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Abstract
Purpose: Providers’ beliefs about the causes of disparities and the entities responsible for addressing these dis-
parities are important in designing disparity-reduction interventions aimed at providers. This secondary analysis
of a larger study is aimed at evaluating perceptions of providers regarding the underlying causes of racial health
care disparities and their views of who is responsible for reducing them.
Methods: We surveyed 232 providers at 3 Veterans Affairs (VA) Medical Centers.
Results: Sixty-nine percent of participants believed that minority patients in the United States receive lower qual-
ity health care. Most participants (64%) attributed differences in quality of care for minority patients in the VA
health care system primarily to patients’ socioeconomic status, followed by patient behavior (43%) and provider
behaviors (33%). In contrast, most participants believed that the VA and other health care organizations (75%)
and providers (70%) bear the responsibility for reducing disparities, while less than half (45%) believed that pa-
tients were responsible. Among provider-level contributors to disparities, providers’ poor communication was
the most widely endorsed (48%), while differences in prescribing of medications (13%) and in provision of spe-
cialty referrals (12%) were the least endorsed.
Conclusions: Although most providers in the study did not believe that providers contribute to disparities, they
do believe that they, along with health care organizations, have the responsibility to help reduce them. Interven-
tions might focus on directly offering providers concrete ways that they can help reduce disparities, rather than
focusing on simply raising awareness about disparities and their contributions to them.
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Introduction
Since the publication of the seminal Institute of Medi-
cine report on racial and ethnic disparities in health
care in 2002,1 numerous studies have presented robust
evidence demonstrating health care disparities in the
U.S. health care system.2–5 Although the factors con-
tributing to health care disparities are complex, involv-
ing both patient and provider factors, as well as broader
societal and organizational contexts,1 there is consen-
sus from policy makers and health care leaders that
health care providers play a critical role in eliminating
health care disparities.6–8

In response, there has been a proliferation of disparity-
reduction training activities aimed at providers.9–11

Yet, there is scant evidence that such efforts have
been effective.12–14 There is also limited research on
how to effectively communicate with providers about
health care disparities to engage them in disparity re-
duction efforts.15,16 This is a major barrier to the devel-
opment of effective health care disparity interventions,
as communication that contradicts people’s preexisting
beliefs can lead to resistance17 and ‘‘boomerang ef-
fects,’’ in which the communication has the opposite
of its intended effects.18 Understanding how to effec-
tively communicate with providers about health care
disparities and motivating them to participate in health
disparity intervention are essential given their signifi-
cant role in health care disparities and the limited effec-
tiveness of existing educational trainings in improving
providers’ views of minority groups and health care
disparities.10,13,14

Although many providers believe that health care
disparities exist, they also tend to view these disparities
as unlikely to occur in their individual practices.19–23

Moreover, providers are less likely to endorse provider
behaviors as causes for disparities despite evidence
pointing to their contributory role.21,23,24 They tend
to downplay their own personal biases and attribute
health care disparities to others’ actions and character-
istics such as patients’ health behaviors.21,23 For exam-
ple, even providers who agreed that racial minority
patients receive different health care treatments, such
as dissimilar diagnoses and procedures compared to
White patients, endorsed patient behaviors as the pri-
mary explanation for health care disparities over pro-
vider or system factors.22 In fact, this phenomenon
has been consistently reported in several studies over
the past decade22,23,25 and appears to persist among
new medical residents despite increased attention to
disparities in medical education.20

The present study is part of a larger project aimed at
developing effective communication strategies to engage
providers in disparity-reduction activities, using a
message-matching strategy that tailors messages based
on providers’ preexisting beliefs.15,16,26 In this secondary
analysis, our primary objectives are to examine the be-
liefs of health care providers about the contribution of
health care disparities at a global and granular level,
and about responsibility for reducing health care dispar-
ities, to inform future disparity-reduction interventions
and engagement strategies targeted at providers.

