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Abstract

Background: Medical care delivery has been substantially disrupted during the
coronavirus disease 2019 (COVID-19) pandemic, leading to delays in medical
care, particularly among older adults. Less is known about how these delays
have affected different segments of this population. Understanding the negative
health consequences older adults face from delayed care will provide critical
insights into the longer-term population health needs following the pandemic.
Methods: We used data from a COVID-19 substudy embedded in a nationally
representative longitudinal study of older adults, the National Social Life,
Health, and Aging Project. Data were collected between September 14, 2020,
and January 27, 2021. Two thousand six hundred seventy-two individuals
responded to the survey. Using logistic and multinomial logistic regressions,
we determined respondent-level characteristics associated with delayed medi-
cal care, experiencing a negative impact on physical health from delayed care,
and with reporting worsening physical health during the pandemic.

Results: Nearly, one-third (32.8%) of older adults reported delayed medical care
during the pandemic. Female sex, higher levels of education, greater concerns
about the pandemic, and poorer self-rated physical health were associated with
delayed medical care. Blacks and those who are 70 and older were less likely to
report delayed care. Among those whose care was delayed, 76.5% reported having
already recovered delayed care. Nearly one in five (17.6%) reported that delayed
care negatively affected their health. Older adults with worse self-rated physical
and mental health or who had not fully recovered delayed care were more likely
to report perceived negative health impacts from the delay. Regardless of delayed
medical care, 10.2% reported worse physical health during the pandemic.
Conclusions: One-third of older adults experienced care delays during the
pandemic. Despite high rates of care recovery, nearly one in five older adults
who experienced delayed care reported being negatively affected. Strategies
must be developed to reach these vulnerable patients to increase their
healthcare utilization.

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any

medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.
© 2022 The Authors. Journal of the American Geriatrics Society published by Wiley Periodicals LLC on behalf of The American Geriatrics Society.

American Geriatrics Society

1620 wileyonlinelibrary.com/journal/jgs

J Am Geriatr Soc. 2022;70:1620-1628.

8SUSD1 SUOWILLIOD BAIRID (et |dde au) Aq pausench ae Saoie YO ‘8sn JO SN 104 Afelq1 aUljUQ AB|IM UO (SUOHPUOD-PUe-SLLLIBY WD A3 | 1M AReiq 1 pU 1 UO//'SA1IY) SUOIIPUOD pUe SWB | 83Ul 89S *[2202/0T/Lz] uo Afeiqi aunuo As|iam ‘(-ouleAnde1) aqnopeay Aq 508, TSBI/TTTT 0T/I0p/uod s m Areiqipuljuo'seunolsBe//sdny wolj papeojumoq ‘9 ‘220z ‘STFSZEST


https://orcid.org/0000-0002-9854-7156
mailto:selenazhong@uchicago.edu
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://wileyonlinelibrary.com/journal/jgs
http://crossmark.crossref.org/dialog/?doi=10.1111%2Fjgs.17805&domain=pdf&date_stamp=2022-04-13

DELAYED MEDICAL CARE AMONG US OLDER ADULTS

IAGS | 1621

KEYWORDS

COVID-19, medical care delay, older adults

INTRODUCTION

Since the start of the coronavirus disease 2019 (COVID-19)
pandemic, there has been a significant shift in medical
care delivery and utilization. Many ambulatory visits and
surgeries were temporarily canceled. There was a nation-
wide migration to telehealth but with variable roll-out
across medical facilities. There was also a concern that
patients would electively avoid medical care due to worries
about COVID-19 transmission risk."> Subsequently, stud-
ies have documented reductions in emergency department
visits,>* cancer screenings and treatments,” elective and
surgical procedures, regular check-ups, treatment for
ongoing conditions, and preventive care.' In a nationwide
representative sample of US adults aged 18 years or older,
it was estimated that about 41% of US adults had electively
avoided or delayed medical care during the pandemic
because of concerns over the coronavirus.”’ In these stud-
ies, racial/ethnic minorities, unpaid caregivers, and those
with health insurance, disabilities, younger age, or chronic
health conditions were more likely to delay care during
the pandemic.’

