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ABSTRACT
BACKGROUND:  Prior research documented racial and 
ethnic disparities in health care experiences within the 
Veterans Health Administration (VA). Little is known 
about such differences in VA-funded community care 
programs, through which a growing number of Veterans 
receive health care. Community care is available to Vet-
erans when care is not available through the VA, nearby, 
or in a timely manner.
OBJECTIVE:  To examine differences in Veterans’ expe-
riences with VA-funded community care by race and 
ethnicity and assess changes in these experiences from 
2016 to 2021.
DESIGN:  Observational analyses of Veterans’ ratings of 
community care experiences by self-reported race and 
ethnicity. We used linear and logistic regressions to esti-
mate racial and ethnic differences in community care 
experiences, sequentially adjusting for demographic, 
health, insurance, and socioeconomic factors.
PARTICIPANTS:  Respondents to the 2016–2021 VA 
Survey of Healthcare Experiences of Patients-Commu-
nity Care Survey.
MEASURES:  Care ratings in nine domains.
KEY RESULTS:  The sample of 231,869 respondents 
included 24,306 Black Veterans (mean [SD] age 56.5 
[12.9] years, 77.5% male) and 16,490 Hispanic Veter-
ans (mean [SD] age 54.6 [15.9] years, 85.3% male). In 
adjusted analyses pooled across study years, Black 
and Hispanic Veterans reported significantly lower rat-
ings than their White and non-Hispanic counterparts 
in five of nine domains (overall rating of community 
providers, scheduling a recent appointment, provider 
communication, non-appointment access, and billing), 
with adjusted differences ranging from − 0.04 to − 0.13 
standard deviations (SDs) of domain scores. Black and 
Hispanic Veterans reported higher ratings with eligibility 

determination and scheduling initial appointments than 
their White and non-Hispanic counterparts, and Black 
Veterans reported higher ratings of care coordination, 
with adjusted differences of 0.05 to 0.21 SDs. Care 
ratings improved from 2016 to 2021, but differences 
between racial and ethnic groups persisted.
CONCLUSIONS:  This study identified small but per-
sistent racial and ethnic differences in Veterans’ expe-
riences with VA-funded community care, with Black 
and Hispanic Veterans reporting lower ratings in five 
domains and, respectively, higher ratings in three and 
two domains. Interventions to improve Black and His-
panic Veterans’ patient experience could advance equity 
in VA community care.
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INTRODUCTION
There are known racial and ethnic health care disparities 
among Veterans who receive care within the Veterans 
Health Administration (VA).1–5 These disparities extend 
to patient-reported experiences with care, which capture 
patient-centered measures of health care quality.6 Among 
VA healthcare system enrollees, research found that Black 
Veterans reported poorer experiences with care, including 
communication with physicians, compared to non-Hispanic 
White Veterans.7 Additionally, research identified dispari-
ties in Veterans’ experiences with care in VA facilities that 
disproportionately serve Veterans from underrepresented 
groups,8 with Veterans being more likely to report negative 
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experiences with care at VA facilities serving higher propor-
tions of Black and Hispanic Veterans.9

Although numerous studies examined health care dispari-
ties within the VA, less is known about the experiences of 
Veterans receiving care outside of the VA healthcare system. 
A growing number of Veterans now receive VA-funded care 
from community providers (i.e., outside of the VA) because 
of two major policy reforms: the Veterans Access, Choice, 
and Accountability Act of 2014 (Choice Act) and the VA 
Maintaining Internal Systems and Strengthening Integrated 
Outside Networks Act of 2018 (MISSION Act). The Choice 
Act expanded Veterans’ ability to receive VA-funded care 
from community providers if they could not obtain timely 
care within the VA healthcare system or lived far from or 
experienced hardship getting to a VA healthcare facility. 
The MISSION Act broadened eligibility for and made these 
community care programs permanent.10 Over 2.6 million 
Veterans—nearly one in three Veterans enrolled in the VA 
healthcare system—were referred to community providers 
in the 18 months after the passage of the MISSION Act.10,11 
Veterans are eligible to use community care for a range of 
primary and specialty care services (e.g., physical therapy, 
orthopedic care, and ophthalmology), and often use VA-
funded community care in addition to care within the VA 
healthcare system.11,12

Community care programs were intended to improve 
Veterans’ access to timely and high-quality health care.13,14 
However, concerns remain about whether Veterans from 
minoritized racial and ethnic groups have equitable experi-
ences navigating community care and accessing high-quality 
community providers.15,16 These concerns are especially 
salient given the pervasive and entrenched factors that give 
rise to and perpetuate racial and ethnic disparities in health 
care access, quality, and outcomes nationally.3,17 Although a 
few studies have examined Veterans’ experiences with com-
munity care,18,19 we are not aware of research that quantifies 
racial and ethnic differences in Veteran-reported experiences 
with VA community care.

The objective of this study was to use data from the VA’s 
Survey of Healthcare Experiences of Patients – Community 
Care Survey (SHEP-CCS) to examine Veterans’ experiences 
with community care by race and ethnicity between 2016 
and 2021.

METHODS

Study Design and Data Sources
We conducted an observational analysis of Veterans’ ratings 
of health care experiences in community care settings by 
race and ethnicity using the VA SHEP-CCS for the period 
2016–2021.20 The SHEP-CCS is a mixed-mode (inter-
net/mail) survey administered to Veterans who received 
VA-funded community care over the prior 3 months. The 

survey asks Veterans to rate their experiences across nine 
domains.19,21,22 Sampling for the SHEP-CCS is random 
within strata, which reflect the type of care received (e.g., 
primary care, psychiatric care, other subspecialty care). 
We linked respondent-level data from the SHEP-CCS to 
data from the Centers for Medicare and Medicaid Services 
(CMS) to identify Medicare and Medicaid enrollment, the 
VA Corporate Data Warehouse (CDW) to obtain information 
on demographics, VA priority group status, health condi-
tions, geography, and the Veterans Integrated Services Net-
work (VISN) where care was received. VISNs are regional 
divisions of the Veterans Health Administration that manage 
VA medical centers and other medical facilities (nationally, 
there are 18 VISNs).23 The VA Pittsburgh Healthcare System 
Institutional Review Board approved this study.

Study Sample
SHEP-CCS had a response rate of 30.7% during the study 
period, in line with other surveys of patient-reported care 
experiences.24 A total of 233,634 respondents to the SHEP-
CCS were identified from 2016 to 2021. We excluded 188 
respondents who could not be linked to VA CDW data; 
1093 respondents who resided outside of the 50 US states 
or Washington, D.C.; and 484 respondents without county-
level geographic identifiers (needed to measure county-level 
covariates). From this sample, we analyzed differences in 
community care experiences based on ethnicity (n = 16,490 
Hispanic and 200,725 non-Hispanic Veterans) and race 
(n = 24,306 Black/African American and 180,313 White 
Veterans).

Outcomes
We examined experiences in nine domains: overall satisfac-
tion with community care, overall rating of the provider, 
eligibility determination for VA community care, first 
appointment access, scheduling a recent appointment, pro-
vider communication, care coordination, non-appointment 
access (e.g., after-hours access to providers, waiting time in 
the office), and billing.21 We followed domain-item group-
ings for the VA-SHEP survey to combine responses to indi-
vidual survey items into domain scores (see Appendix for 
details). Respondent-level scores were constructed as equally 
weighted means of ratings of domain items. Items were lin-
early converted to 0–100-point scales before aggregation into 
scores. Higher scores represent greater satisfaction with care.

