bless them.” 

o “I’m so grateful for Health Access Network and the free clinic, because they are 
my health system. Without them, I would have died years ago.” 
 

x In general, care coordinators are helpful, communicative, and respectful. 
o “They are very communicative. They listen to people. They are very, very good.” 
o “[My care coordinator] has been incredible. That kid is worth his weight in gold. 

He is on top of things. All the way down to he called me the day before and 
reminded me that my appointment was today. And afterwards, he always sends me 
texts to make sure things happened. He is very aware.”    

o “They’ve taken very good care of me. [My care coordinator] treats me very well. 
And the person that was there before him also treated me well. They’ve helped me 
a lot. A lot.” 

o “[My care coordinator] is so, so helpful. She tells me what I’m supposed to do, 
where am I supposed to go, and what papers I need to take. She helps me a lot.” 

Exception: “We were going through a hard time of finding out she has cancer, and then 
we have to struggle with people and the way that they treat us as well. One [care 
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coordinator] was really rude and wasn’t sympathetic at all with the situation. 
Fortunately, they changed the [care coordinator], and now he is good.” 

 
x For most patients, waiting is minimal; it is understandable when waiting does occur.  

o “I had less than one month of waiting and everything was ready. To me, it seems 
the program works very well.”  

o “I didn’t have to wait long. It was fast. Everything that [my care coordinator] 
helped me with has been very fast.” 

o “The time that you wait is a little bit long, but I imagine the doctors are occupied 
with many other patients to take care of. And the wait is worth it, because then 
you get an appointment.” 

o “I would like it if it took a little bit less time that you have to wait from when you 
fill out the form. Unfortunately, I waited at least two months with this pain before 
I could see somebody. But I understand that they’re busy and can’t fit you right 
in, so you wait.” 
 

x Overall, patients were very satisfied with their interactions with physicians and grateful 
for their time.  

o “I had very good doctors and very good care. The most special thing for me is 
that [the doctors] have so much work to do themselves, but they pay such good 
attention to us.” 

o “I’m still praying for [the doctor]. He did this marvelous service for me. I’m so 
grateful for him. It helped me so much.”  

o “The doctor was incredible. He wanted to explain everything to me. I could feel 
that he wanted to make sure I understood the benefits that would come from this 
treatment. But he also understood what I was feeling. I felt like he really wanted 
to know my whole story.” 

o “There are a lot of [doctors] that want to serve and donate their time. It’s very 
beautiful to see. There are a lot of people as well that would take advantage of 
this. I know it’s not an obligation for [the doctors], because if they want to work 
to provide for their family, that’s great. If they don’t have the patience, I wait. I 
don’t want to bother them. I understand that it’s a volunteer service.” 

Exception: “This time, I’m a bit frustrated with the doctor… I feel like I’m not really 
being heard. I don’t know if it’s a problem with Health Access Network and the 
information they take on me and if they have a correct record of my problems that is sent 
to the doctor, or if it’s with the doctor himself and me not being able to get a [certain 
technology]. Does he just want to give me a pill because it’s an easier solution? I feel 
that if they give me a pill, they’re just going to forget about me.” 

 
x Some patients had difficulties affording medications that their physicians prescribed or 

were confused about how and where to fill the prescriptions. 
o “The only problem that I see is that if you go to Health Access Network and the 

doctor gives you a medicine, Riverside doesn’t accept it on the same graded 
scale. So, you still have to pay for it at full price.” 
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o One patient could not afford the expensive prescription medication that she 
needed, so she relied entirely on free samples that the physician generously 
provided to her at each of her follow-up visits. 

o Another patient asked for help calling the physician’s office after an appointment, 
because she was not given a paper prescription and did not understand where she 
should go to fill this medication. 
 

x Volunteer interpreters were occasionally late or did not show up.  
o “I’ve always used interpreters. Except for yesterday, I went to the appointment, 

but there wasn’t any interpreter. So, we contacted Health Access [Network], and 
[my care coordinator] said that he could help, and he came himself.” 

o At another medical appointment, the appointment was delayed by 30 minutes 
because the volunteer interpreter had not yet shown up. When contacted, he had 
been confused about what time the appointment was scheduled at.  

o At another appointment, the volunteer interpreter accidentally went to the wrong 
location. The patient relied on a Spanish-speaking member of the office staff to 
interpret during her visit instead. 

 
x A few patients found that the frequent staff turnover occasionally led to confusion. 

o “I waited a long time for them to help me, because I explained it to person after 
person. Three or four times, they changed the staff member helping me, and you 
had to explain the whole situation again. It’s hard when they don’t put in one 
person for a long time”  

o “I’ve worked with a few different [care coordinators]. Every year there is a new 
person that I have to talk to. But they’ve all been very nice, and I like that they all 
speak Spanish, because I don’t speak any English.” 