While multiple studies have documented delays in
medical care, key questions remain unanswered. First,
we know less specifically about the experiences of older
adults, a particularly vulnerable subpopulation that is
both at high risk for COVID-19 complications and from
the negative consequences of delayed medical care. Sec-
ond, while previous research has documented a rebound
in emergency department visits® and outpatient visits,’
these data do not distinguish whether this rebound was
due to recovery of delayed care or for new and acute
medical issues; thus, it remains unknown whether
delayed care was recovered at a later point in time and
how care was recovered. Third, and most importantly,
little is known about the degree to which older adults
perceived that delayed medical care had negatively
affected their health.

To address these questions, we use data from a
cohort study on older adults. The National Social Life,
Health, and Aging Project (NSHAP) is an ongoing
nationally representative longitudinal study of US
community-dwelling older adults. During the pan-
demic, NSHAP conducted a study to understand how
older adults were impacted by the pandemic and incor-
porated a variety of questions about the overall experi-
ence of seeking medical care during the pandemic,
including questions on delayed care, recovering

Key points

« One-third of older adults experienced medical
care delays during the pandemic.

« Nearly one in five older adults who experi-
enced delayed medical care reported perceiving
that their health was negatively affected by the
care delay.

« Older adults with worse self-rated physical and
mental health or who had not fully recovered
delayed care were more likely to report per-
ceived negative health impacts from the care
delay.

Why does this paper matter?

With most attention primarily directed at SARS-
CoV-2-related illnesses and deaths, less is known
about the health consequences of delayed medi-
cal care during the pandemic, particularly among
older adults who may need additional healthcare
services to maintain health and well-being.
Understanding the extent of medical care delays
and its potential health consequences can allow
healthcare providers to prepare for the potential
increase in health problems among this subpopu-
lation following the pandemic.

delayed care, perceived health effects of delayed medi-
cal care, and current health status.

Using these data, we primarily aimed to characterize
the extent of medical care delay among older adults as
well as how much of the delayed care has since been
recovered; we then estimated any perceived detrimental
effect of delayed medical care on older adults' health
and well-being. We secondarily aimed to quantify the
impact of the pandemic on self-rated physical health,
regardless of medical care delays. Our study will provide
a comprehensive overview of health care utilization
among older adults during a global pandemic, which
may help us develop targeted interventions to address
any unmet health needs. We also hope to understand
the extent of perceived harm the pandemic has had on
the older adult population beyond SARS-CoV-2-related
illnesses and deaths to better prepare for these health
consequences.
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DATA

We use data from the National Social Life, Health, and
Aging Project (NSHAP)'s COVID-19 study. NSHAP is an
ongoing nationally representative longitudinal survey
of community-dwelling US older adults that began in
2005-2006 with in-home interviews of a sample of 3005
older adults aged 57-85. NSHAP conducts an additional
round of data collection every 5 years. In 2010-2011,
surviving respondents were reinterviewed along with
their spouses and cohabiting romantic partners. In
2015-2016, NSHAP collected a third round of data
with 4777 respondents; surviving respondents were
reinterviewed, and a second cohort of older adults aged
50-67 were enrolled in the study along with their
partners and age-eligible household members.

In 2020-2021, prior to the collection of NSHAP's
Round 4 data, a COVID-19 substudy was conducted to
better understand US older adults' experiences during
the pandemic. The sample for the COVID-19 study
comprised of previous NSHAP respondents—2580 cohort
1 and 2368 cohort 2 members. Ninety-six cases deter-
mined to be deceased or hard refusals in prior rounds
were removed from the sample, yielding a final eligible
COVID-19 substudy sample of 4852 respondents.
Data for the COVID-19 study were collected between
September 14, 2020, and January 27, 2021 using web,
phone, and paper and pencil surveys. Two thousand
six hundred seventy-two individuals responded to the
survey, resulting in a conditional response rate of 58.1%
for both cohorts combined. Nonresponse rates were
higher in those of older age, men, and poorer health but
did not differ by race/ethnicity. Additional details about
sample recruitment and characteristics for each round of
NSHAP data collection have been reported
elsewhere.'*"?

