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Abstract

Objective: To evaluate racial and ethnic differences in patient experience among VA
primary care users at the Veterans Integrated Service Network (VISN) level.

Data Source and Study Setting: We performed a secondary analysis of the VA Sur-
vey of Healthcare Experiences of Patients-Patient Centered Medical Home for fiscal
years 2016-2019.

Study Design: We compared 28 patient experience measures (six each in the
domains of access and care coordination, 16 in the domain of person-centered care)
between minoritized racial and ethnic groups (American Indian or Alaska Native
[AIAN], Asian, Black, Hispanic, Multi-Race, Native Hawaiian or Other Pacific Islander
[NHOPI]) and White Veterans. We used weighted logistic regression to test differ-
ences between minoritized and White Veterans, controlling for age and gender.

Data Collection/Extraction Methods: We defined meaningful difference as both sta-
tistically significant at two-tailed p < 0.05 with a relative difference 210% or <—10%.
Within VISNs, we included tests of group differences with adequate power to detect
meaningful relative differences from a minimum of five comparisons (domain agnos-
tic) per VISN, and separately for a minimum of two for access and care coordination
and four for person-centered care domains. We report differences as disparities/
large disparities (relative difference >10%/> 25%), advantages (experience worse or
better, respectively, than White patients), or equivalence.

Principal Findings: Our analytic sample included 1,038,212 Veterans (0.6% AIAN,
1.4% Asian, 16.9% Black, 7.4% Hispanic, 0.8% Multi-Race, 0.8% NHOPI, 67.7%
White). Across VISNSs, the greatest proportion of comparisons indicated disparities
for three of seven eligible VISNs for AIAN, 6/10 for Asian, 3/4 for Multi-Race, and
2/6 for NHOPI Veterans. The plurality of comparisons indicated advantages or equiv-
alence for 17/18 eligible VISNs for Black and 12/14 for Hispanic Veterans. AIAN,
Asian, Multi-Race, and NHOPI groups had more comparisons indicating disparities by

VISN in the access domain than person-centered care and care coordination.
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medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.
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1 | INTRODUCTION
Patient experience, defined as the range of interactions patients
have with the healthcare system, is a fundamental tenet of health-
care quality.!~2 Patient experience includes core aspects of health-
care delivery that patients value highly, such as bidirectional
communication with providers, access to necessary information,
receiving timely appointments, and patient-centered care coordi-
nation. Higher levels of positive patient experience are generally
associated with improved outcomes, including medication
adherence,* less emergency department use,® fewer avoidable
hospitalizations,® hospital readmissions,” and lower inpatient mor-
tality for patients with myocardial infarction.®

There are well-documented racial and ethnic disparities in patient
experience in the United States.>?'1° Generally, minoritized racial and
ethnic (hereafter “minoritized”) groups report worse patient experi-
ences than non-Hispanic White (hereafter “White”) groups. Dispar-
ities in patient experience are rooted in structurally racist factors that
influence neighborhood investment and resultant available healthcare
infrastructure, such that neighborhoods with predominantly minori-
tized populations have fewer and lower-quality healthcare services
available.*>*? Most of the literature on racial and ethnic disparities in
patient experience focuses on non-Hispanic Black (hereafter “Black™)
and Hispanic versus White disparities; however, racial and ethnic
groups with lower representation in the United States, such as Asian
American, Native Hawaiian or Other Pacific Islander (NHOPI), and
American Indian or Alaska Native (AIAN) groups, also report worse
patient experiences than White individuals.*~1”
One of the core values of the Veterans Health Administration

(VA), the nation's largest integrated healthcare system, is to provide a

What this study adds

e This study identified regional variation in racial and ethnic disparities in patient experience

Conclusions: We found meaningful differences in patient experience measures
across VISNs for minoritized compared to White groups, especially for groups with

lower population representation.

access to primary care, health inequities, health status disparities, patient satisfaction, patient-
centered care, regional medical programs, veterans health services

What is known on this topic

e There are documented racial and ethnic disparities in patient experience, including in the
Veterans Health Administration (VA).

o |tis not clear if there are regional variations in patient experience disparities in the VA.

among VA users across the United States.

e Black and Hispanic Veterans had less disparate patient experiences compared to groups with
lower representation in the VA.

o Efforts to reduce disparities in patient experience in the VA should be tailored accordingly to

regional evidence of such disparities.