We focus on describing providers’ global beliefs
about the causes of health care disparities (e.g., pro-
vider and patient contribution), as well as more granu-
lar beliefs (e.g., provider bias; patient preferences for
certain types of treatment). We also assess beliefs
about responsibility for addressing disparities. While
it is assumed that fostering providers’ awareness of
health care disparities is necessary for motivating pro-
viders to engage in disparities reducing efforts and im-
proving public health,15,27,28 it may be possible to
engage providers more directly, without targeting
their biases and underlying beliefs about health care
disparities. For example, such interventions may in-
volve promoting changes in clinical practice or using
better models of individualized care that includes uti-
lizing patients’ cultural backgrounds to encourage
healthy behaviors.28

Context
The present project focused on providers working in
the Veterans Affairs Healthcare Systems (VAHCSs) be-
cause of its growing racial minority veteran population,
its leading role in training health professionals, and its
recent initiatives aimed at improving health equity for
veterans. The number of racial and ethnic minority vet-
erans has rapidly increased over the last 30 years. In
2014, over 5 million veterans, about 23% of the veteran
population, were of racial minority background, and it
is estimated that this number will increase to 36% by
2040.29 Second, the VAHCS is the largest educator
and trainer of health professionals in the United States.
Over 65% of all U.S. trained physicians and nearly 70%
of Veterans Affairs (VA) physicians have had VA train-
ing before employment.30 As such, the VA plays a sig-
nificant role in shaping the training, attitudes, and
behaviors of the country’s future health care workforce.
Thus, assessing VA providers’ views of health care dis-
parities is a crucial first step to understand the culture
of health equity promotion in the VAHCS. Third, the
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VAHCS provides a unique opportunity to study health
care disparity efforts given that it is the largest inte-
grated health care system in the United States, serving
more than 8.9 million Veterans each year.30 Further-
more, in recent years, the VA has renewed its efforts
to eliminate health care disparities and has invested
in many quality improvement initiatives, such as im-
provement in race data collection and educational ini-
tiatives directed at providers and policy makers.31,32

Despite the VAHCSs leading role in health care ed-
ucation and health equity promotion, to date, there is a
dearth of evidence of providers’ views of health care
disparities in the VAHCS (e.g., whether disparities
exist and its underlying causes). This study addresses
this specific gap and further advances existing research
on providers’ perspectives about health care disparities
by assessing providers’ views on who has the responsi-
bility for addressing health care disparities. It also ex-
amines the linkage between providers’ beliefs about
disparities and their views on who should lead efforts
to eliminate them, which may bring new and valuable
insights to inform organizational intervention strate-
gies to promote health equity.

Methods
This study is part of a larger sequential mixed methods
study, Enhancing Motivation of Providers On Work to
Eliminate Racial disparities (EMPOWER), which was
conducted at three VA Medical Centers.15,16 The pri-
mary objective of EMPOWER was to understand
how to effectively communicate with health care pro-
fessionals about health care disparities. It involved
two phases. Phase one included assessment of provid-
ers’ views of and attributions to health care disparities,
and phase two focused on (1) a factorial experiment
that tested the impact of tailored narratives on identi-
fying and increasing providers’ readiness to act to re-
duce disparities, and (2) identification of narrative
type that leads to the highest level of participation in
disparity-reduction training among providers. The
data presented in this part are part of the first phase
of the parent study.

Survey design, measurements, and variables
We administered a survey designed for this study to as-
sess provider’s beliefs about health care for culturally
and ethnically diverse patients. In the absence of existing
validated surveys on this topic, ours was constructed
based on a literature review of factors contributing to
differences in health care quality for racial and ethnic

minority patients. It consisted of single items that
asked participants about their beliefs about health care
and other broad issues. See Appendix A1 for a copy of
the survey and Appendix A2 for information sheet.