Independent Variables
We analyzed SHEP respondents according to their self-
reported race and ethnicity. Race and ethnicity are social 
constructs and reflect the influence of social, political, and 
economic forces that lead to institutional inequity and inter-
personal discrimination.25–27 We compared community care 
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experiences of Veterans by race (comparing those who iden-
tified as Black or African American vs. White, regardless of 
ethnicity) and ethnicity (comparing those who identified as 
Hispanic vs. non-Hispanic, regardless of their race). Veter-
ans who identified as Black/African American in addition 
to other racial groups were analyzed as Black. We did not 
separately analyze care experiences among racial or eth-
nic groups with smaller representation in the SHEP, such 
as American Indian or Alaska Native and Asian Veterans, 
because smaller sample sizes limited our ability to make 
meaningful comparisons.

Covariates
We assessed age, gender, health, insurance and socioeco-
nomic status, rural residence, county-level supply of health 
care providers, and type of community care received. To 
measure health status, we used the Elixhauser Comorbidity 
Index28 along with separate indicators for the presence of a 
serious mental illness (i.e., bipolar disorder, major depres-
sion, post-traumatic stress disorder, schizophrenia, or psy-
chosis) and substance use disorder (i.e., substance use dis-
order related to drug or alcohol use). We identified these 
conditions using diagnoses on Veterans’ health care records 
in the VA CDW (care provided within VA) and in VA Pro-
gram Integrity Tool files (administrative claims for commu-
nity care) in the 2 years preceding the SHEP-CCS survey. 
We measured socioeconomic status and insurance using 
VA priority group status (which reflects Veterans’ income 
and service-connected disabilities29) and with indicators for 
enrollment in Medicaid, Medicare, Medicare Part D, and 
Medicare Advantage.30,31 Insurance is correlated with socio-
economic status and may impact access to care outside of the 
VA healthcare system. We included county-level measures 
of urban vs. rural residence (large metropolitan area, small 
metropolitan area, micropolitan area, and rural) and sup-
ply of community physicians per 1000 county residents.32 
Finally, we included indicators for category of community 
care received: primary care, subspecialty care, surgical care, 
eye care, acupuncture, psychiatric care, and other care.

Statistical Analyses
We plotted unadjusted ratings of community care experi-
ences to examine trends and racial and ethnic differences 
in ratings over the study period. Next, for each domain 
score, we ran three sets of respondent-level linear regres-
sion models to estimate racial and ethnic differences in com-
munity care experiences. We constructed sequential models, 
guided by the National Academy of Medicine’s framework 
for examining health care disparities. According to this 
framework, disparities represent racial or ethnic differences 
that are not explained by group differences in health status 
or care needs. The framework considers how geographic, 

socioeconomic, and insurance factors may mediate racial 
and ethnic disparities in care.33

Accordingly, Model 1 adjusted for demographic factors 
(age and sex), health status, indicators for the category of 
community care received, and year fixed-effects. Model 2 
adjusted for all variables in the first model as well as rural-
ity and county-level supply of physicians. Model 3 further 
adjusted for education, along with socioeconomic and 
insurance factors (included together because many differ-
ences in insurance coverage are income-related). Sequential 
adjustment for covariates allowed us to quantify the extent 
to which differences in ratings persisted after adjustment for 
geography, socioeconomic status, and insurance. We also 
conducted a sensitivity analysis that controlled for individ-
ual Elixhauser comorbidities instead of a linear comorbidity 
index.

We conducted a secondary analysis to explore whether 
Veterans differed in their likelihood of reporting high vs. 
low ratings of care by race or ethnicity.9,34 For each domain 
score, we estimated logistic regression models to test for 
differences by race or ethnicity in the probability of rating 
care on that domain at or above 90th percentile (high rat-
ing) or at or below 10th percentile (low rating). Percentiles 
were constructed for each patient experience domain among 
all SHEP-CCS respondents. We estimated marginal differ-
ences in the probability that Black vs. White or Hispanic vs. 
non-Hispanic Veterans reported high vs. low ratings of care, 
adjusting for all covariates in Model 3.

All estimates were weighted to account for survey sam-
pling and non-response using STATA version 15. Statistical 
tests were conducted using a two-tailed 5% type-I error rate.

RESULTS

Sample Characteristics
Our sample comprised 16,490 (7.6%) Hispanic and 200,725 
(92.4%) non-Hispanic Veteran-year observations, which 
when weighted represented 1,419,630 and 13,851,118 
Veteran-years in the population of community care users, 
and 24,306 (11.9%) Black/African American and 180,313 
(88.1%) White Veteran-year observations, which when 
weighted represented 2,027,820 and 12,183,563 Veteran-
years in the population.

In the survey-weighted sample, the mean (SD) age was 
54.6 (15.9) years among Hispanic Veterans and 61.2 (15.1) 
years among non-Hispanic Veterans (Table 1). The mean 
(SD) age was 56.5 (12.9) years among Black Veterans and 
62.0 (15.4) years among White Veterans. The distribution 
of Elixhauser comorbidities was similar across racial and 
ethnic groups, although higher proportions of Hispanic and 
Black Veterans were diagnosed with a serious mental illness 
(40.0% among Hispanic Veterans and 38.8% among Black 
Veterans vs. 30.1% among non-Hispanic and 29.0% among 
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Table 1   Characteristics of Veterans in the Survey of Healthcare Experience of Patients (SHEP) Survey Administered to Community Care 
Recipients, 2016–2021

a Table shows characteristics of Veterans included in the Survey of Healthcare Experience of Patients (SHEP) survey, which is administered to Vet-
erans who used VA community care in the prior 90 days. Sample characteristics are stratified by ethnicity and race. For continuous variables (e.g., 
age), survey-weighted means and standard deviations [brackets] are presented. For categorical variables (e.g., gender), unweighted frequencies and 
survey-weighted proportions (parentheses) are presented. Weighted means and proportions calculated using SHEP survey weights. Characteristics 
are for pooled data from 2016 to 2021
b Analyses of Veterans categorized by ethnicity included all racial groups. Analyses of Veterans categorized as Black, African American, or White 
included all ethnic groups. Race and ethnicity were self-reported by respondents to the SHEP survey
c Weighted sample size calculated using SHEP survey weights
d Self-reported by SHEP respondents
e Count of 0–30 comorbidity indicators in the Elixhauser Comorbidity Index. Comorbidities assessed from diagnoses in VA corporate data ware-
house (for care delivered in VA facilities) or VA Program Integrity Tool File (for VA-funded community care) during the two federal fiscal years 
preceding the SHEP survey. All Veterans for whom data on comorbid conditions were utilized were present in the VA system for at least 2 years 
prior to the survey
f Diagnosis of substance use disorder related to drug or alcohol use, assessed from diagnoses in VA corporate data warehouse and VA Program 
Integrity Tool File for Veterans during the two federal fiscal years preceding the SHEP survey