positive patient experience for all enrolled Veterans, including the
most vulnerable. Despite this, there are documented disparities in
patient experience by race and ethnicity in the VA.*® In prior studies,
Black and Hispanic Veterans reported worse patient experiences com-

pared to White Veterans overall,*?~2

20,22,24

and in various settings, includ-

19,23 and

ing outpatient primary care, outpatient specialty care,
inpatient care.?! In these studies, patient experience was measured
using several methods, including data from the VA Survey of Health-
care Experiences of Patients (SHEP)-Patient Centered Medical Home
(PCMH), which is based on Consumer Assessment of Healthcare Pro-
viders and Systems (CAHPS) surveys, other validated surveys and
patient interviews. These measurements include different elements of
patient experience such as timely access to care, communication with
the care team, self-management support, satisfaction with facilities,
and overall satisfaction with care. SHEP-PCMH survey data were
used to generate the 2021 National Veteran Health Equity Report,
which highlights disparities in patient experience for underserved and
minoritized compared to White groups using nationally aggregated
data.’®

While prior evidence suggests geographic variation in racial and
ethnic disparities in patient outcomes across the United States,?>28 it
is unknown if disparities in patient experience also vary geographi-
cally. It is plausible that disparities may differ regionally due to local
geographical contexts and attributes of the lived environment. Such
attributes include community social determinants of health, such as
percentage of population living in poverty, area deprivation, social vul-
nerability, and residential segregation. These attributes have been
associated with racial and ethnic disparities in certain process and
clinical outcomes, such as late-stage cancer diagnosis?® and

mortality.°
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The VA is an ideal environment in which to study regional varia-
tions in outcomes and patient experience as it is organized into
18 regions across the United States and Territories named Veterans
Integrated Service Networks (VISNs). Each VISN consists of health-
care systems with associated medical centers and community clinic
sites within a defined geographical catchment area. Each VISN oper-
ates semi-independently from VA Central Office insofar as VISN lead-
ership has autonomy in managing strategic plans and resource
allocation. Prior research suggests there are VISN-level variations
in certain process and clinical outcomes, including appointment
wait times,®! participation in the MOVE! Behavioral weight man-
agement program and referral to bariatric surgery,®? screening for
diabetic retinopathy,®® and chronic obstructive pulmonary disease
exacerbation rates.®* However, to date, there is limited research
examining VISN-level variation in patient experience within the
VA 3° Additionally, there is limited literature on VISN-level varia-
tion on racial and ethnic differences in patient experience between
minoritized and White groups. Exploration of variation in these dif-
ferences is valuable as it would allow leaders in VISNs where there
are racial and ethnic disparities in patient experience to allocate
and tailor resources to close these gaps. Further, it could identify
VISNs in which minoritized groups have similar or better experi-
ences than White patients, which could guide research aimed at
identifying factors leading to parity in patient experience among
racial and ethnic groups. Therefore, the purpose of this project is
to describe VISN-level variation in differences in patient experi-
ence measures between minoritized groups and White groups
across the VA. The purpose is also to describe variations in patient
experiences for minoritized groups overall, and for individual min-

oritized groups among VISNs.

2 | METHODS

This research is an extension of the findings from the 2021 National
Veteran Health Equity Report.*® This report provides information on
disparities in patient experience and healthcare quality for Veterans
using VA services. The report presents disparities by several sociode-
mographic characteristics, including race and ethnicity, gender, age,
and socioeconomic status (SES). Patient experience measures were
derived from data from the SHEP-PCMH survey and analyzed
by VISN.

21 | Design and data sources

We utilized data from the VA SHEP-PCMH survey from fiscal year
2016 through fiscal year 2019. SHEP-PCMH is a survey adminis-
tered monthly by the VA Office of Quality and Patient Safety to a
national stratified random sample of approximately 60,000 VA
patients per month who had a qualifying ambulatory care visit in the
prior month. The overall response rate for the combined four-year

SHEP surveys was approximately 38%.%¢ Poststratification weights

which incorporated sampling design and non-response were
included in the analysis. Data were linked to VA Corporate Data
Warehouse (CDW) electronic health record data to obtain measures
of participant demographic variables, including race, ethnicity,
and sex.

The analysis received a Determination of Non-Research from the
VA Greater Los Angeles Healthcare System Institutional Review
Board.