 
Patients’ Suggestions   

x Some patients suggested that marketing and advertisement would help other individuals 
in need learn about the services that are available.  

o “I learned from a friend, but if there had been an advertisement, like through the 
television or something, it would be helpful.” 

o “There are people that don’t know about [HAN]. I’ve told lots and lots of people. 
I tell them, ‘Oh you can go here.’ And I’ve gone with a couple people so that they 
can see where it is... I would just suggest that they put more letters up or maybe 
something on the radio, just to make people more aware and let them know.” 

 
x A couple patients believed that providing cards that identified themselves as HAN 

beneficiaries would be useful.  
o “It would be a good idea if Health Access Network gave each patient a card to 

identify themselves, and if it also said when the 6-month membership expired and 
needed to be renewed. Because now, when I went to go for the [blood] analysis 
before I went to the doctor, the secretary asked me for something that identified 
me as being with [HAN]. And I didn’t have anything.” 

o Several patients were asked by the receptionists at labs for some form of 
identification from HAN. A volunteer interpreter confirmed that, in his 
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experience, patients often experienced difficulties in having lab work done, 
because of confusion from the lab staff about HAN.  

o Two patients were told by confused receptionists in the medical offices that if 
they did not have health insurance, they would be required to pay up front.  

 
x One patient believed it could be advantageous to include members of the Hispanic 

community in volunteer efforts. 
o “I think that if they added Hispanic people into the group of volunteers, they 

would be able to echo the concerns of the Hispanic community and they could 
help things grow. I would like to help. I told [a volunteer interpreter] that I 
wanted to be a volunteer. First, I could receive more information about the things 
that they do and then I could turn around and pass it on to my community of 
Venezuelans that I know. If you added one Venezuelan, one Colombian, one 
Mexican, it’s like a country…there are those that could definitely help by 
volunteering, even if it’s just a couple hours of their time.” 

 
Physicians’ Satisfaction with HAN 

x Overall, physicians were grateful for HAN as an organization and the work that they do 
to facilitate the provision of charity care in their own office and community.  

o “With Health Access Network, they are very good about, when people schedule, 
they’re here, they’re here on time, usually they have the translators helping. So, I 
think they do a really good job of managing the flow and of allowing us to help.” 

o “From my end of things, everything is pretty well taken care of. And if there needs 
to be follow up from [HAN’s] end, I think it’s very well done.” 

o “It’s a good feeling to be able to give some charity care and have it done under 
an organization. It’s been a good experience.” 

o “I think it’s great, what they’re doing. I’m happy that there are groups like that 
out there that are helping us help patients know that they can have access to us 
and that we’re trying to take care of them.” 

o “I think Health Access is the best response to a terrible problem we have. It’s 
been frustrating, but it’s rewarding in its own way. There are constraints because 
of language and finance. But I like taking care of patients in my community. It’s 
more rewarding than going somewhere exotic for a medical mission. You know 
you’re taking care of people in the community.” 

 
x Most physicians were satisfied with their experiences interacting with HAN patients. 

o “In general, [HAN patients] have been very good. Most of them seem very 
grateful, and so, overall, it’s been a positive experience.” 

o “When you’re in the room with the patient, it just becomes that doctor-patient 
relationship. It really isn’t different whether they’re Health Access Network 
patients or not. People are people, and we try to take care of people.” 

o “When I have patients come in and they are in apparent financial need, [HAN] is 
a resource that I can send them to. And they have it organized such that they can 
determine whether that individual really qualifies for the benefits of that program, 
and if they qualify, I think it’s a great program. I don’t think it gets abused. I think 
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that most of the people that I see who come in are truly in a situation at this point 
in their life where they need help.” 

Exception: “I’m still always super surprised about the level of ingratitude from patients. 
I just think that if I were to receive free care from somebody, I would thank them over 
and over and over and over. And I never see that. I almost never see that from Health 
Access Network patients.” 

 
x A few physicians felt that the nature of their specific specialty led to unique frustrations 

when providing charity care through HAN. 
o “I think some things get overlooked. Because I know a lot of the [patients] that 

finally get to me usually have a lot of work to do. I think more preventative 
screenings would help. So, for [cardiology], there are some basic tests that they 
can do yearly or every couple of years on some patients that would catch a lot of 
things earlier. We need more preventative care and more screening testing for 
these patients, especially since they don’t have a consistent primary [care 
doctor].” 