The following item was used to assess providers’ per-
ceptions of disparities: ‘‘Please indicate how much you
agree or disagree with the following statement (1) mi-
nority patients in the U.S. as a whole receive lower
quality health care than White patients.’’ Responses to
survey questions ranged from strongly agree to strongly
disagree on a seven-point Likert scale. The seven-point
Likert scale gave responders a broader range of options
and facilitated completion of the survey. However, for
parsimony and ease of interpretation, we converted
the seven-point response range to a three-point mea-
sure (agree, neutral, disagree) by grouping similar re-
sponses together. Comparisons of findings from the
two measures yielded similar results.

Moreover, we assessed providers’ beliefs of the ex-
tent to which (1) patient behavior, (2) provider behav-
ior, and (3) the social and economic conditions in
which patients live contribute to racial differences in
health care quality, with responses ranging from
0 = not at all to 6 = a great deal. We examined these at-
tributional categories by asking participants to identify
how specific patient, provider, and organizational fac-
tors such as providers’ biases and patients’ health be-
haviors contribute to differences in health care for
minority patients. We also evaluated providers’ beliefs
about what degree of responsibility (1) VA patients, (2)
VA providers, and (3) VA health care system should
have for reducing disparities. Reponses to these ques-
tions ranged from 0 = not at all to 6 = a great deal,
which were reduced to not at all, neutral, or a great
deal. We compared findings from the seven-point
scale to the three-point scale and there were no
major differences. We examined the distribution of
provider characteristics, and beliefs about disparities,
and used multivariate logistic regression to examine
the association between provider characteristics and
beliefs about disparities. We used bootstrapping meth-
ods to compare the percentages statistically, obtaining
95% confidence intervals.33 We used SAS version 9.2.

Sample and recruitment procedures
The study was conducted at two large Midwestern VA
Medical Centers and one VA Medical Center in the
Southern region of the United States. These sites were
purposefully selected because of different population
compositions (mostly African American at the Southern
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sites and predominantly White patients at the Midwest-
ern sites), as well as differential racial attitudes of people
living in the Midwestern and Southern regions of the
United States.34,35 Moreover, previous research has
shown that clinical practices with varied proportions
of minority patients have different workplace environ-
ments, provider characteristics and experiences, and pa-
tient care quality.36–38 Therefore, we wanted to include
in our sample a broad range of providers from different
VA facilities that have low and high proportions of mi-
nority patients to facilitate maximum variations in par-
ticipants’ demographic characteristics, racial attitudes,
and experiences with patients of minority backgrounds.

Participants in the study consisted of nurse practition-
ers, physicians, and physician assistants. Recruitment
methods are described in detail elsewhere.15,26 Initially,
we recruited participants through email with postal
mail follow-up. We obtained a list of all physicians,
nurse practitioners, and physician assistants from the
three facilities from the Veterans Health Administration
(VHA) intranet (N = 637). Given the low response rates,
we changed our recruitment approach to include in-
person recruitment, in which the investigator at each
site provided information about the study at staff meet-
ings and invited providers to complete the survey, on
paper or online. Overall, between January 6, 2014, and
December 8, 2014, 273 participants completed the sur-
vey online. Of these, 134 participants completed the sur-
vey online, and 139 completed a paper survey. The
response rate for one site was 59%. The response rates
for the other two sites were underestimated (31% and
27%) because we were not able to track the surveys
that were not deliverable. All surveys were self-
administered and took 10–15 min to complete.

Results
We received responses from 273 participants. Due to
missing data, only 232 participants were included in
the final analyses. Most participants were physicians
and predominantly White. The sample was equally di-
vided by gender. Half of the participants reported that
they had cultural competency training and nearly half
that practiced in clinical settings that they estimated
had greater than 25% racial and ethnic minority pa-
tients. Additional information on provider demographic
and practice characteristics is presented in Table 1.