2.2 | Dependent variables

We examined patient experience measures included in the National
Veteran Health Equity Report in the domains of access, person-
centered care, and care coordination. There were 28 questions total:
six each in the access and care coordination domains and 16 in the
person-centered care domain. A full list of data elements is included in
Supplemental Table 1. Responses to questions with multiple response
categories (Likert or numerical scale) were dichotomized into the most

9

favorable category (i.e., “always,” “a lot,” 9-10) and all other catego-
ries combined in accordance with guidelines for scoring patient expe-

rience from CAHPS surveys.'®

2.3 | Independent variables

Our primary predictor of interest was patient race and ethnicity.
Patient race and ethnicity were obtained from CDW supplemented
with data from the VA's Observational Medical Outcomes Partnership
data model.®” Race and ethnicity data were available for 96.8% of

1.18 Race and ethnicity were combined into one variable

patients overal
where individuals who identified Hispanic ethnicity were categorized
as Hispanic, and non-Hispanic individuals were categorized by race.
Patient race and ethnicity were then recategorized as AIAN, Asian,
Black, Hispanic, Multi-Race, NHOPI, and White. We also included

VISN as a predictor.

24 | Covariates

Covariates included age and sex. Sex was limited to male and female
categories. These covariates were included because of variability in
their distributions among racial and ethnic groups.'® In our primary
analysis, we purposefully omitted other covariates known to be asso-
ciated with race and ethnicity within the VA (i.e., SES, comorbidity,
self-rated physical and mental health) so that our findings were repre-
sentative of different racial and ethnic groups, rather than attempting
to determine the isolated association of race and ethnicity with
patient experience after controlling for potential confounders. This
approach to reporting is consistent with methods used by the AHRQ
National Healthcare Quality and Disparities Reports, where disparities
between minoritized and White patients are reported without adjust-

ment for covariates.>®
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2.5 | Statistical analysis

First, we calculated weighted descriptive statistics on the analytic
sample. We performed weighted logistic regression models of each
binary experience measure, controlling for sex and age, to test differ-
ences between minoritized groups and White individuals. Model spec-
ifications included race or ethnicity, VISN, a race or ethnicity-by-VISN
interaction terms, and covariates. From the initial model coefficients,
we estimated adjusted percentages of positive patient experiences for
each racial and ethnic group within each VISN, and subsequently
tested differences between each minoritized and White group in
these positive experience percentages.

Next, we applied dual criteria to define meaningful differences
between minoritized groups and White individuals within each VISN,
similar to approaches used in the Agency for Healthcare Research
and Quality (AHRQ) National Healthcare Quality Disparities
Report®® and National Veterans Health Equity Report.® These cri-
teria were a statistically significant difference in positive patient
experience at a two-tailed p-value of <0.05, with a relative differ-
ence value of at least £10%. In the context of racial and ethnic dis-
parities research, the relative difference indicates how much farther
from/closer to the best possible outcome a minoritized group is than
the White group. The relative difference is a preferable measure of
disparity/advantage over the absolute difference when the criterion
for what is meaningful and important varies depending on where the
historically advantaged group is on the outcome or experience mea-
sure. See Supplemental Item 1 for a detailed description and example
of relative difference. We chose a minimum relative difference of
10% as a criterion of meaningfulness. If the minoritized group expe-
rienced meaningfully worse care, this was considered a disparity; if
the minoritized group experienced meaningfully worse care at a rela-
tive difference of 25% or greater, this was considered a large dispar-

ity; if the care experienced was meaningfully better, it was

considered an advantage; if there was no meaningful difference, this
was considered equivalent.

Additionally, smaller sample sizes at the VISN level for several
race and ethnicity groups have implications for increasing risk for type
Il error. To address these, we calculated the power offered by our
existing sample sizes to detect meaningful differences in each patient
experience measure, and considered tests of differences with >80%
power as adequately powered, and tests with <80% power as under-
powered. We report tests of differences in patient experiences either
as evidence of disparities, advantages or equivalent for only those
comparisons that are adequately powered, but with two exceptions.
First, if a test of a difference was underpowered, but revealed evi-
dence of a meaningful difference that was statistically significant, we
reported this as a disparity if the minoritized group experienced signif-
icantly worse care, or as an advantage if the minoritized group experi-
enced significantly better care. The rationale for inclusion is that the
test detected a relative difference that is larger in magnitude than our
minimum of 10% and was therefore more sensitive to this larger dif-
ference. Second, if a test was underpowered, but revealed a statisti-
cally significant difference that was not meaningful, we reported this
as equivalent because the groups are effectively equivalent or compa-
rable in their care experience in the presence of a difference that is
not meaningful.