METHODS

Primary Measures. (1) Delayed medical care: Medical care
delay was measured by asking respondents whether they
had experienced delays in needed medical, dental, or
vision care since the start of the COVID-19 pandemic
(Check all that apply: Yes, I delayed medical care; Yes, I
delayed dental care; Yes, I delayed vision care; No). (2) Del-
ayed care completion and mechanism: If respondents
experienced delays in any type of care, they were then
asked whether they had completed the care that was del-
ayed (Yes, I completed all of it; Yes, I completed some of it;
No, I completed none of it). If respondents had completed
some or all their care, they were asked how they had
completed their care (Check all that apply: By phone

TABLE 1
and health characteristics

Weighted descriptive statistics: Sociodemographic

%

Age

<60 21.5

60-69 38.2

70-79 28.1

80+ 12.3
Sex

Male 44.5

Female 55.5
Race/ethnicity

White 79.8

Black 9.8

Hispanic 6.6

Other 3.8
Education

<High school 6.6

High school/equivalent 21.0

Vocational/some college 36.0

Bachelor's or more 36.4
Self-rated mental health

Excellent 17.8

Very good 37.6

Good 32,5

Fair/poor 12.2
Chronic illness

None 50.6

One 324

Two or more 17.1
Self-rated physical health

Excellent 10.9

Very good 35.5

Good 36.8

Fair/poor 16.8

Mean (Range)

Activities of daily living 0.5 (0-7)
Concern about the pandemic 7.5 (1-10)

Note: N = 2445.

calls; By video calls; By emails, texts, or portal messages;
By in-person visits to the doctor, dentist, or clinic; None of
the above). (3) Impact of delayed care: Respondents who
experienced delayed care were also asked whether they
believed that the delayed care negatively affected their
health (Yes; No; Do not know). (4) Impact of the pan-
demic on health: To evaluate whether the pandemic had
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TABLE 2 Weighted descriptive statistics: Medical care delay
and impact of pandemic on physical health

N %

Delayed medical care since pandemic 2445

started
No 67.2
Yes 32.8
Has R completed care that was 762

delayed?®
Yes, I completed all of it 29.6
Yes, I completed some of it 46.9
No, I completed none of it 23.5
Completed delayed care by phone?® 590
No 73.9
Yes 26.1
Completed delayed care by video 590

calls/telehealth®
No 75.7
Yes 24.3
Completed delayed care by emails, 590

texts, or MyChart*
No 92.3
Yes 7.7
Completed delayed care by in-person 590

visits®
No 12.2
Yes 87.8
Did delayed care negatively affect 725

health?*
Yes 17.6
No 56.9
Do not know 25.5
Physical health currently better or 2441

worse as before the COVID-19

pandemic
Better 5.5
Worse 10.2
About the same 84.3

*Respondents were only asked these questions if they reported they had
delayed any type of care (medical, vision, and/or dental) during the
pandemic.

affected one's physical health, all respondents were asked
“Is your physical health currently better, worse, or about
the same as before the COVID-19 pandemic?”

Covariates. The sociodemographic variables gender,
age, race/ethnicity, education, number of chronic condi-
tions, and number of difficulties with activities of daily
living (ADLs) come from the NSHAP 2015-2016 dataset.

The age range for our analytic sample is 50-99; age was
recoded into a categorical variable with age groups “<60,”
“60-69,” “70-79,” and “80+.” The variable for race/
ethnicity includes the categories “non-Hispanic white,”
“Hispanic and non-Hispanic black,” “non-black Hispanic,”
and “Other.” Education was measured by highest degree
completed using four categories (1 “Less than high school”
2 “High school/Equivalent” 3 “Vocational/Some college”
4 “Bachelor's or more”). For the chronic illness measure,
nine comorbid conditions (heart attack, stroke, dementia,
coronary artery disease, arthritis, diabetes, cancer, congestive
heart failure, emphysema) were totaled and recoded into
“none,” “one,” “two or more.” A score of one was assigned
for any reported difficulty for each ADL, resulting in an
ADL scale that ranged from 0 to 7.

Current self-rated mental and physical health and levels
of concern about the pandemic were assessed during the
COVID-19 substudy. Reports of current self-rated physical
and mental health include the categories “Excellent,” “Very
Good,” “Good,” “Fair,” and “Poor;” “Fair” and “Poor” were
recoded into a single category. Level of concern about the
pandemic was assessed on a numeric rating scale ranging
from 1 to 10, with higher numbers indicating more concern.
Weighted descriptive statistics for all our measures appear
in Tables 1 and 2.