Hispanic ethnicity b Race b

Characteristic a Hispanic ethnicity 
n = 16,490
Weighted sam-
ple = 1,419,630 c

Not Hispanic ethnicity 
n = 200,725
Weighted sam-
ple = 13,851,118 c

Black or African 
American 
n = 24,306
Weighted sam-
ple = 2,027,820 c

White 
n = 180,313
Weighted sam-
ple = 12,183,563 
c

Demographics
  Age, mean [SD] in years d 54.6 [15.9] 61.2 [15.1] 56.5 [12.9] 62.0 [15.4]
  Gender d
    Female 1396 (14.7%) 17,005 (13.2%) 4029 (22.5%) 12,720 (11.4%)
    Male 15,094 (85.3%) 183,720 (86.8%) 20,277 (77.5%) 167,593 (88.6%)

Health status
  Elixhauser comorbidities e
    < 3 conditions 10,054 (69.2%) 123,545 (66.9%) 13,866 (64.4%) 111,154 (66.9%)
    3 to 4 conditions 4163 (20.9%) 49,696 (21.8%) 6740 (24.0%) 44,346 (21.7%)
     > 5 conditions 2273 (9.9%) 27,484 (11.3%) 3700 (11.6%) 24,813 (11.4%)
  Substance use disorder f 1201 (8.0%) 12,608 (6.7%) 2309 (8.6%) 10,521 (6.4%)
  Serious mental illness g 5835 (40.0%) 52,634 (30.1%) 8594 (38.3%) 45,238 (29.0%)

Education, insurance, and socioeconomic status (SES)
  Education
    Less than high school 1067 (3.3%) 10,567 (3.6%) 991 (2.6%) 10,752 (4.1%)
    High school 4217 (19.7%) 57,580 (24.5%) 6106 (20.5%) 53,744 (25.7%)
    College or more 11,131 (76.6%) 131,925 (71.6%) 17,100 (76.5%) 115,165 (69.9%)
    Missing 75 (0.4%) 653 (0.3%) 109 (0.4%) 652 (0.3%)
  VA priority group status h
    Groups 1–4 12,141 (79.4%) 125,203 (69.2%) 17,788 (78.3%) 109,733 (67.6%)
    Group 5 2688 (12.1%) 41,533 (16.7%) 4,300 (13.7%) 38,306 (17.3%)
    Groups 6–8 or missing 1661 (8.5%) 33,989 (14.1%) 2218 (8.0%) 32,274 (15.1%)
  Enrolled in Medicaid i 1236 (8.1%) 12,437 (6.8%) 2238 (9.5%) 10,452 (6.3%)
  Enrolled in Medicare i 11,572 (46.1%) 160,232 (61.4%) 15,871 (47.0%) 147,838 (63.8%)
  Enrolled in a Medicare Part D plan j 3729 (14.1%) 46,107 (17.4%) 4105 (12.0%) 43,949 (18.8%)
  Enrolled in a Medicare Advantage Plan 3103 (11.5%) 38,025 (14.5%) 3146 (9.4%) 36,870 (15.9%)

Geography
  Urbanicity l
    Large metropolitan area 4478 (33.3%) 44,989 (24.8%) 9136 (39.6%) 36,905 (22.5%)
    Small metropolitan area 7778 (43.4%) 56,013 (29.1%) 8009 (33.0%) 51,083 (29.5%)
    Micropolitan area 2268 (14.2%) 47,101 (22.3%) 4040 (16.0%) 42,848 (22.9%)
    Rural area 1966 (9.1%) 52,622 (23.8%) 3121 (11.4%) 49,477 (25.1%)

Type of community care received m
  Medicine subspecialty 4521 (18.7%) 61,841 (23.3%) 6670 (20.0%) 57,071 (24.0%)
  Surgical care 3473 (20.2%) 44,929 (21.9%) 5987 (23.0%) 40,205 (21.8%)
  Eye care 2344 (11.9%) 25,997 (13.4%) 2893 (12.3%) 24,068 (13.8%)
  Acupuncture 3495 (32.5%) 37,267 (27.9%) 5872 (33.0%) 31,409 (26.7%)
  Psychiatric 747 (9.2%) 5199 (4.9%) 781 (5.8%) 4431 (4.8%)
  Primary care 727 (3.4%) 8411 (3.4%) 567 (1.9%) 8054 (3.7%)
  Other 1183 (4.1%) 17,081 (5.2%) 1536 (4.1%) 15,075 (5.1%)
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White Veterans). Higher proportions of Black and Hispanic 
Veterans were enrolled in Medicaid, and smaller proportions 
had Medicare. Black and Hispanic Veterans were slightly 
more likely to use community care for acupuncture and 
psychiatric care but less likely to use community care for 
eye care and other medical subspecialty care compared with 
White and non-Hispanic Veterans, respectively.

Unadjusted Analyses
In unadjusted analyses of community care ratings from 2016 
to 2021, Hispanic Veterans had lower ratings of care than 
non-Hispanic Veterans in overall provider ratings, sched-
uling a recent appointment, provider communication, care 
coordination, and non-appointment access (Fig. 1A), and 
billing. Ratings for eligibility determination, first appoint-
ment access, and billing were lower overall and did not differ 
significantly between Hispanic and non-Hispanic Veterans 
(indicated by overlapping confidence intervals in multiple 
years). Lower ratings were also observed for Black than 
White Veterans in overall provider ratings, provider com-
munication, and non-appointment access (Fig. 1B). Black 
Veterans reported higher ratings navigating eligibility deter-
minations than White Veterans, although ratings in this 
domain were low for both groups. Both Black and White 
Veterans reported relatively low and similar ratings for first 
appointment access and billing. Across domains, mean rat-
ings improved by 2.4 to 6.4 points (on a 100-point scale) 
from 2016 to 2021. Racial and ethnic differences in ratings 
of care persisted over time between non-Hispanic and White 
Veterans vs. those from underrepresented ethnic and racial 
groups.

Adjusted Analyses
In Model 1, Hispanic Veterans had significantly lower ratings 
of their health care experiences in the following domains: 
overall rating of community care provider, scheduling a 

recent appointment, provider communication, care coordi-
nation, non-appointment access, and billing (Table 2). Black 
Veterans had significantly lower ratings of care than White 
Veterans in overall ratings of community care providers, 
scheduling a recent appointment, provider communication, 
non-appointment access, and billing (Table 3). For exam-
ple, overall ratings of community care providers were lower 
among Hispanic Veterans than non-Hispanic Veterans (dif-
ference, − 1.36 points; 95% CI − 1.97 to − 0.75) and among 
Black Veterans than White Veterans (difference, − 1.71 
points; 95% CI − 2.16 to − 1.25). Conversely, Hispanic and 
Black Veterans had higher ratings of their experiences with 
eligibility determination and scheduling an initial appoint-
ment than non-Hispanic and White Veterans.

For most domains of community care experiences, esti-
mated differences in community care ratings by race and 
ethnicity did not differ appreciably between Models 1, 2, 
and 3. In Models 2 and 3, both Hispanic and Black Veter-
ans had lower ratings of care than non-Hispanic and White 
Veterans, respectively, in overall rating of community pro-
viders, scheduling a recent appointment, provider commu-
nication, non-appointment access, and billing. For example, 
ratings of non-appointment access were lower among Black 
than White Veterans (difference in Model 3, − 3.35 points; 
95% CI − 3.97 to − 2.73) and Hispanic Veterans than non-
Hispanic Veterans (difference in Model 3, − 2.37 points; 
95% CI − 3.17 to − 1.58). Expressed relative to the SD of 
this domain score (26.22 points), these differences corre-
spond to an effect size of − 0.13 SDs among Black Veterans 
and − 0.09 SDs among Hispanic Veterans.