We performed analyses for the compiled 28 measures and cate-
gorized the results by domain. We decided that to meaningfully sum-
marize the experience of a racial or ethnic minoritized group in each
VISN, there should be adequate power to detect a meaningful differ-
ence on at least five of the 28 measures. Within domains, we decided
that to meaningfully summarize the experience of a minoritized group
in each VISN, there should be adequate power to detect a meaningful
difference on at least two of the six measures in the access and care
coordination domains and four of the 16 measures in the person-

centered care domain. If these thresholds were not met by VISN, we

TABLE 1 Sample characteristics of racial and ethnic groups by Veterans Integrated Service Network, sex, and age.
AIAN Asian Black Hispanic Multi-Race NHOPI White
Racial or ethnic group® N = 6447 N = 8015 N = 102,752 N = 45,220 N = 6373 N = 7185 N = 806,692
Sample weighted % 0.6 14 16.9 74 0.8 0.8 67.7
Characteristic® % % % % % % %
VISN
VISN median percentage 0.4 0.5-0.6 13.0-13.1 3.1-3.2 0.8 0.5 74.0
VISN range 0.2-2.0 0.2-84 2.7-414 1.3-20.1 0.3-1.8 0.3-3.5 51.3-92.1
Patient
Male 84.5 87.4 83.3 89.1 825 89.5 921
Age
18-44 19.6 41.7 17.2 31.2 324 23.0 14.1
45-64 37.8 33.2 50.2 334 32.2 37.2 28.2
65+ 42.6 251 32.6 35.0 354 39.8 57.8

Abbreviations: AIAN, American Indian or Alaska Native; NHOPI, Native Hawaiian or Other Pacific Islander; VISN, Veterans Integrated Service Network.

2Unweighted sample numbers for each racial and ethnic group reported.

P\Weighted row percentages reported for VISN. Weighted column percentages reported for sex and age.
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did not include the findings in these results. Comparisons are also
illustrated by VISN between Black and Hispanic groups, as these

groups had the highest representation across VISNs.

2.6 | Sensitivity analysis

We performed a sensitivity analysis adding highest educational attain-
ment (categorized as some high school or less, high school graduate or
GED recipient, some college or college graduate/advanced degree)
and self-rated physical health (categorized as excellent/very good or
good/fair/poor) as covariates. We selected these variables based on
recommendations from AHRQ regarding case-mix adjustment in
CAHPS analyses.**

TABLE 2
Networks overall and by patient experience domains.

Race, # Eligible # Eligible
Domains ethnicity VISNs measures
Overall AIAN 7 53
Asian 10 92
Black 18 414
Hispanic 14 216
Multi-Race 4 27
NHOPI 6 60
Access AIAN 5 13
Asian 9 27
Black 18 84
Hispanic 13 49
Multi-Race 6 17
NHOPI 5 15
Person-centered care AIAN 4 22
Asian 4 35
Black 18 245
Hispanic 11 115
Multi-Race 2 11
NHOPI 3 25
Care coordination AIAN 5 12
Asian 6 19
Black 18 85
Hispanic 12 47
Multi-Race 0 0
NHOPI 4 15

3 | RESULTS

Overall, there were 1,038,212 VA users included in the sample
(Table 1), representing a weighted population race and ethnicity
distribution that was 0.6% AIAN, 1.4% Asian, 16.9% Black, 7.4%
Hispanic, 0.8% Multi-Race, 0.8% NHOPI, 67.7% White, and 4.4%
of unknown race or ethnicity. The weighted sample was 90.2%
male; 16.4% were age 18-44, 32.5% were 45-64, and 51.0% were
65 or older.

There was VISN-level variation in the distribution of race and eth-
nicity. The range in VISN-level distribution was 0.2-2% for AIAN,
0.2-8.4% for Asian, 2.7-41.4% for Black, 1.3-20.1% for Hispanic,
0.3-1.8% for Multi-Race, 0.3-3.5% for NHOPI, and 51.3-92.1% for
White groups (Table 1).

Summary of patient experience measures compared to White group, adjusted for age and sex, across Veterans Integrated Service

Eligible measures
with a disparity®

across VISNSs, n (%)

Eligible measures
with a large
disparity® across
VISNSs, n (%)

Eligible measures
with an advantage®
across VISNSs, n (%)

28 (52.8) 24 (45.3) 19 (35.8)
35(38.0) 30(32.6) 26 (28.3)
48 (11.6) 4(1.0) 138(33.3)
23(10.6) 7(3.2) 71(32.9)
20 (74.1) 18 (66.7) 5(18.5)
18 (30.0) 11(18.3) 32(53.3)
9(69.2) 5(38.5) 1(7.7)
16 (59.3) 14 (51.9) 3(11.1)
16 (19.0) 2(2.4) 14 (16.7)
10 (20.4) 2(4.1) 6(12.2)
14 (82.4) 11 (64.7) 1(5.9)