Statistical Analysis. We used a logistic regression analysis
to identify factors associated with delayed medical care (any
medical care delays versus none). A multinomial logistic
regression analysis was used to identify factors associated
with reporting perceived negative health effects from delayed
medical care (no versus yes; and no versus do not know). To
determine characteristics associated with the likelihood of
reporting worsened physical health during the pandemic, we
used a logistic regression analysis (worse health versus about
the same/better health). We included age, race/ethnicity,
gender, education, current self-rated physical and mental
health, level of concern about the pandemic, number of
ADLs, and number of chronic conditions as covariates.

All analyses were conducted in Stata 15 (StataCorp.,
College Station, TX) using NSHAP's round 3 survey
weights, and statistical significance was determined with
95% confidence intervals. For the regression analyses esti-
mating the odds of delayed medical care and of worsened
physical health during the pandemic, the full sample was
used; all other analyses were restricted to respondents
who reported delayed medical care.

RESULTS
Sample characteristics

Table 1 provides weighted descriptive statistics of our full
analytic sample (N = 2445). The mean age was 67.8; the

85UB0 17 SUOLIWOD) 3AISID 8(qeot|dde 8y} Aq pauseAob e S3o e YO ‘8SN JO S3|N. 104 Arid 1T 8UIUQ AS]IAA UO (SUOIPUOO-PUR-SWBH W0 A8 1M Ae1q 1 U1 UO//SANY) SUORIPUOD pue SWB | 34} 89S *[2202/0T/.2] U0 AridiT 8ullu A8|IM ‘(U eAnge1) aqnopeay Aq S08.T'SBI/TTTT 0T/I0p/W0o A8 1M ARIq 1 pUIIUO'S feUINO KBe//SdNY WOJj papeojumod ‘9 ‘Z202 ‘STHSZEST



1624 | T AGS

ZHONG ET AL.
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FIGURE 1 Factors
associated with delayed medical
care among older adults, odds
ratio. Reference categories are:
<60, male, white, <HS, no
chronic illness, excellent
physical health, excellent mental
health
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Odds Ratio

largest age group in our sample was the 60-69 group
(38.2%), while the 80+ group was the smallest (12.3%).
There were more women (55.5%) in our sample than
men (44.5%). 79.8% of our sample were white. A large
proportion of our sample reported educational attain-
ment of some college or more (72.4%). Only a minority
reported fair/poor physical health (16.8%) and fair/poor
mental health (12.2%). 50.6% reported having no chronic
illness. The mean number of difficulties with ADLs was
low (0.5), but mean level of concern about the pandemic
was high (7.5).

Delayed medical care

32.8% of older adults reported that their medical care had
been delayed since the start of the pandemic (Table 2).
Those who were in the 70-79 years age group (OR 0.63,
95% CI 0.48-0.83) as well as in the 80+ years age group
(OR 0.47, 95% CI 0.33-0.68) were less likely to report del-
ayed medical care than those younger than 60. Blacks
(OR 0.64, 95% CI 0.49-0.83) were less likely to report del-
ayed medical care than whites. We found that women
were more likely to report delayed medical care than
men (OR 1.35, 95% CI 1.11-1.65). Those with higher
levels of education—having some college (OR 1.63, 95%
CI 1.02-2.60) and having bachelor's or more (OR 1.72,
95% CI 1.04-2.86)—were more likely to report delayed
medical care than those with less than a high school

degree. Older adults experiencing higher levels of con-
cern about the pandemic (OR 1.18, 95% CI 1.12-1.23) or
have two or more chronic conditions (OR 1.46, 95% CI
1.04-2.04) were also more likely to report delayed medi-
cal care. Those with worse self-rated physical health—
good (OR 1.67, 95% CI 1.10-2.53) or fair/poor health
(OR 2.67, 95% CI 1.73-4.14)—were more likely to report
delayed medical care than those who had excellent
health (Figure 1).

Recovery of delayed medical care

Among those who had experienced delayed medical care
and responded to the question about care recovery
(N = 762), 23.5% reported that they still had not com-
pleted any of their medical care 6-10 months after the
start of the pandemic. 46.9% reported that they had com-
pleted some of it, and only 29.6% had completed all their
delayed medical care (Table 2).