o “This is probably just because of the nature of our specialty [dermatology], but 
sometimes things get sent to us that seem much more cosmetic. Somebody will 
want a lump taken off that really doesn’t have to be taken off, or something like 
that. So, we get that occasionally, but the vast majority of the people need to be 
seen and are happy to be seen.” 

 
x A few physicians expressed concern that there is a significant portion of the population 

that could benefit from HAN but are not aware of it.  
o “I think that there are a lot of people that don’t have any idea that this service is 

available. And so, they’re probably going without care or trying to figure it out on 
their own, rather than going through organizations like [HAN]. I’m sure there are 
a lot of people out there that have no idea. I didn’t know until I was exposed as a 
provider, so if they aren’t in the right circles, I’m sure that they’re not as well-
versed in what resources are available to them.” 

o “I feel like they do a really good job with the patients that I’m seeing and 
everything. Are there a lot of people that aren’t being served? Yeah, I think there 
are probably still a lot of people that aren’t aware of it.” 

 
Physicians’ Suggestions  

x Several physicians expressed the desire to be informed regularly by HAN about how 
much care was donated, whether by them personally or by the organization as a whole.  

o “Health Access Network is good. Though if they could tell me how much 
money I donated to them, that’s always hard to figure out.” 

o “What would be nice from Health Access Network is if they had a quarterly 
report or a yearly report of how many patients we’ve seen and perhaps a 
summary of the services provided.” 

o “I think Health Access Network could do a better job at just reminding 
physicians, maybe yearly or semi-annually, what they do, why they do it, who 
they’re taking care of. I don’t totally understand Health Access Network as 
well as I probably could or should. It has probably been explained to me 
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before, but I’ve either forgotten or I’m sure Health Access Network is 
changing also, as times change and as needs arise. So, I think having a 
newsletter or an email or something that just talks about how they’re 
changing, who they’re helping, how much money or time was donated… 
things like that are helpful.” 
 

x A few physicians felt that it would be beneficial if there were a way to assist patients in 
filling expensive prescriptions as well.  

o “Some sort of prescription help for people that need medications… that might be 
something that could be looked into. I don’t know what the answer to that is, but 
medication access is hard for the Health Access Network population.” 

o “Taking care of patients is really difficult when there is no funding. And so, you 
know getting tests ordered and getting things like CPAP… that’s the biggest 
problem. It’s also one of the reasons [a patient] probably didn’t fill her medicines 
is that she couldn’t afford them. So that’s also a real problem.” 

o “When people need some medications and we can provide it through samples, we 
normally try to do that. Sometimes it’s really tough for the patient to get 
medications. So, for example, this treatment that we gave to [a patient] is a 
treatment that commercially she could not afford. It’s really expensive. If you 
don’t have insurance, you cannot afford it.” 

 
x A few physicians had questions regarding the process surrounding referrals for HAN 

patients and follow-up care. 
o “When we recommend [this patient] come back in a year, I’m not sure how 

confident I am that that will happen. I don’t know the mechanisms in place to 
make sure that it would happen… so I’m not sure about the follow-up care, but I 
think as far as the initial encounter and that experience, I think it’s been really 
good.” 

o “If I have to refer to another physician, it just seems a little awkward. I can’t just 
say, ‘Go see Dr. So-and-so.’ It has to go back through [HAN]. But that’s 
obviously the system. It would be nice if there was a thing to say, ‘Here’s a list of 
three therapists, let me just call them directly,’ but I have to go through [HAN]. 
But that’s okay, that’s still kind of the gate-keeping mentality.”  

 
x One oncologist wondered if HAN could help patients apply for financial aid at the 

hospital before the patients came to him in the office. 
o “I know that [HAN] does a lot of paperwork. It might be just as easy to have 

them start the same process over at the hospital with the coordinators there. 
That would streamline our process a lot. Because I have to say, ‘Well, here’s 
the plan, but that’s pending all of the approval over there.’ And sometimes, 
they get lost. And so, I’ve got a cancer that I’ve got to get them going on, get 
them treated on, but I’m waiting, and waiting, and waiting. If somebody could 
already have that paperwork started or done, then I would be able to say, 
‘Yes, we’re ready to go. We’ve got this treatment. We’ve got you approved 
over there.’ It would save us a lot of leg work. I don’t know if that’s feasible, 
but I think it would be helpful.” 
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x One cardiologist wondered if HAN could partner with other local health care 

organizations to provide screenings for their patients. 
o “It would just be reaching out and trying to establish health care 

organizations to provide their services for screening, if it’s providing X-
amount of screenings per year for people or whatever. But I would think that 
reaching out to the community would be a huge thing for them. I mean, [the 
local hospital] is supposedly a not-for-profit, so providing screening testing 
shouldn’t be much sweat off their back.”  
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