Similar to Model 1, in Models 2 and 3, Hispanic and 
Black Veterans had higher ratings than non-Hispanic and 
White Veterans, respectively, of eligibility determination and 
scheduling a first appointment. However, in Models 2 and 
3 (compared to Model 1), we no longer found a significant 
difference in care coordination ratings between Hispanic and 
non-Hispanic Veterans, whereas we found a slightly higher 

g Diagnosis of bipolar disorder, major depression, post-traumatic stress disorder, schizophrenia, or psychosis, assessed from diagnoses reported in 
VA corporate data warehouse and VA Program Integrity Tool File captured for Veterans during the two federal fiscal years preceding the SHEP 
survey
h Data from the VA CDW. Veterans were categorized by the VA into 1 of 8 priority groups based on military service, disability, income, and other 
benefit factors. Priority groups 1–4 include Veterans with the most significant levels of service-connected disability. Priority group 5 includes Vet-
erans with low incomes without service-connected disabilities. Priority group 6 includes Veterans seeking care for radiation, toxic substances, or 
other environmental exposures. Priority groups 7 and 8 include Veterans with non-service-connected disabilities who are required to make copay-
ments for VA care
i Data from Medicaid enrollment files linked to VA administrative data and include Medicaid enrollment in the two federal fiscal years preceding 
the SHEP
j Data from Medicare enrollment files linked to VA administrative data and include Medicare Parts A and B (both fee-for-service Medicare and 
Medicare Advantage Plans) enrollment data from the two federal fiscal years preceding the SHEP
l Urbanicity assessed from Department of Agriculture Rural–Urban Commuting Area (RUCA) codes, which were linked to Veterans by residential 
ZIP code
m VA SHEP respondents were stratified by the type of community care received during the prior 90 days. We used detailed information on commu-
nity care services to group Veterans into 7 categories that differentiate between types of community care received

Table 1   (continued)
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adjusted care coordination rating among Black Veterans than 
White Veterans (difference in Model 3, 1.4 points; 95% CI 
0.75 to 2.06). From Model 1 to Model 3, differences in care 
coordination ratings between Hispanic vs. non-Hispanic Vet-
erans narrowed from − 1.25 to − 0.14 points, and widened 
from 0.36 to 1.41 points between Black vs. White Veter-
ans. Our results did not differ appreciably in a sensitivity 

analysis that controlled for individual Elixhauser comorbidi-
ties (Appendix Tables 6 and 7).

Adjusted Analyses of High vs. Low Ratings of 
Community Care Experiences
In logistic regression models examining the binary outcome 
of high vs. low ratings of community care, Hispanic Veterans 

A Annual ra�ngs of care experiences stra�fied by ethnicity (Hispanic vs. non-Hispanic
Veterans) b

Figure 1   Unadjusted annual ratings of Veterans’ experiences with VA community care, stratified by ethnicity and race, 2016–2021a. A 
Annual ratings of care experiences stratified by ethnicity (Hispanic vs. non-Hispanic Veterans)b. B Annual ratings of care experiences 

stratified by race (Black or African American vs. White Veterans)c. aGraphs display annual unadjusted mean ratings of Veterans’ experi-
ences with VA community care by survey domain, assessed from the VA Survey of Healthcare Experience of Patients (SHEP) survey. Mean 

ratings are stratified by ethnicity (A) and race (B). Estimates are weighted using survey weights. 95% confidence bars were calculated 
using heteroskedasticity-robust standard errors. All scores are linearly transformed onto a common 100-point scale See “METHODS” and 

Appendix for definitions of survey domains and calculation of scores. bAnalyses of Veterans categorized by ethnicity included all racial 
groups. Ethnicity was self-reported by SHEP survey respondents. cAnalyses of Veterans categorized as Black, African American, or White 

included all ethnic groups. Race was self-reported by SHEP survey respondents.
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were less likely than non-Hispanic Veterans to report high 
ratings of provider communication, non-appointment access, 
and billing (Fig. 2). Similarly, Hispanic Veterans were more 
likely than non-Hispanic Veterans to report low ratings of 
their provider overall, scheduling a recent appointment, pro-
vider communication, non-appointment access, and billing. 
Conversely, Hispanic Veterans were more likely than non-
Hispanic Veterans to report high ratings of navigating com-
munity care eligibility determination and scheduling initial 
appointments. Black Veterans were more likely than White 
Veterans to report low ratings with overall provider experi-
ence, scheduling a recent appointment, provider communi-
cation, non-appointment access, and billing, and were more 

likely to report high ratings for eligibility determination and 
scheduling an initial community care appointment.

DISCUSSION
This study examined Veterans’ self-reported experiences 
with VA-funded community care from 2016 to 2021 using 
national data from respondents to the VA SHEP-CC survey. 
We had three principal findings. First, Black and Hispanic 
Veterans reported lower ratings of care in five domains 
compared to White and non-Hispanic Veterans. Specifi-
cally, Black and Hispanic Veterans reported lower ratings 
than their White and non-Hispanic Veteran counterparts in 

B Annual ra�ngs of care experiences stra�fied by race (Black or African American vs.
White Veterans) c

Figure 1   (continued)
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overall provider ratings, scheduling a recent appointment, 
provider communication, non-appointment access, and bill-
ing. These disparities were statistically significant, although 
they were quantitatively small (equivalent to − 0.04 to − 0.12 
standard deviations of domain scores). Second, Black and 
Hispanic Veterans both reported better ratings than White 
and non-Hispanic Veterans in eligibility determination 
and first appointment access. However, Veterans from all 
racial and ethnic groups rated their care less favorably in 
these domains compared to other domains. In fully adjusted 
models, Black Veterans also reported better ratings of care 

coordination compared to White Veterans. Third, overall 
ratings of healthcare experiences improved over the study 
period for all domains. However, observed racial and ethnic 
disparities persisted over time.

These findings add to literature documenting racial and 
ethnic disparities in Veterans’ health care experiences and 
illuminate the extent to which disparities arise in VA com-
munity care. One study found that rural-dwelling Veterans 
reported worse experiences with community care vs. with 
care at VA facilities.18 Another study using SHEP data found 
that Veterans reported better experiences in VA facilities 

Table 2   Adjusted Differences in Veterans’ Experiences with VA Community Care Between Hispanic and Non-Hispanic Veterans, 
2016–2021 a

a Analyses of Veterans categorized by ethnicity included all racial groups. Ethnicity was self-reported by SHEP survey respondents
b Mean and standard deviations of scores for each domain of community care experiences. Estimates constructed using SHEP survey weights and 
estimated among all Veterans in our study for the period 2016–2021
c Adjusted differences represent the difference between (1) Hispanic vs. non-Hispanic Veterans (all racial groups) and (2) Black or African vs. 
White Veterans (all ethnic groups), pooled across study years. Estimates from a respondent-level linear regression model that predicted each 
domain score as a function of an indicator of Hispanic ethnicity or Black race, adjusting for the covariates as indicated in the table column and year 
fixed effects. See “METHODS” and Table 1 for descriptions of these covariates. Adjusted differences are linear differences on a 100-point scale. 
Dividing the adjusted difference by the standard deviation of the score gives the difference relative to the distribution of respondent-level domain 
scores (i.e., an effect size). Estimates are weighted using SHEP survey weights. 95% confidence intervals and p-values calculated using heteroske-
dasticity-robust standard errors