6 (40.0) 2(13.3) 2(13.3)
12 (54.5) 12 (54.5) 10 (45.5)
10(28.6) 7(20.0) 8(22.9)
26 (10.6) 2(0.8) 101 (41.2)
7(6.1) 2(1.7) 44 (38.3)
7 (63.6) 7 (63.6) 3(27.3)
3(12.0) 1(4.0) 19 (76.0)
6 (50.0) 5(41.7) 5(41.7)
4(21.1) 4(21.1) 9 (47.4)
6(7.1) 0 23(27.1)
5(10.6) 2(4.3) 17 (36.2)
4(26.7) 3(20.0) 9 (60.0)

Note: VISNs with a minimum of five of 28 adequately powered patient experience comparisons overall, two of six adequately powered experience
measures in the domains of access and care coordination, and four of 16 in the domain of patient-centered care were considered eligible for analysis.
Abbreviations: AIAN, American Indian or Alaska Native; NHOPI, Native Hawaiian or Other Pacific Islander; VISN, Veterans Integrated Service Network.

2Includes disparities (210%-25% relative difference) and large disparities (> 25% relative difference).

bLarge disparity is a relative difference of 225% in favor of White group.

“Advantage is a relative difference of 210% in favor of racial and ethnic minoritized group.
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3.1 | Analysis of all patient experience measures
There were seven eligible VISNs for comparison for AIAN, 10 for
Asian, 18 for Black, 14 for Hispanic, four for Multi-Race, and six for
NHOPI groups (Table 2). The average percentage of detected dispar-
ities among all groups across VISNs was 20.0%; the average percent-
age of detected advantages among all groups across VISNs was
33.8%. The percentage disparities among all groups varied across
VISN, ranging from 0% (0 of 60 of eligible comparisons) to 53.1%
(26 of 49 eligible comparisons) (Supplemental Figure 1).

Across VISNs, 52.8% of eligible comparisons indicated disparities for
AIAN, 38.0% for Asian, 11.6% for Black, 10.6% for Hispanic, 74.1% for
Multi-Race, and 30.0% for NHOPI groups; these included 45.3% of eligi-
ble comparisons as large disparities for AIAN, 32.6% for Asian, 1.0% for
Black, 3.2% for Hispanic, 66.7% for Multi-Race, and 18.3% for NHOPI
groups (Table 2). For each group, in at least one VISN, there were no dis-
parities on any measures (Supplemental Figure 2). For AIAN and Asian
groups, there were two VISNs in which all comparisons indicated dispar-
ities, and for Multi-Race and NHOPI groups, there was one VISN in which
all comparisons indicated disparities.

Black and Hispanic groups overall had the greatest representation
in the number of eligible VISNs and overall showed advantages on the
highest percentage of eligible measures (Table 2). In one VISN, there
was a high proportion of eligible comparisons indicating disparities for
both Black (10 of 23 including two large disparities; 43.4%) and

AIAN
6
"
Qs
2
g4
g3
gz
51
30
3 4 5

VISN (masked number)
Asian

2 3 4 5 6 7 8 9

VISN (masked number)
Black

Number measures
O =2 N W hHh OO

Number measures
o - N w - w (]

VISN (masked number)

M Advantage M Equivalent

FIGURE 1

Disparity

Hispanic (four of five including two large disparities; 80.0%) groups
(Supplemental Figure 3). Black groups tended to show advantages on
patient experience measures in VISNs where the overall percentage
of eligible measures indicating disparities for all minoritized groups
was lower; this pattern did not hold for Hispanic groups.

3.2 | Analysis by domain

Comparisons in patient experience measures by domain are sum-
marized in Table 2. Generally, more comparisons were disparities
for access compared to the other domains. For access, among all
groups across VISNs, the average percentage disparities was
35.6%; the average percentage advantages was 11.7%. For
person-centered care, the average percentage disparities was
14.0%; the average percentage advantages was 35.4%. For care
coordination, the average percentage disparities was 14.3%; the
average percentage advantages was 40.8%.