As shown in Table 2, most participants, 69%,
reported that minority patients in the United States re-
ceive lower quality care. Sixty-three percent of partici-
pants attributed health care disparities to patients’

socioeconomic status (SES) conditions, 42.8% attrib-
uted disparities to patient behavior, and 33.2% attrib-
uted disparities to provider behavior.

We then examined specific contributors to disparities
within three attributional categories as follows: patient fac-
tors, provider factors, and organizational factors. Among
patient factors, participants identified several patient be-
haviors as contributors to health care disparities such as
patient uncooperativeness (47%), patient attitudes/beliefs
about provider (49%), patient misunderstanding of treat-
ment (53%), and patient health behaviors (57%). Poor
communication by providers was identified by almost
half of the participants (48%) as a major contributor to
health care inequality. For organizational-level factors,
few participants (27%) viewed lack of provider workforce
diversity as a contributor. By contrast, many viewed lack of
time/resource for providers to address social issues (60%)
as a contributor.

In terms of who the participants viewed as being re-
sponsible for reducing disparities, 75% of the participants
identified the VA and other health care organizations as
having responsibility, followed by providers (70%) and
then patients (45%). Multivariate analyses did not reveal

Table 1. Provider Characteristics (%)

Variable Total, N = 232

Gender
M 50.2
F 49.8

Race
White 80.4
Black 2.6
Latino 3.1
Native American 0.9
Asian 11.4
Other 1.3
Decline 0.4

Age
< 45 27.9
45–59 42.0
60 + 30.1

Site
Charleston 18.6
Chicago 22.0
Minneapolis 59.5

Had cultural competency training
No 49.1
Yes 50.9

Professional status
NP 22.0
MD 69.0
PA 7.3
Other 1.7

Percentage of patients that are non-White
Less than 10% NW 15.4
10–25% NW 38.9
Greater than 25% NW 45.7

NW, non-White.
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significant associations between participants’ views on
the existence of health care disparities and providers’
characteristics, site, professional status, or training in cul-
tural competence.

Discussion
Our goal in this study was to describe VA health care
providers’ beliefs about the contributors to and respon-
sibility for reducing racial and ethnic health care dis-
parities. To our knowledge, our study is the first to
assess beliefs about responsibility, as well as contribu-
tors, to disparities. In so doing, we sought to set the
stage for future studies to help develop engagement
and intervention strategies that would be effective
with providers, based on their preexisting beliefs.
Based on provider surveys from three VAHCSs from

the Midwestern and Southern regions in the United
States, we found that most participants recognized
the existence of health care disparities in the U.S. health
care system. Consistent with previous findings,21,23,25

providers in this study were more likely to identify
patient-related factors over provider-related factors
as contributors to differences in health care quality
for minority patients. In addition, there was a great
deal of variability in providers’ responses in terms
of the specific contributors endorsed, at the patient,
provider, and organizational levels. For example, al-
though few participants endorsed provider differ-
ences in prescribing of medications (13%) and in
provision of specialty referrals (12%) as contributing
to disparities, many more endorsed providers’ poor
communication (48%).

Table 2. Provider Beliefs: Contributors to and Responsibility for Reducing Disparities

Percentage endorsing

Strongly, somewhat,
slightly disagree

Neither agree
nor disagree

Strongly, somewhat,
slightly agree

Minority patients in the United States as a whole receive lower
quality health care than White patients

25.11 5.53 69.36

Not at all A great deal

0 1 2 3 4 5 6

How much does SES conditions in which the patient lives contribute
to racial differences in health care quality?

22.03 14.41 63.56

How much does patient behavior contribute to racial differences in
health care quality?

36.86 20.34 42.80

How much does provider behavior contribute to racial differences
in health care quality?