Adjusted differences between Hispanic vs. non-Hispanic Veteransa

Model 1: Adjusted for 
demographics, health status, 
and type of community care 
received

Model 2: Adjusted for Model 
1 covariates plus geography

Model 3: Adjusted for Model 
2 covariates plus insurance 
and SES

Domain Mean (SD) scoreb Adjusted difference 
(95% CI)d

p-value Adjusted difference 
(95% CI)c

p-value Adjusted difference 
(95% CI)c

p-value

Overall satisfaction 
with VA community 
care

81.08 (25.18)  − 0.21 (− 0.95, 0.53) 0.58  − 0.28 (− 1.08, 0.52) 0.50  − 0.25 (− 1.05, 0.56) 0.55

Overall rating of com-
munity care provider

85.63 (20.69)  − 1.36 (− 1.97, − 0.75)  < 0.001  − 0.80 (− 1.46, − 0.14) 0.02  − 0.77 (− 1.44, − 0.11) 0.02

Satisfaction with 
eligibility determina-
tion process for VA 
community care

64.74 (23.92) 2.83 (2.15, 3.50)  < 0.001 2.56 (1.84, 3.29)  < 0.001 2.48 (1.76, 3.21)  < 0.001

Satisfaction with 
getting first VA 
community care 
appointment

66.14 (21.87) 2.01 (1.39, 2.63)  < 0.001 2.04 (1.37, 2.71)  < 0.001 2.01 (1.34, 2.67)  < 0.001

Satisfaction with 
scheduling recent 
appointment for VA 
community care

80.67 (24.11)  − 1.72 (− 2.41, − 1.03)  < 0.001  − 1.32 (− 2.06, − 0.58) 0.001  − 1.28 (− 2.02, − 0.54) 0.001

Rating of VA commu-
nity care provider’s 
communication

85.05 (21.78)  − 1.67 (− 2.30, − 1.03)  < 0.001  − 0.99 (− 1.67, − 0.31) 0.004  − 0.94 (− 1.62, − 0.26) 0.01

Rating of care coordi-
nation

73.08 (27.03)  − 1.25 (− 2.03, − 0.47) 0.002  − 0.15 (− 0.99, 0.69) 0.73  − 0.14 (− 0.97, 0.70) 0.75

Satisfaction with 
timely access (other 
than scheduling an 
appointment)

76.06 (26.22)  − 3.80 (− 4.55, − 3.06)  < 0.001  − 2.42 (− 3.21, − 1.63)  < 0.001  − 2.30 (− 3.10, − 1.51)  < 0.001

Satisfaction with 
billing and out-of-
pocket payments for 
VA community care

64.55 (37.19)  − 2.40 (− 3.43, − 1.37)  < 0.001  − 2.65 (− 3.75, − 1.55)  < 0.001  − 2.59 (− 3.70, − 1.49)  < 0.001
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than in community settings in most domains, except for 
access to specialists.19 Our findings are consistent with 
research that identified disparities in care experiences within 
the VA healthcare system7 and among Veterans who used 
care outside of the VA through insurance programs such as 
Medicare.35 It is unclear whether the magnitudes of dispari-
ties within VA community care are larger or smaller than in 
the VA; this will be important for policymakers to monitor.

Notably, Black and Hispanic Veterans consistently 
rated their care worse than White Veterans for both overall 

provider ratings and provider communication. Prior stud-
ies of the VA healthcare system and non-VA providers 
also found racial and ethnic disparities in patient-reported 
experiences with provider communication.7,36,37 In studies 
of healthcare interactions, implicit racial bias and negative 
stereotypes were found to be associated with poorer com-
munication and ratings of care, particularly among Black 
patients.38 Although the importance of policies to address 
systemic bias in health care is not limited to VA commu-
nity care, such policies warrant particular attention in VA 

Table 3   Adjusted Differences in Veterans’ Experiences with VA Community Care Between Black/African American and White Veterans, 
2016–2021

a Analyses of Veterans categorized as Black, African American, or White included all ethnic groups. Race was self-reported by SHEP survey 
respondents
b Mean and standard deviations of scores for each domain of community care experiences. Estimates were constructed using SHEP survey weights 
and estimated among all Veterans in our study for the period 2016–2021
c Adjusted differences represent the difference between (1) Hispanic vs. non-Hispanic Veterans (all racial groups) and (2) Black or African vs. 
White Veterans (all ethnic groups), pooled across study years. Estimates from a respondent-level linear regression model that predicted each 
domain score as a function of an indicator of Hispanic ethnicity or Black race, adjusting for the covariates as indicated in the table column and year 
fixed effects. See “METHODS” and Table 1 for descriptions of these covariates. Adjusted differences are linear differences on a 100-point scale. 
Dividing the adjusted difference by the standard deviation of the score gives the difference relative to the distribution of respondent-level domain 
scores (i.e., an effect size). Estimates are weighted using SHEP survey weights. 95% confidence intervals and p-values calculated using heteroske-
dasticity-robust standard errors

Adjusted differences between Black or African American vs. White Veteransa

Model 1: Adjusted for 
demographics, health status, 
and type of community care 
received

Model 2: Adjusted for Model 
1 covariates plus geography

Model 3: Adjusted for Model 
2 covariates plus insurance 
and SES

Domain Mean (SD) scoreb Adjusted difference 
(95% CI)d

p-value Adjusted difference 
(95% CI)c

p-value Adjusted difference 
(95% CI)c

p-value

Overall satisfaction 
with VA community 
care

81.08 (25.18)  − 0.08 (− 0.63, 0.47) 0.77 0.60 (0.00, 1.19) 0.05 0.61 (0.02, 1.21) 0.04

Overall rating of com-
munity care provider

85.63 (20.69)  − 1.71 (− 2.16, − 1.25)  < 0.001  − 1.33 (− 1.82, − 0.84)  < 0.001  − 1.28 (− 1.77, − 0.79)  < 0.001

Satisfaction with 
eligibility determina-
tion process for VA 
community care

64.74 (23.92) 4.79 (4.26, 5.33)  < 0.001 5.12 (4.55, 5.69)  < 0.001 5.11 (4.54, 5.68)  < 0.001

Satisfaction with 
getting first VA 
community care 
appointment

66.14 (21.87) 1.99 (1.50, 2.48)  < 0.001 3.18 (2.66, 3.70)  < 0.001 3.22 (2.70, 3.74)  < 0.001

Satisfaction with 
scheduling recent 
appointment for VA 
community care

80.67 (24.11)  − 1.99 (− 2.53, − 1.45)  < 0.001  − 1.33 (− 1.90, − 0.75)  < 0.001  − 1.21 (− 1.78, − 0.63)  < 0.001

Rating of VA commu-
nity care provider’s 
communication

85.05 (21.78)  − 1.61 (− 2.09, − 1.13)  < 0.001  − 1.21 (− 1.72, − 0.69)  < 0.001  − 1.14 (− 1.66, − 0.62)  < 0.001

Rating of care coordi-
nation

73.08 (27.03) 0.36 (− 0.25, 0.96) 0.25 1.26 (0.61, 1.91)  < 0.001 1.41 (0.75, 2.06)  < 0.001

Satisfaction with 
timely access (other 
than scheduling an 
appointment)

76.06 (26.22)  − 4.49 (− 5.07, − 3.90)  < 0.001  − 3.41 (− 4.03, − 2.79)  < 0.001  − 3.36 (− 3.99, − 2.74)  < 0.001

Satisfaction with 
billing and out-of-
pocket payments for 
VA community care

64.55 (37.19)  − 2.20 (− 3.01, − 1.40)  < 0.001  − 2.16 (− 3.01, − 1.30)  < 0.001  − 2.48 (− 3.33, − 1.62)  < 0.001
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community care because of the unique medical and social 
circumstances surrounding military service.2 Efforts to 
promote culturally competent care that improves Veterans’ 
interactions with community-based providers could reduce 
disparities in these patient experience domains.