In each domain, AIAN and Multi-Race groups, and in the access
domain the Asian group showed disparities or large disparities on the
highest number/proportion of eligible measures (Table 2, Figures 1-3).
). NHOPI groups showed disparities on a higher proportion of eligible
comparisons for access, but advantages on a higher proportion for
person-centered care and care coordination. Black and Hispanic
groups generally showed equivalence or advantages on higher

Hispanic

VISN (masked number)

Number measures
o = N W s~ OO

Multi-Race

I L I
1 2 5

VISN (masked number)
NHOPI

1 2 4

5

Number measures
o = N W b» U O

Number measures
o = N W b~ U O

VISN (masked number)

I Large Disparity M Not Compared

Number of patient experience measures in the domain of access that are advantages, equivalent, disparity, or large disparity

(225% relative difference) for minoritized compared to White group, adjusted for age and sex, by masked VISN. VISNs sorted from greatest to
smallest number eligible measures representing advantages for minoritized groups. Axis values do not correspond with VISN number. AIAN,
American Indian or Alaska Native; NHOPI, Native Hawaiian or Other Pacific Islander; VISN, Veterans Integrated Service Network.



SHANNON ET AL.

” HSRHealth Services Research| 70f11
1L

AIAN

14
12
10
6
4
2
0
1 2 3

VISN (masked number)

Number measures
©

Asian
HIRT
g 1 -
@ 12
g 10
£ 8
5 &
Qo 4
g 2
3
2o
1 2 3 4
VISN (masked number)
Black

16 - - -
g 1
3 12
@
T 10
£ 8
3 6
e}
€ 4
=
Zz 2

0

1 2 3 4 5 6 7 8 9 10 1 12 13 14 15 16 17 18

VISN (masked number)
I Advantage M Equivalent

Disparity

Hispanic
16

. .

12

10 I
1 2 3 4 5 6 7 8 9 10 1"

VISN (masked number)

Number measures
=]

oNn MO

Multi-Race

14
12
10
8
6
4
2
0
1 2

VISN (masked number)
NHOPI

14
12
10
8
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FIGURE 2 Number of patient experience measures in the domain of person-centered care that are advantages, equivalent, disparity, or large
disparity (225% relative difference) for minoritized compared to White group, adjusted for age and sex, by masked VISN. VISNs sorted from
greatest to smallest number eligible measures representing advantages for minoritized groups. Axis values do not correspond with VISN number.
AIAN, American Indian or Alaska Native; NHOPI, Native Hawaiian or Other Pacific Islander; VISN, Veterans Integrated Service Network.

proportions of comparisons, though this trend was less pronounced in
the access domain (Table 2, Figures 1-3). In VISNs by domain in which
Black and Hispanic groups could be compared, there was one VISN in
the access domain that showed a relatively high proportion of dispar-
ities for both groups (Supplemental Figure 4). Otherwise, most com-
parisons indicated equivalence or advantages for both groups in
individual VISNs (Supplemental Figures 4-6).

3.3 | Sensitivity analysis

When highest educational attainment and self-rated physical health
were added as covariates into the models, there was minimal change
in the primary findings for patient experience overall and by domain
(Supplemental Table 2).

4 | DISCUSSION

In this study among VA users, we found that there was notable VISN-
level variation in differences in patient experience measures between
minoritized groups and White individuals. In some VISNs, the propor-
tion of eligible comparisons that revealed disparities was minimal
whereas in others, disparities were revealed in half or more. For each

racial and ethnic group, there was substantial variation by VISN in the

proportion of eligible comparisons that revealed disparities, ranging
from none to all. Black and Hispanic groups, the two largest minori-
tized groups, generally had more VISNs in which most comparisons
were equivalent or an advantage. These patterns were largely held
across and within patient experience domains. Overall, our findings
present a nuanced understanding of VISN-level differences by race
and ethnicity in patient experience.

To our knowledge, this is among the first studies to investigate
regional variation in the VA, which is naturally divided by region into
VISNs, of differences in patient experience by race and ethnicity. One
study performed using VA SHEP data found that state and county
market factors, such as population proportion with employer-
sponsored insurance, household median income, and Veteran unem-
ployment rate, were associated with patient experience, specifically in
the provider-patient communication domain (elements of which cor-
respond with measures in our analysis in the person-centered care
domain).>> However, this study did not assess the associations of
these factors with racial and ethnic differences in patient experience.