40.00 26.81 33.19

Contributors to disparities: specific items
Patient factors

Patient health behaviors (diet, exercise, adherence) 20.69 21.98 57.33
Patient mistrust in the medical system 23.18 21.46 55.36
Patient misunderstanding of treatment 26.72 20.69 52.59
Patient attitudes/beliefs about provider 30.17 20.69 49.14
Patient preferences for type of treatment 35.22 25.22 39.57
Patient uncooperativeness 37.23 16.02 46.75
Poor communication by patients 39.22 23.28 37.5
Patient lack of effort 44.21 21.03 34.76
Lack of motivation on the part of patients 41.63 22.32 36.05

Provider factors
Poor communication by providers 32.76 18.97 48.28
Provider attitudes/beliefs about minority patients 41.03 21.37 37.61
Provider biases in decision making 50.64 22.32 27.04
Differences in prescribing of medications 66.38 20.26 13.36
Difference in provision of specialty referrals 67.97 20.35 11.69

Organizational factors
Lack of time/resources for providers to address social issues 22.32 17.6 60.09
Provider workforce diversity 49.79 22.32 27.90
Difference in provision of specialty referrals 67.97 20.35 11.69

Responsibility for reducing disparities
VA health care system responsible for reducing racial health care

disparities
12.82 11.97 75.21

VA providers responsible for reducing racial health care disparities 14.1 16.24 69.66
VA patients responsible for reducing racial health care disparities 33.48 21.46 45.06

SES, socioeconomic status; VA, Veterans Affairs.
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Despite the fact that most participants did not be-
lieve that providers contribute to disparities, the ma-
jority did believe that providers and health care
organizations are responsible for reducing them.
The idea that providers who are resistant to the no-
tion that they contribute to health care disparities
might nonetheless be motivated to address disparities
in their own practice was a central premise of the
EMPOWER project, which sought to develop narra-
tives (or stories) to engage such resistant providers.
In our qualitative and quantitative studies,15,16,26

we found that providers who did not believe provid-
ers contributed to disparities responded more posi-
tively to ‘‘provider success’’ narratives, in which
the provider in the story successfully resolved a
problem involving Black patient compared with
‘‘Provider Bias’’ narratives in which a Black patient
experienced racial bias by a provider.15,16 These
findings, along with the results of our secondary
analysis, underscore the need to carefully consider
how activities aimed at reducing racial health care
disparities are framed.

Interventions might focus on directly offering pro-
viders concrete ways that they and their organization
can help reduce health care disparities and improve pa-
tient care (such as improving patient–provider com-
munication), rather than focusing squarely on the
issues of racial bias. In contrast, it could be argued
that interventions that bypass systemic racism inherent
in health care and the larger society39,40 reinforce an in-
dividualistic ideology, dominant in the United States,
in which individuals (e.g., patients) are responsible
for fixing their own problems.41 In the short run, how-
ever, it may be more effective for health care organiza-
tions to understand what values and motivations held
by providers, such as their feelings of responsibility
for addressing disparities, will be most fruitful to target,
if real change is to occur.

In addition, departing from prior research that
assessed providers’ beliefs of the existence of and contrib-
utors to health care disparities,23,25 this study included
items such as patients’ SES and social conditions of
life, which are broadly considered as social determinants
of health.42,43 Participants viewed the social contexts of
patients’ lives as influential in patients’ health care expe-
riences and outcomes.

In most studies on providers’ perceptions of health
care disparities, much of the discussion on who is re-
sponsible for health care disparities has focused on the
individual—either the individual patient or provider—

and the belief that individual health behaviors are the
most important determinants of health.44–46 However,
recent approaches to health care disparities have
moved beyond individual responsibility to embrace a
social determinant perspective.47,48 This theoretical
perspective sees organizational contexts and structures,
sociohistorical factors, inequalities, and political ideol-
ogies as influencing health behaviors.49,50 Our finding
demonstrating providers’ support for a greater role in
addressing patients’ social contexts addresses a gap in
perceptions of disparities in the literature and suggests
the need for future studies to integrate in their surveys
questions about system factors and perceptions of re-
sponsibility for addressing disparities.