Our analyses also highlight opportunities for VA to 
improve certain aspects of community care eligibility and 
administration. To receive community care, Veterans must 
navigate complex program rules, requiring proof of eligibil-
ity to receive community care based on various criteria such 
as travel distance. Although VA has established systems to 
manage authorizations, referrals, and billing, Veterans have 
reported that these processes can be difficult to navigate.39 
While community care experiences improved over time, Vet-
erans across racial and ethnic groups remained less satisfied 
with their experiences navigating community care eligibility, 
scheduling appointments, and billing, compared to their rat-
ings in other domains. Furthermore, while disparities in Vet-
erans’ experiences with community care were often small, 
our analyses often revealed a consistent pattern of inequities. 

For example, Black and Veterans reported lower mean rat-
ings of providers and communication than White and Vet-
erans. Further, Black Veterans were less likely than White 
Veterans to report positive experiences and were more likely 
to report negative experiences in both of these domains. 
Reducing these disparities—in addition to improving overall 
levels of community care experience—could improve how 
VA community care programs serve Veterans.

Limitations
This study had several limitations. First, because the sample 
was limited to Veterans who used community care, we were 
unable to observe factors that could have contributed to racial 
or ethnic differences in referrals or access to community care. 
Second, although we studied Veterans from different racial and 
ethnic groups, we were unable to explore differences in experi-
ences by types of community care received because of sample 
size limitations. Third, because of small sample sizes, we were 
unable to examine disparities jointly by race and ethnicity (e.g., 
among Veterans identifying as Black and Hispanic). Further, 

Figure 2   Forest plots of adjusted marginal differences in the probability of reporting high and low ratings of care between Hispanic vs. 
non-Hispanic Veterans and Black vs. White Veterans with VA Community Care, 2016–2021a. aEach panel in this plot displays the adjusted 
marginal differences in the probability that Veterans who identify as Hispanic or Black report positive or negative community care experi-
ences, relative to Veterans who identify as non-Hispanic or White (respectively)). Estimates use pooled data from 2016 to 2021. Estimates 
are obtained from a respondent-level logistic regression model that predicted each domain probability difference for positive or negative 
community care experiences as a function of Hispanic ethnicity or Black race, adjusting for all covariates indicated in Table 1 and year 

fixed effects. From these logistic regression models, we estimated the marginal difference (on the 0–100 percentage point scale) in the 
probability of the outcome. Positive experiences of care were defined by high ratings equivalent to or higher than the 90th percentile of the 
domain score distribution (among all SHEP survey respondents in our sample) and study years. Negative experiences of care are defined 

by low ratings equivalent to or lower than the 10th percentile of the distribution of the domain score (among all SHEP survey respondents 
in our sample) and study years. Because the distribution of some scores is discrete, a rating equivalent to or higher than the 90th percentile 

or lower than the 10th percentile may include more than 10% of Veterans.
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due to the smaller representation of Veterans of American 
Indian, Alaska Native, or Asian backgrounds, we were unable 
to analyze Veterans from these less common racial and ethnic 
groups or those with multiracial and multiethnic backgrounds. 
Fourth, we could not measure provider characteristics or con-
trol for provider group effects due to the lack of provider-level 
data in the SHEP-CCS. Further research is needed to examine 
provider-level factors, such as racial and ethnic concordance, 
that may mediate disparities in healthcare experiences.

CONCLUSION
Black and Hispanic Veterans reported less favorable experi-
ences with VA-funded community care than White and non-
Hispanic Veterans respectively in overall provider ratings, 
scheduling a recent appointment, provider communication, 
non-appointment access, and billing. Although quantitatively 
small, observed disparities persisted over time. Interventions to 
improve Black and Hispanic Veterans’ healthcare experience, 
including in areas related to patient-provider communication, 
could help advance equity in VA community care and the over-
all care of the Veteran population.

Supplementary Information   The online version contains 
supplementary material available at https://​doi.​org/​10.​1007/​s11606-​
024-​08818-3.

Acknowledgements:  Dr. Vanneman was supported by a VA 
HSR&D Career Development Award (CDA 15-259; 1IK2HX002625-
01). Support for VA/CMS data was provided by the Department of 
Veterans Affairs, VA Health Services Research and Development 
(HSR&D) Service, VA Information Resource Center (Project Numbers 
SDR 02-237 and 98-004). This research includes data obtained from 
VHA Office of Performance Measurement (17API2), which resides 
within the Office of Analytics and Performance Integration (API), 
under the Office of Quality and Patient Safety (QPS).

Corresponding Author:  Eric T. Roberts, PhD; , VA Center for Health 
Equity Research and Promotion, VA Pittsburgh Healthcare System, 
Pittsburgh, PA, USA (e-mail: Eric.Roberts@pennmedicine.upenn.edu).

Funding  This research was supported by a grant from the Veterans 
Health Administration (I01HX003457-01).

Data Availability  Restricted-use data for this study were pro-
vided through a Data Use Agreement from the Veterans Health 
Administration.

Declarations: 

Conflict of Interest:  The authors declare that they do not have a 
conflict of interest.

Open Access  This article is licensed under a Creative Commons 
Attribution 4.0 International License, which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, 
as long as you give appropriate credit to the original author(s) and the 
source, provide a link to the Creative Commons licence, and indicate 
if changes were made. The images or other third party material in 
this article are included in the article’s Creative Commons licence, 
unless indicated otherwise in a credit line to the material. If material 
is not included in the article’s Creative Commons licence and your 
intended use is not permitted by statutory regulation or exceeds the 
permitted use, you will need to obtain permission directly from the 

copyright holder. To view a copy of this licence, visit http://crea-
tivecommons.org/licenses/by/4.0/.

REFERENCES

	 1.	 Peterson K, Anderson J, Boundy E, Ferguson L, McCleery E, Waldrip 
K. Mortality disparities in racial/ethnic minority groups in the veter-
ans health administration: an evidence review and map. Am J Public 
Health. 2018;108(3):e1-e11. https://​doi.​org/​10.​2105/​AJPH.​2017.​
304246.

	 2.	 Washington DL. National Veteran Health Equity Report 2021. Focus 
on Veterans Health Administration Patient Experience and Health Care 
Quality. VHA Office of Health Equity; 2022. https://​www.​va.​gov/​healt​
hequi​ty/​nvher.​asp. Accessed 1 September 2023.

	 3.	 Gurewich D, Beilstein-Wedel E, Shwartz M, Davila H, Rosen AK. Dis-
parities in wait times for care among US veterans by race and ethnic-
ity. JAMA Netw Open. 2023;6(1):e2252061. https://​doi.​org/​10.​1001/​
jaman​etwor​kopen.​2022.​52061.

	 4.	 Washington DL, Harada ND, Villa VM, et al. Racial variations in 
department of veterans affairs ambulatory care use and unmet health 
care needs. Mil Med. 2002;167(3):235-241.