Prior studies have assessed geographic variation in racial and eth-
nic differences in patient experience outside the VA. In a county-level
analysis of Black-White disparities in patient experiences of access in
which authors hypothesized that geographic factors related to struc-
tural racism (proportion of low-income residents, racial segregation,
and poverty segregation) would be associated with disparities,

researchers found that Black-White disparities were smaller in
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FIGURE 3 Number of patient experience measures in the domain of care coordination that are advantages, equivalent, disparity, or large
disparity (225% relative difference) for minoritized compared to White group, adjusted for age and sex, by masked VISN. VISNs sorted from
greatest to smallest number eligible measures representing advantages for minoritized groups. Axis values do not correspond with VISN number.
Multi-Race not included as no VISN had minimum number of adequately powered comparisons to be included in the analysis. AIAN, American
Indian or Alaska Native; NHOPI, Native Hawaiian or Other Pacific Islander; VISN, Veterans Integrated Service Network.

counties with higher-than-average patient experience, but that dispar-
ities were not associated with poverty or segregation measures.'?
Similar to these results, we found that patient experiences were more
favorable for Black patients in VISNs where the overall proportion of
disparities for all minoritized groups was lower. Another study that
sought to determine if racial and ethnic differences in patient experi-
ence differed by urban/rural status of residence, found that disparities
did not typically differ by urban/rural residence, except for AIAN
patients in the patient experience measure of “getting needed care”

(access domain).*®

We did not incorporate regional contextual mea-
sures (e.g., percentage poverty, measures of segregation, proportion
rural, area deprivation index) or measures of urban/rural status to
determine if these were associated with magnitudes of differences.
This would be a key direction for further research to determine fac-
tors that contribute to regional variation in differences.

Our findings overall point toward equivalent or better patient experi-
ence for Black and Hispanic compared to White individuals. This
remained true across most VISNSs. Similarly, in the National Veteran
Health Equity Report, nationally aggregated and age-stratified patient
experiences for Black and Hispanic were mostly equivalent or favored an
advantage in the person-centered care and care coordination domains.*®
For access to care, Black and Hispanic patients had mostly equivalent or
disparate experiences, especially in older age groups.*® This is consistent
with a prior study performed by Zickmund et al. which found few

qualitative differences in Black/White and Hispanic/White patient satis-
faction after interviews with over 1000 Veterans.*

While no prior published literature has directly assessed
regional racial and ethnic differences in patient experience in the
VA, studies by Hausmann et al. found Black and Hispanic patients
generally had a greater magnitude in disparities in patient experi-
ence compared to White patients between facilities compared to
within facilities.2%?! Presumably these differences in differences
reflect regional variation in patient experience. It should be noted
that some of the prior literature on racial and ethnic differences in
patient experience in the primary care setting predates the transi-
tion of VA primary care to Patient Aligned Care Teams (PACTs),
the VA's model for the patient-centered medical home.*® Though
this model could potentially contribute toward narrowing in dis-
parities in patient experience across and within VISNs, a prior
assessment found persistence of racial and ethnic disparities for
measures of quality (chronic disease control).**

Racial and ethnic groups with smaller representation in the VA,
namely AIAN, Asian, Multi-Race, and NHOPI groups, generally reported
more disparities in patient experience than White patients. This study is
among the first to characterize patient experiences for these groups in
the VA and the first to our knowledge to examine regional variations in
differences. The National Veteran Health Equity Report demonstrated
that these groups nationally had equivalent or worse patient experiences
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than White individuals.2® Since these groups have lower representation
overall, it is possible that reduced exposure to these groups among VA cli-
nicians and staff members results in a decreased degree of cultural humil-
ity*2 toward these groups. Prior studies pertaining to racial and ethnic
differences in patient experience in the VA have tended to aggregate
these groups in an “Other” race or ethnicity category or not reported
findings from these groups.?°-?2?* Qur findings lend evidence to the
importance of fully characterizing the experience of these groups and dis-
aggregating racial and ethnic data where feasible.*®

There are several possible explanations for the observed regional var-
iation in racial and ethnic patient experience differences. First, it may be
related to racial and ethnic representation within each VISN. Presumably
in VISNs with more diverse patient populations and workforces, clinicians
and staff may have greater cultural humility.*>** However, a prior study
found that at VA facilities with more Black or Hispanic patients, these
groups reported less favorable experiences.?* Another potential explana-
tion is that geographic differences in factors related to structural racism
that vary by VISN, including socioeconomic and demographic factors,
such as percentage population in poverty, rurality, economic opportunity,
segregation, and home ownership, contribute to these differences. Given
VA's use of care in the community to supplement on-site delivery of VA
care, it is possible that minoritized groups that reside in economically dis-
advantaged areas have lower quality patient experience than those living
in higher income areas due to insufficient access to high-quality commu-
nity medical care, poor infrastructure limiting access, and limited funding
of overburdened healthcare systems.*> Nationally, lower SES Veterans
report worse patient experience, though there were no clear differences
for rural compared to urban Veterans.'® Prior literature has not clearly
demonstrated associations between the factors above and racial and eth-
nic differences in patient experience,'>> though other studies have sug-