Among older adults who completed at least some of
their delayed medical care (N = 590), an overwhelming
majority of respondents (87.8%) completed their delayed
care through in-person visits. Most older adults did not
use remote health services to complete delayed care—
only 26.1% reported completing delayed care by phone,
24.3% completed delayed care by video calls, and 7.7%
completed delayed care by email, texts, or MyChart
(Table 2).
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TABLE 3 Factors associated with reporting perceived negative

health impact from delayed care, relative risk ratios

Relative to no
perceived negative Yes, RRR

health impact (95% CI)
Age (ref. <60)
60-69 0.99 (0.49-2.01)
70-79 1.05 (0.48-2.26)
80+ 0.83 (0.37-1.86)
Sex (ref. male)
Female 0.96 (0.59-1.57)

Race/ethnicity (ref. white)

Black 1.62 (0.85-3.10)
Hispanic 1.38 (0.59-3.21)
Other 1.54 (0.39-6.09)
Education (ref. <HS)
HS/Equivalent 0.74 (0.22-2.44)
Vocational/some  0.86 (0.28-2.61)
college

Bachelor's or more 0.57 (0.18-1.73)
Self-rated mental health (ref. excellent)

Very good 1.12 (0.42-3.00)

Good 1.29 (0.55-2.98)

Fair/poor 3.87 (1.33-11.23)*
Chronic illness (ref. none)

One 1.07 (0.59-1.93)
Two or more 1.28 (0.68-2.39)
Self-rated physical health (ref. excellent)

Very good 2.57 (0.46-14.24)
Good 3.80 (0.82-17.60)
5.51 (1.04-29.24)*

1.01 (0.86-1.18)

Fair/poor
Activities of daily
living
Concern about the
pandemic

1.07 (0.92-1.23)

Do not know,
RRR (95% CI)

1.39 (0.83-2.32)
1.14 (0.64-2.04)
0.71 (0.35-1.44)

1.22 (0.77-1.93)

0.72 (0.30-1.69)
0.69 (0.28-1.72)
0.59 (0.18-1.99)

1.31 (0.43-4.05)
1.14 (0.40-3.30)

1.65 (0.55-5.00)

1.37 (0.66-2.83)
1.53 (0.69-3.38)
2.31 (0.83-6.44)

0.86 (0.51-1.44)
0.88 (0.43-1.77)

1.06 (0.49-2.30)
1.58 (0.66-3.74)
2.42 (0.89-6.60)
0.91 (0.75-1.10)

1.06 (0.95-1.18)

Completed delayed care (ref. completed all delayed care)

Yes, I completed
some of it

No, I completed
none of it

4.29 (2.28-8.06)"**

3.75 (2.24-6.28)***

4.83 (2.21-10.57)** 5.73 (2.89-11.35)%**

Note: N = 718. **p < 0.001, **p < 0.01, and *p < 0.05.

Perceived impact of delayed medical care

on health

Among those who experienced delayed medical care and
responded to the question about perceived negative
health effects from delayed medical care (N = 725),

nearly one in five older adults (17.6%) believed that
their delayed medical care had negatively affected their
health, and an additional 25.5% said they “do not
know” if delayed medical care had negative health
effects (Table 2).

Those who had fair/poor self-rated physical health
(RRR 5.51 95% CI 1.04-29.24) and fair/poor self-rated
mental health (RRR 3.87, 95% CI 1.33-11.23) were more
likely to report that delayed medical care had negatively
affected their health in comparison to those with excel-
lent health. Those who only completed some delayed
medical care (RRR 4.29, 95% CI 2.28-8.06) or had com-
pleted none of their delayed medical care (RRR 4.83, 95%
CI 2.21-10.57) were also more likely to report that del-
ayed care had negatively impacted their health compared
to those who were able to fully recover their delayed care
(Table 3, Yes column).

Additionally, we looked at factors that were associ-
ated with the likelihood of reporting uncertainty over
whether delayed medical care had harmed one's health
(do not know versus no). We found that older adults who
had completed some (RRR 3.75 95% CI 2.24-6.28) or
none of their delayed care (RRR 5.73 95% CI 2.89-11.35)
were more likely to report that they do not know if del-
ayed care negatively impacted their health in comparison
to those who had fully recovered their care (Table 3, Do
not know column), indicating that incomplete delayed
care either increased the risk of reporting perceived harm
to health or increased the risk of reporting uncertainty
about one's health status.