	 5.	 Poon I, Lal LS, Ford ME, Braun UK. Racial/ethnic disparities in medi-
cation use among veterans with hypertension and dementia: a National 
Cohort Study. Ann Pharmacother. 2009;43(2):185-193. https://​doi.​
org/​10.​1345/​aph.​1L368.

	 6.	 Anhang Price R, Elliott MN, Zaslavsky AM, et al. Examining the role 
of patient experience surveys in measuring health care quality. Med 
Care Res Rev. 2014;71(5):522-554. https://​doi.​org/​10.​1177/​10775​
58714​541480.

	 7.	 Zickmund SL, Burkitt KH, Gao S, et al. Racial differences in satis-
faction with VA health care: a mixed methods pilot study. J Racial and 
Ethnic Health Disparities. 2015;2(3):317-329. doi:https://​doi.​org/​10.​
1007/​s40615-​014-​0075-6

	 8.	 Zickmund SL, Burkitt KH, Gao S, et al. Racial, ethnic, and gender 
equity in veteran satisfaction with health care in the veterans affairs 
health care system. J Gen Intern Med. 2018;33(3):305-331. https://​
doi.​org/​10.​1007/​s11606-​017-​4221-9.

	 9.	 Hausmann LRM, Gao S, Mor MK, Schaefer JH, Fine MJ. Patterns of 
sex and racial/ethnic differences in patient health care experiences in 
US veterans affairs hospitals. Med Care. 2014;52(4):328-335. https://​
doi.​org/​10.​1097/​MLR.​00000​00000​000099.

	10.	 Panangala S, Sussman J. Health Care for Veterans: Answers to Fre-
quently Asked Questions. Congressional Research Service. 2020.

	11.	 Mattocks KM, Kroll-Desrosiers A, Kinney R, Elwy AR, Cunning-
ham KJ, Mengeling MA. Understanding VA’s use of and relationships 
with community care providers under the MISSION Act. Med Care. 
2021;59(6 Suppl 3):S252-S258. https://​doi.​org/​10.​1097/​MLR.​00000​
00000​001545.

	12.	 Sterling RA, Liu CF, Hebert PL, et al. How did veterans’ reliance on 
veterans health administration outpatient care change after expansion 
of the veterans community care program? Med Care. 2022;60(10):784-
791. https://​doi.​org/​10.​1097/​MLR.​00000​00000​001764.

	13.	 Massarweh NN, Itani KMF, Morris MS. The VA MISSION Act 
and the future of veterans’ access to quality health care. JAMA. 
2020;324(4):343-344. https://​doi.​org/​10.​1001/​jama.​2020.​4505.

	14.	 Panangala S. The Veterans Choice Program (VCP): Program Implemen-
tation (R44562). Congressional Research Service. 2018. https://​crsre​
ports.​congr​ess.​gov/​produ​ct/​detai​ls?​prodc​ode=​R44562. Accessed 31 
August 2023.

	15.	 Nevedal AL, Wagner TH, Ellerbe LS, Asch SM, Koenig CJ. A quali-
tative study of primary care providers’ experiences with the veterans 
choice program. J Gen Intern Med. 2019;34(4):598-603. https://​doi.​
org/​10.​1007/​s11606-​018-​4810-2.

	16.	 Schlosser J, Kollisch D, Johnson D, Perkins T, Olson A. VA-Commu-
nity dual care: veteran and clinician perspectives. J Community Health. 
2020;45(4):795-802. https://​doi.​org/​10.​1007/​s10900-​020-​00795-y.

	17.	 2022 National Healthcare Quality and Disparities Report.; 2023. 
https://​www.​ahrq.​gov/​resea​rch/​findi​ngs/​nhqrdr/​nhqdr​22/​index.​
html. Accessed 31 August 2023.

	18.	 Davila H, Rosen AK, Beilstein-Wedel E, Shwartz M, Chatelain L, 
Gurewich D. Rural veterans’ experiences with outpatient care in the 
veterans health administration versus community care. Med Care. 

2259

https://doi.org/10.1007/s11606-024-08818-3
https://doi.org/10.1007/s11606-024-08818-3
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.2105/AJPH.2017.304246
https://doi.org/10.2105/AJPH.2017.304246
https://www.va.gov/healthequity/nvher.asp
https://www.va.gov/healthequity/nvher.asp
https://doi.org/10.1001/jamanetworkopen.2022.52061
https://doi.org/10.1001/jamanetworkopen.2022.52061
https://doi.org/10.1345/aph.1L368
https://doi.org/10.1345/aph.1L368
https://doi.org/10.1177/1077558714541480
https://doi.org/10.1177/1077558714541480
https://doi.org/10.1007/s40615-014-0075-6
https://doi.org/10.1007/s40615-014-0075-6
https://doi.org/10.1007/s11606-017-4221-9
https://doi.org/10.1007/s11606-017-4221-9
https://doi.org/10.1097/MLR.0000000000000099
https://doi.org/10.1097/MLR.0000000000000099
https://doi.org/10.1097/MLR.0000000000001545
https://doi.org/10.1097/MLR.0000000000001545
https://doi.org/10.1097/MLR.0000000000001764
https://doi.org/10.1001/jama.2020.4505
https://crsreports.congress.gov/product/details?prodcode=R44562
https://crsreports.congress.gov/product/details?prodcode=R44562
https://doi.org/10.1007/s11606-018-4810-2
https://doi.org/10.1007/s11606-018-4810-2
https://doi.org/10.1007/s10900-020-00795-y
https://www.ahrq.gov/research/findings/nhqrdr/nhqdr22/index.html
https://www.ahrq.gov/research/findings/nhqrdr/nhqdr22/index.html


Krishnamurthy et al.: Health Care Experience Differences for Veteran VA Community Care JGIM

2021;59(6 Suppl 3):S286-S291. https://​doi.​org/​10.​1097/​MLR.​00000​
00000​001552.

	19.	 Vanneman ME, Wagner TH, Shwartz M, et al. Veterans’ experiences 
with outpatient care: comparing the veterans affairs system with com-
munity-based care. Health Aff (Millwood). 2020;39(8):1368-1376. 
https://​doi.​org/​10.​1377/​hltha​ff.​2019.​01375.

	20.	 Agency Information Collection Activity: Survey of Healthcare Experi-
ences of Patients (SHEP). Published online April 6, 2021. https://​www.​
feder​alreg​ister.​gov/​docum​ents/​2021/​04/​06/​2021-​07036/​agency-​
infor​mation-​colle​ction-​activ​ity-​survey-​of-​healt​hcare-​exper​iences-​of-​
patie​nts-​shep. Accessed 31 August 2023.

	21.	 VA’s Survey of Healthcare Experience of Patients - VA News. Published 
January 30, 2021. https://​news.​va.​gov/​83755/​vas-​survey-​healt​
hcare-​exper​ience-​patie​nts/. Accessed 5July 2023.

	22.	 CAHPS Patient Experience Surveys and Guidance. https://​www.​ahrq.​
gov/​cahps/​surve​ys-​guida​nce/​index.​html. Accessed 31 August 2023.

	23.	 Regional Networks Need Improved Oversight and Clearly Defined Roles 
and Responsibilities. Veterans Health Administration

	24.	 Medicare Advantage (MA) and Prescription Drug Plan (PDP) CAHPS 
Survey Response Rates. Centers for Medicare and Medicaid Services; 
2021. https://​ma-​pdpca​hps.​org/​en/. Accessed 9 November 2023.