gested that individuals with lower SES*¢~42 49.50

and residing in rural areas
have lower ratings of patient experience. It is also possible that regional
variations in workforce diversity contribute to these findings. Theoreti-
cally, areas with greater workforce diversity could be lower in disparities
due to greater delivery of culturally informed care. For example, a recent
study found there was an estimated one-month survival increase for
every 10% increase in county-level Black representation among primary
care physicians.>? Finally, differences may be related to regional variation
in availability of non-VA care, after the Veterans Access, Choice and
Accountability and VA MISSION Acts.>? A recent study found substantial
VISN-level variation in appointment wait times for VA and non-VA care.3!
If minoritized groups had greater representation in VISNs with longer
average appointment wait times, and longer times relative to community
care access, this could affect perceptions of patient experience. Future
research should examine if workforce diversity and use of non-VA care
impact racial and ethnic differences in patient experience with VA care.
This study demonstrates geographic nuance in racial and ethnic
differences in patient experience for Veterans. As a high reliability
organization and learning health system,>® the VA must go beyond
characterizing these differences toward reasonable strategies to miti-
gate disparities. To move toward achieving this, in partnership with
the VA Office of Health Equity, the VA is planning to make available a
patient experience equity dashboard that will allow VA leaders to
view reported differences in patient experience at the VISN level. This

will operate similarly to the Primary Care Equity Dashboard, a tool
that allows VA facilities to track racial and ethnic differences in quality
measures.>* The tool will be accessible at a VA SharePoint site.

VISN leaders could use this tool to reveal if minoritized groups in
their respective VISN show disparities in patient experience and if so, in
which specific domains. They could then allocate operational resources
accordingly to address these disparities. Additionally, VA researchers
could use this dashboard to identify lower-performing VISNs and further
study factors that might contribute to these differences. Researchers
could also use the dashboard to identify high-performing VISNs and
examine factors that contribute to their success in achieving parity. The
VA could also use these findings to develop programs that incentivize
VISNs to minimize disparities in patient experience, similar to strategies
used outside VA.>® This would contribute to the VA becoming a health-
care system that provides a consistently positive patient experience for

Veterans of all racial and ethnic backgrounds.

4.1 | Limitations

We acknowledge the following limitations to this study. First, we used a
meaningful difference criterion of at least 10% relative difference in
patient experience between minoritized and White groups, as based on
the approach of AHRQ® and the National Veteran Health Equity
Report, '8 a power criterion to determine which measures were eligible to
be reported, and a minimum of five adequately powered measures to
summarize VISN-level differences in patient experience for each minori-
tized group. Adjustments to these criteria and changes to the number of
measures included (or excluded) may lead to changes in the conclusions
of our findings. Second, the overall survey response rate was 38%, similar
to other studies that use SHEP?°?! and CAHPS>® data. This could con-
tribute to non-response bias, especially if there was differential lower
response in minoritized groups, which we cannot determine from this
dataset. We attempted to account for this by incorporating non-response
weights in our analysis. Third, we did not account for patient experience
in healthcare received outside the VA, including for Veterans dually

enrolled in Medicare®”-8

or those who needed specialized care not avail-
able at the VA. Patient experience with non-VA care may affect percep-
tions of VA-based care if this is used as a comparison by Veterans. This
could confound the relationship between race, ethnicity, and patient
experience if use of non-VA care differs by race and ethnicity.”” Fourth,
by nature of using SHEP data, the sampling frame by definition included
active VA users with a least one contact with primary care in the previous
10 months. Therefore, the experience of these users may not be general-
izable to all VA enrollees, including those with less frequent or no VA-

based healthcare contact.

5 | CONCLUSIONS

In our study, we found VISN-level variation in racial and ethnic differ-
ences in patient experience, with unique patterns for minoritized
in the

VA. Generally, Black and Hispanic groups had more favorable patient

groups, including groups with lower representation
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experiences compared to AIAN, Asian, Multi-Race, and NHOPI groups
within VISNs. These findings carry VA policy implications as they
demonstrate that efforts to improve patient experience for minori-
tized groups should be tailored accordingly with VISN-level assess-
ments of these differences. Our findings can also guide researchers
toward understanding factors that contribute to negative and positive
patient experiences for minoritized groups. A planned patient experi-
ence VISN equity dashboard will allow VA administrators to monitor

these differences and facilitate these equity-promoting efforts.
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