These findings have implications for VAHCS
health equity initiatives. Specifically, our findings
suggest that system-level health care disparity re-
duction efforts rather than individual behavioral
changes might be more effective and desirable.
They provide evidence to support and encourage
the development of programs that seek to address
social determinants of health as contributors to vet-
erans’ health. The VAHCS’ current ‘‘Whole Health’’
initiative is an example of such programs.51 It seeks
to provide person-centered care that takes into con-
sideration social aspects of patients’ lives in their
care—their values, needs, and goals. Specifically, it
encourages patients and providers to develop part-
nerships to identify what matters most to patients
and to help empower and equip patients to meet
their personalized goals. Building on this Whole
Health approach and findings from this study, future
interventions may address what resources and orga-
nizational support providers may need to effectively
provide ‘‘whole healthcare’’ to patients that go be-
yond their presenting health problems and to be
able to address social contexts that impact their
health and well-being.

Our study participants downplayed the importance
of workforce diversity for reducing disparities. In con-
trast, research suggests that a diverse workforce is a key
factor in reducing disparities.1,52–56 This is an area for
future intervention at the organizational level, espe-
cially in the VA where the minority Veteran population
is rapidly increasing. It will be important to make pro-
viders more aware of the importance of workforce di-
versity. Future studies on patients’ views of workforce
diversity are also needed.

Participants acknowledged that ineffective patient–
provider communication contributes to health inequality.
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This finding is consistent with previous studies.57

Shared decision-making, an effective communicative
approach, presents opportunities to deliver patient-
centered care and to address sociocultural con-
texts of patients’ lives, as well as issues related to
social determinants of health.58–61 Future steps in im-
proving health care quality and equity for minority
patients could focus on increasing providers and
patients’ participations in shared decision-making
processes.

Our study provides new data on providers’ views
of health care disparities and factors that contribute
to these disparities. Yet, several limitations should
be noted. We constructed a survey based on the lit-
erature to assess providers’ perspectives on health
care disparities. Our findings, although not based
on validated measures, provide a preliminary assess-
ment of VA providers’ views on health care disparities.
We also condensed the survey from a seven-point Lik-
ert scale to a three-point scale, which may have
affected the reliability of our measure and data inter-
pretation. Although our findings are descriptive at
this stage, they are the first steps in generating hy-
potheses for understanding providers’ causal attribu-
tions of health care disparities, mapping progress of
health equity efforts in terms of changes in providers’
attitudes and beliefs, and for developing valid mea-
sures for future studies. Moreover, it is possible
that our relatively low response rate could have
resulted in a sample in which providers who partic-
ipated in the study were more aware about issues
of disparities and more motivated to address it.
Our response rate and limited sample size may also
account for the lack of identified relationships be-
tween site, participants’ views of racial health care
disparities and providers’ characteristics, site, and
professional status.

Providers in this study were all VHA providers.
While racial disparities have been documented in
many areas of VHA care and continue to persist, the
VHA has invested in a wide range of efforts to elimi-
nate them and has met with some success.31,62,63 Our
sample also may not be representative of all VA
health care providers and did not facilitate full eval-
uation of providers’ characteristics across multiple
factors. Our sample also consisted of providers who
are primarily from large urban areas with a growing
minority population. Therefore, our findings may
not be generalizable to the broader U.S. health care
system.

Conclusion
This study offers insights into how to develop strategies
for engaging providers in disparity-reduction activities.
Despite the fact that most providers in our study did
not believe providers contributed to disparities, they
did believe that they and health care organizations
were responsible for addressing them. They also believe
that more efforts are needed to address social determi-
nants of health to successfully address health care
disparities. Health care leaders, policy makers, and re-
searchers should take advantage of this receptivity to
develop, implement, and test initiatives that address
health care system and social determinants of health
care disparities.