Perceived impact of the pandemic on
physical health

To further evaluate the effects of the pandemic on health,
we looked at reports of self-rated changes in physical
health during the pandemic compared to before it. 10.2%
of all participants reported that their current physical
health was worse than prior to the pandemic, 84.3%
reported that physical health was about the same, and
5.5% reported that physical health was better (Table 2).
There were no differences in the odds of reporting
worsened health between those who did not delay medi-
cal care and those who had delayed care but fully recov-
ered delayed care. However, older adults who delayed
care and had only recovered some delayed care (OR 1.93
95% CI 1.01-3.68) or delayed care and did not recover
any delayed care (OR 2.55 95% CI 1.24-5.2) were more
likely to report worsened physical health than those who
had fully recovered their delayed care (Table 4). This sug-
gests that delayed care itself does not necessarily nega-
tively affect health—it is only when delayed care has not
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TABLE 4 Factors associated with reporting worse physical
health (vs about the same/better) during the coronavirus disease
2019 (COVID-19) pandemic, odds ratio

OR (95% CI)
Age (ref. <60)

60-69 0.79 (0.53-1.15)
70-79 0.69 (0.41-1.13)
80+ 0.50 (0.27-0.91)*

Sex (ref. male)

Female

1.16 (0.84-1.60)

Race/ethnicity (ref. white)

Black 0.56 (0.34-0.91)*
Hispanic 1.03 (0.49-2.18)
Other 0.43 (0.13-1.44)

Education (ref. <HS)

1.83 (0.84-4.00)
2.41 (1.06-5.46)*
3.05 (1.31-7.09)**

HS/equivalent
Vocational/some college
Bachelor's or more
Self-rated mental health (ref. excellent)
Very good 2.72 (1.24-5.96)*
Good 3.32 (1.56-7.09)**
Fair/poor 4.95 (2.20-11.13)***
Chronic illness (ref. none)
One 1.04 (0.70-1.56)
Two or more 0.89 (0.55-1.45)
Self-rated physical health (ref. excellent)

Very good 1.22 (0.44-3.36)
Good 2.75 (1.03-7.36)*
6.96 (2.54-19.11)***

0.94 (0.82-1.07)

1.11 (1.02-1.20)*

Fair/poor
Activities of daily living
Concern about the pandemic

Compensated delayed medical care (ref. delayed, fully

compensated)
No delay 1.52 (0.81-2.88)
1.93 (1.01-3.68)*

2.55 (1.24-5.22)*

Delayed, partially compensated

Delayed, no compensation

Note: N = 2430. ***p < 0.001, **p < 0.01, and *p < 0.05.

been fully recovered that leads to negative health
consequences.

DISCUSSION

The unprecedented wide scale disruption of medical
services during the COVID-19 pandemic has led to well-
documented delays in medical care,”” which may have

consequences for long-term population health. While a
full accounting of the long-term health consequences of
medical care delays due to the pandemic may require
additional years of follow-up study, we believe that it is
valuable to determine to what degree older adults believed
that their delayed care had negatively affected their health
and how many experienced worsened physical health
during the pandemic.

First, in the NSHAP cohort, the risk of delayed medi-
cal care was not evenly distributed. Notably, having two
or more chronic conditions and poorer self-rated health
were associated with an increased likelihood of delayed
medical care. It is concerning that older adults with worse
objective and subjective measures of health were more
likely to report delayed medical care. This particular
group of older adults likely need more frequent health
visits and perhaps are bearing the brunt of the conse-
quences of the shift in medical care delivery during the
pandemic. Because disturbed care could accelerate physi-
cal health declines among this group, it is imperative to
target outreach to these older adults to increase their
healthcare utilization.

Second, although delays in medical care during the
pandemic has been widely reported, few studies have
simultaneously examined the extent to which care has
been recovered after an initial delay. Our results show
that, reassuringly, 76.5% of older adults completed all or
some of their delayed medical care 6-10 months into the
pandemic. Although the rise of virtual care has been
prominently reported during the pandemic, we found
that most patients (87.8%) completed delayed care
through in-person visits, and only about a quarter com-
pleted delayed care by phone or by video. Traditional
forms of care may have played a more significant role
during the pandemic than previously reported for this
older segment of the population. Further research is
needed to better understand if older adults prefer in-
person visits over virtual care and whether the continued
prominence of telemedicine during the pandemic hinders
the ability of older adults to access healthcare.