	25.	 Winant MO Howard. Racial Formation in the United States. 3rd ed. 
Routledge; 2014. https://​doi.​org/​10.​4324/​97802​03076​804.

	26.	 Michener JD. Politics, pandemic, and racial justice through the lens of 
medicaid. Am J Public Health. 2021;111(4):643-646. https://​doi.​org/​
10.​2105/​AJPH.​2020.​306126.

	27.	 Lett E, Asabor E, Beltrán S, Cannon AM, Arah OA. Conceptualizing, 
contextualizing, and operationalizing race in quantitative health sci-
ences research. Ann Fam Med. 2022;20(2):157-163. https://​doi.​org/​
10.​1370/​afm.​2792.

	28.	 Elixhauser A, Steiner C, Harris DR, Coffey RM. Comorbidity meas-
ures for use with administrative data. Medical Care. 1998;36(1):8.

	29.	 VA priority groups. Veterans Affairs. Published November 14, 2022. 
https://​www.​va.​gov/​health-​care/​eligi​bility/​prior​ity-​groups/. 
Accessed 1 September 2023.

	30.	 Samson LW, Finegold K, Ahmed A, Jensen M, Filice CE, Joynt KE. 
Examining measures of income and poverty in medicare administra-
tive data. Med Care. 2017;55(12):e158-e163. https://​doi.​org/​10.​1097/​
MLR.​00000​00000​000606.

	31.	 Ochieng N, Feb 16 ADP, 2021. Racial and Ethnic Health Inequi-
ties and Medicare. KFF. https://​www.​kff.​org/​medic​are/​report/​

racial-​and-​ethnic-​health-​inequ​ities-​and-​medic​are/. Accessed 14 Sep-
tember 2023.

	32.	 Area Health Resources Files. https://​data.​hrsa.​gov/​topics/​health-​
workf​orce/​ahrf. Accessed 31 August 2023.

	33.	 Institute of Medicine (US) Committee on Understanding and Eliminat-
ing Racial and Ethnic Disparities in Health Care. Unequal Treatment: 
Confronting Racial and Ethnic Disparities in Health Care. (Smedley 
BD, Stith AY, Nelson AR, eds.). National Academies Press (US); 2003. 
http://​www.​ncbi.​nlm.​nih.​gov/​books/​NBK22​0358/. Accessed 1 Sep-
tember 2023.

	34.	 Hausmann LRM, Gao S, Mor MK, Schaefer JH, Fine MJ. Under-
standing racial and ethnic differences in patient experiences with 
outpatient health care in veterans affairs medical centers. Med Care. 
2013;51(6):532-539. https://​doi.​org/​10.​1097/​MLR.​0b013​e3182​
87d6e5.

	35.	 Loganathan SK, Hasche JC, Koenig KT, Haffer SC, Uchendu US. 
Racial and ethnic differences in satisfaction with care coordina-
tion Among VA and Non-VA medicare beneficiaries. Health Equity. 
2017;1(1):50-60. https://​doi.​org/​10.​1089/​heq.​2016.​0012.

	36.	 Saha S, Freeman M, Toure J, Tippens KM, Weeks C, Ibrahim S. Racial 
and ethnic disparities in the VA health care system: a systematic review. 
J Gen Intern Med. 2008;23(5):654-671. https://​doi.​org/​10.​1007/​
s11606-​008-​0521-4.

	37.	 Johnson RL, Roter D, Powe NR, Cooper LA. Patient race/ethnicity 
and quality of patient–physician communication during medical visits. 
Am J Public Health. 2004;94(12):2084-2090.

	38.	 Cooper LA, Roter DL, Carson KA, et al. The associations of clini-
cians’ implicit attitudes about race with medical visit communica-
tion and patient ratings of interpersonal care. Am J Public Health. 
2012;102(5):979-987. https://​doi.​org/​10.​2105/​AJPH.​2011.​300558.

	39.	 Sayre GG, Neely EL, Simons CE, Sulc CA, Au DH, Michael Ho P. 
Accessing care through the veterans choice program: the veteran expe-
rience. J Gen Intern Med. 2018;33(10):1714-1720. https://​doi.​org/​10.​
1007/​s11606-​018-​4574-8.

Publisher’s Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

2260

https://doi.org/10.1097/MLR.0000000000001552
https://doi.org/10.1097/MLR.0000000000001552
https://doi.org/10.1377/hlthaff.2019.01375
https://www.federalregister.gov/documents/2021/04/06/2021-07036/agency-information-collection-activity-survey-of-healthcare-experiences-of-patients-shep
https://www.federalregister.gov/documents/2021/04/06/2021-07036/agency-information-collection-activity-survey-of-healthcare-experiences-of-patients-shep
https://www.federalregister.gov/documents/2021/04/06/2021-07036/agency-information-collection-activity-survey-of-healthcare-experiences-of-patients-shep
https://www.federalregister.gov/documents/2021/04/06/2021-07036/agency-information-collection-activity-survey-of-healthcare-experiences-of-patients-shep
https://news.va.gov/83755/vas-survey-healthcare-experience-patients/
https://news.va.gov/83755/vas-survey-healthcare-experience-patients/
https://www.ahrq.gov/cahps/surveys-guidance/index.html
https://www.ahrq.gov/cahps/surveys-guidance/index.html
https://ma-pdpcahps.org/en/
https://doi.org/10.4324/9780203076804
https://doi.org/10.2105/AJPH.2020.306126
https://doi.org/10.2105/AJPH.2020.306126
https://doi.org/10.1370/afm.2792
https://doi.org/10.1370/afm.2792
https://www.va.gov/health-care/eligibility/priority-groups/
https://doi.org/10.1097/MLR.0000000000000606
https://doi.org/10.1097/MLR.0000000000000606
https://www.kff.org/medicare/report/racial-and-ethnic-health-inequities-and-medicare/
https://www.kff.org/medicare/report/racial-and-ethnic-health-inequities-and-medicare/
https://data.hrsa.gov/topics/health-workforce/ahrf
https://data.hrsa.gov/topics/health-workforce/ahrf
http://www.ncbi.nlm.nih.gov/books/NBK220358/
https://doi.org/10.1097/MLR.0b013e318287d6e5
https://doi.org/10.1097/MLR.0b013e318287d6e5
https://doi.org/10.1089/heq.2016.0012
https://doi.org/10.1007/s11606-008-0521-4
https://doi.org/10.1007/s11606-008-0521-4
https://doi.org/10.2105/AJPH.2011.300558
https://doi.org/10.1007/s11606-018-4574-8
https://doi.org/10.1007/s11606-018-4574-8

	Racial and Ethnic Differences in Health Care Experiences for Veterans Receiving VA Community Care from 2016 to 2021
	Abstract
	Background: 
	Objective: 
	Design: 
	Participants: 
	Measures: 
	Key Results: 
	Conclusions: 

	INTRODUCTION
	METHODS
	Study Design and Data Sources
	Study Sample
	Outcomes
	Independent Variables
	Covariates
	Statistical Analyses

	RESULTS
	Sample Characteristics
	Unadjusted Analyses
	Adjusted Analyses
	Adjusted Analyses of High vs. Low Ratings of Community Care Experiences

	DISCUSSION
	Limitations

	CONCLUSION
	Acknowledgements: 
	References