Patient Anonymity and Informed Consent
This study was approved by the VA Central Institu-
tional Review Board (IRB) on January 22, 2013 (C-
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consent prior to the interview.
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Appendix A1. Provider Perspectives on Delivering Care
to Diverse Patients Survey
A. It has been documented that minority patients in the Veterans Affairs, on average, receive lower quality

health care than White patients.
1. In your opinion, how much does each of the following factors contribute to these racial differences in health

care quality:

Not at all A great deal

1 2 3 4 5 6 7

a. Patient behavior , , , , , , ,
b. Provider behavior , , , , , , ,
c. The social and economic conditions in which patients live , , , , , , ,

2. In your opinion, how much should each of the following groups be responsible for reducing these racial dif-
ferences in health care quality?

Not at all A great deal

1 2 3 4 5 6 7

a. VA patients , , , , , , ,
b. VA health care providers , , , , , , ,
c. The VA health care system , , , , , , ,

3. How much do you think that each of the following factors contributes to racial and ethnic differences in the
quality of care of clinically similar patients?

Not at all A great deal

1 2 3 4 5 6 7

a. Patient uncooperativeness , , , , , , ,
b. Differences in provision of specialty referrals , , , , , , ,
c. Provider work force diversity , , , , , , ,
d. Patient attitudes/beliefs about provider , , , , , , ,
e. Patients’ lack of effort , , , , , , ,
f. Patient preference for type of treatment , , , , , , ,

g. Provider attitudes/beliefs about minority patients , , , , , , ,
h. Patient understanding of treatment , , , , , , ,
i. Lack of time/resources for providers to address social issues , , , , , , ,
j. General miscommunication with patients by providers , , , , , , ,

k. Patient health behaviors (diet, exercise, adherence) , , , , , , ,
l. Patient mistrust in the medical system , , , , , , ,

m. Patients’ social and economic circumstances , , , , , , ,
n. Differences in prescribing of medications , , , , , , ,
o. Lack of motivation on the part of patients , , , , , , ,

4. Please indicate how much you agree or disagree with the following questions:

Strongly
disagree

Somewhat
disagree

Slightly
disagree

Slightly
agree

Somewhat
agree

Strongly
agree

a. Minority patients in the United States as a whole
receive lower quality health care than White patients

, , , , , ,

b. The VA health care system treats people unfairly
based on their race and ethnicity

, , , , , ,
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5. Please indicate how much you agree or disagree with the following questions:

Strongly
disagree

Somewhat
disagree

Slightly
disagree

Slightly
agree

Somewhat
agree

Strongly
agree

a. Conscientious patients deserve better
health care than those with self-inflicted
problems

, , , , , ,

b. Those who contribute the most to society
should get better health care

, , , , , ,

c. More health care dollars should be spent
on those that contribute most to society

, , , , , ,

d. Compliant patients are entitled to more
of my time than noncompliant ones

, , , , , ,

B. The following are some questions about you and your practice. Please answer the questions to the best of
your ability.

1. What is your gender? , Male , Female
2. Which of the following best describes your racial or ethnic background? (Please check all that apply):

, African American/American-born Black
, African-born Black
, Asian or Pacific Islander
, Latino or Latin American or Hispanic
, Native American/Alaska Native
, White/European American
, Other: __________________________________________

3. Were you born in the United States?
, Yes
, No

4. Did you attend medical school in the United States?
, Yes
, No

5. Please indicate your current professional status (select one or more):
, Nurse Practitioner
, Physician (MD, DO)
, Physician Assistant
, Other:_______________________________________________

6. Approximately what percent of your patients are non-White: ______________%
7. Have you ever participated in cultural competency training or training related to health care disparities?

, Yes If Yes, approximately how many hours of training did you engage in: _____________
, No

8. How helpful did you think your cultural competency training was?

Not at all A great deal

1 2 3 4 5 6 7
, , , , , , ,

C. Would you be interested in and willing to participate in a 60 min interview (at a time that is convenient
for you), to provide input on developing educational messages to improve the care of diverse patients?