Ultimately, the most important question is whether
delays in care—recovered or not—have led to poor
health outcomes; our evidence suggests that this appears
to be the case for a minority of older adults. Among older
adults who delayed medical care, 17.6% believed that the
delayed care negatively affected their health, and an addi-
tional 25.5% reported that they do not know if the del-
ayed care had impacted their health. Having delayed care
during the pandemic was not itself associated with
reporting worsened physical health during the pandemic.
However, delayed care that was not recovered was associ-
ated with increased odds of reporting worsened physical
health during the pandemic. Our results highlight the
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importance of continuing to improve access to care recov-
ery for older adults during the ongoing pandemic since it
is the inability to complete delayed care, rather than the
care delay, that is particularly worrisome.

Taken together, these subjective evaluations of declin-
ing health alert us to a potential increase in health prob-
lems among the older adult population. Unfortunately,
we did not have clinical measures to examine whether
there was an increase in specific types of health prob-
lems; further research using clinical measures could
examine how delayed medical care and incomplete
recovery of this care affect older adults’ trajectories of
health, aging, and mortality, as well as whether they has-
ten physical and cognitive decline.

In sum, our study reveals that one-third of older adults
had experienced delays in needed medical care during the
pandemic but most have recovered these care delays, largely
through in-person visits. However, a minority of older adults
still had not recovered care 6-10 months into the pandemic.
Those with lower physical and mental health and those with
incomplete care recovery are the most likely to report
experiencing negative effects from the delayed care. Further-
more, those with incomplete care recovery are also more
likely to report worsened physical health during the pan-
demic. It is therefore imperative that we identify the minority
of older adults who experienced care delays but have not
recovered their medical care to increase access to health ser-
vices among this group, as this group has experienced the
largest negative health burden during the pandemic.

LIMITATIONS

While we were able to document the prevalence of and
factors associated with medical care delay among a
nationally representative sample of older adults, we did
not have the data to identify the reasons why older adults
delayed medical care. It is unknown whether older adults
delayed medical care out of fear of exposure to the coro-
navirus, because appointments were canceled, or because
health care facilities were overburdened by COVID cases
and experienced reduced capacity; additionally, we did
not have data to determine what types of medical services
were delayed. Other studies should identify the reasons
for and types of delayed care and whether health facilities
have expanded their capacity to allow us to develop
targeted strategies to increase the use of health services
among older adults during the COVID-19 pandemic.

Our study is limited by data collection during a single
time point in the pandemic, roughly 6-10 months into
the pandemic. It is likely that older adults have continued
to recover their delayed care as clinics have increased
capacity. Subsequent follow-up on the status of care

recovery needs of older adults would help to determine
whether and when care recovery has been achieved.

The survey was fielded prior to the availability of
vaccines; differences in vaccination status may shape
the trajectory of health recovery, completion of delayed
care, and further care delays as the SARS-CoV-2 virus
continues to mutate and spread. Additional research
assessing vaccination status may be needed to fully
understand patterns of healthcare utilization among
older adults.

Lastly, we use data from a sample of community-
dwelling older adults, which excludes those who are
institutionalized and in poorer health, so our results may
underestimate the prevalence of delayed care and its
potential negative health consequences among older
adults. Moreover, because there was less participation
from minorities in NSHAP's COVID-19 substudy, our
estimates of delayed care and patterns of recovery may
not capture variations in access to healthcare by race dur-
ing the pandemic. Further research is needed to under-
stand the patterns of healthcare utilization among
minority communities during the pandemic.

CONCLUSIONS

Understanding how older adults experienced the impact
of delayed medical care during the global pandemic is
crucial to promote effective healthcare delivery to this
vulnerable population, especially since unrecovered del-
ayed care can lead to negative health consequences.
Healthcare systems have adopted telemedicine to provide
medical services to the population during the pandemic,
yet telemedicine may not be the most effective way of
delivering care to older adults. To encourage healthcare
utilization among older adults during the ongoing pan-
demic, clinics may need to increase availability of in-
person appointments, provide options for in-home care,
and to increase efforts to contact older adult patients for
health services.

The United States has largely been able to help
patients maintain access to healthcare during the pan-
demic and was able to limit delays; nonetheless, a small
segment of older adults experienced persistently delayed
medical care and reported perceiving a negative impact
on their health. To mitigate potentially grave health
effects, strategies must be developed to identify and reach
vulnerable patients in the upcoming months.
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