, Yes
, No
Thank you so much for your participation. Please contact the Principal Investigator, Dr. Diana
J. Burgess (diana.burgess@va.gov; 612-467-1591) if you have any questions or concerns.
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Appendix A2. Information Sheet 1 for Phase 1 Screening
Survey ‘‘Provider Perspectives on Delivering Care to
Diverse Patients’’

1. Introduction: You are being invited to take part in a research study that is being funded by the Department
of Veterans Affairs. Before you decide to take part, it is important for you to know why the research is being
done and what it will involve. This includes any potential risks to you, as well as any potential benefits you
might receive.
Read the information below closely and discuss it with family and friends if you wish. Ask one of the study
staff if there is anything that is not clear or if you would like more details (see List no. 10 for study staff). If
you do decide to take part, you will be asked to click a box to indicate that you received all of the informa-
tion below

2. Background and purpose:
a. This survey is part of a research project funded by VA Health Services Research and Development, in

partnership with a number of Veterans Affairs (VA) organizations, including the National Center for
Health Promotion, the Office of Patient Centered Care and Cultural Transformation, the VA Centers
of Excellence in Primary Care Education, and the VHA Employee Education System. We hope this
project will help us improve the delivery of health care in the VA for culturally and ethnically diverse
patients.

b. The purpose of this study is to develop educational initiatives for providers that align with their beliefs
about health care for culturally and ethnically diverse patients, to improve the delivery of health care in
the VA for these patients.

c. You are being invited to participate in this study because you are a clinical provider at your VA facility.
3. Duration of research: At this time your participation will last about 10–15 min to complete the survey.

Based on your responses to this survey, you may be invited to participate in a follow-up study.
4. Study procedures: The survey consists of questions dealing with your thoughts about health care for cul-

turally and ethnically diverse patients. There are also a few questions about your broader values and beliefs
about the world.

5. Possible risks and discomfort: Apart from the risk to confidentiality discussed below, there is the possi-
bility that you may be uncomfortable answering some of the questions. You are fee to skip any questions
you wish not to answer, or you may withdraw from the study at any time by emailing the Principal Inves-
tigator (diana.burgess@va.gov).

6. Potential benefits: There is no benefit to you for participation in this study.
7. Indirect benefits. This research will help guide the development of strategies to improve health care within

the VA, particularly for racially and ethnically diverse patients.
8. Confidentiality: Your responses will be completely confidential. Your responses will be stored securely and

separately from your name and email address, and only researchers and technical support staff with secu-
rity clearances will have access to the record. A file containing your identifying information is stored on a
secure, password protected server within the VA and will only be used to send e-mails inviting your par-
ticipation in this study and a potential follow-up study. We will report study findings aggregately and will
never report on a specific participant or a specific VA facility.

9. Participation is voluntary and your decision not to take part will not affect your employment.
10. There are no costs to you for participating and you will receive no payment for participation.
11. Persons to contact about this study. You can contact the Principal Investigator, Dr Diana Burgess (dia-

na.burgess@va.gov; phone: 612-467-1591) with any questions, complaints, and concerns about the re-
search or related matters. You can also contact another Co-Investigator Dr. Melissa Partin; Minneapolis
VAHCS, Melissa.partin@va.gov; (612) 467-3841.
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If you have questions about your rights as a study participant, or you want to make sure this is a valid VA
study, you may contact the VA Central Institutional Review Board (IRB). This is the Board that is respon-
sible for overseeing the safety of human participants in this study. You may call the VA Central IRB toll free
at 1-877-254-3130 if you have questions, complaints, or concerns about the study or if you would like to
obtain information or offer input.

12. Agreement to participate in research: Please click on the link http://vhaminweb3/ccdordev/empowerproject/
surveyindex.asp stating that (1) you have read the information above, (2) if you have questions you understand
whom to contact, and (3) you voluntarily agree to participate in this study.
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