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ABSTRACT-  

Cost-related delayed care is an important concern for access to healthcare in the United States, 

especially when financial hardship and poor insurance coverage are present, and when chronic 

disease is present. The study analyzed the relationship between delayed medical care and chronic 

disease burden, financial barriers, and health care access among all adults in the United States in 

2024 based on the National Health Interview Survey Sample Adult data. A cross-sectional 

secondary analysis with complex survey weighting and design variables was performed. The 

influence of insurance coverage, usual source of care, problems paying medical bills, worry about 

medical bills, burden of chronic diseases, and sociodemographic factors on delayed medical care 

was assessed. The proportion of poor medical care was 8.58% (weighted). Delays in care were 

significantly higher among uninsured adults and those without a usual source of care. The strongest 

associations were with medical-bill problems and great concern about paying healthcare expenses. 

Lack of insurance, absence of a usual source of care, financial hardship, and increased chronic 

disease burden were associated with increased odds of delayed care in adjusted analyses. The 

lowest prevalence was among the oldest adults, those over the age of 65. These results suggest that 

financial and health-care-availability factors play a role in delaying medical care and support the 

need for measures that increase affordability and continuity of care as well as support adults with 

chronic conditions. 

Keywords: Healthcare access; Delayed medical care; Chronic disease burden; Health insurance; 

Medical financial hardship 
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1. Introduction  

Ensuring timely access to affordable health care is a major and essential prerequisite for good 

prevention of diseases, early diagnosis, continuity of the treatment process and long-term 

management of chronic disease. Yet, affordability of care continues to be a problem in the United 

States, with out-of-pocket expenses, gaps in care, deductibles and other financial pressures 

impacting patients' decisions about whether they seek care when they need it. Access issues related 

to affordability remain a critical challenge in the delivery of equitable health care, with recent 

national policy discussion highlighting that these issues are continuing to impact access for a 

variety of populations (Kazi et al., 2026). 

Having insurance is not the only measure of access to health care. Socio-economic status, work, 

income, geographic location, and access to the health care system may also influence access to 

care among adults. A large body of long-term evidence on the U.S. adult population has revealed 

that socioeconomic inequities in access to health and health services are linked to significant 

inequities in health outcomes, underscoring the health impacts of unequal access to health services 

(Gulati et al., 2025). 

Access to healthcare is also complicated by the burden of chronic disease, as people with multiple 

chronic diseases may need more frequent clinical contacts, use more medications, more monitoring 

and follow-up care. Financial barriers to health-care utilization may thus be particularly 

challenging for adults suffering from multiple chronic conditions. The fact that some U.S. evidence 

in recent years has highlighted the relevance of cost-related delays in healthcare suggests a 

relationship between multimorbidity and affordability that can impact timely healthcare can be 

found (Azubuike & Alawode, 2024). 

One of the most significant structural problems in the U.S. health care system continues to be 

affordability. The direct expenses of health insurance coverage, including deductibles, copayments, 

coinsurance, and services not covered by the insurance coverage, can be high even if people have 

coverage. These financial hurdles can cause patients to delay seeking medical care, diagnostic 

services, treatment or medication. The issues have remained for some time and have spurred 

renewed interest in affordability of healthcare as a national policy priority (McWilliams & 

Dusetzina, 2024). 

One important way to enhance access to public insurance has been the expansion of public 

insurance. Increased coverage through Medicaid expansion under the Affordable Care Act has 

been linked to changes in health care access and financial behaviour among U.S. adults, 

highlighting that greater coverage can have a positive impact on access and financial strain (Baten 

et al., 2024). However, access is still inequitable, as coverage is not necessarily linked to timely 

and affordable services. 
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Access barriers that may be especially complex for working-age adults involve the need to have 

insurance or for it to be tied to employment status, occupational benefits, and household financial 

resources. While insurance coverage is a factor that has been found to be associated with important 

differences in access to care among adults with long COVID, the relationship between health needs 

and insurance coverage status can vary in populations with chronic health needs (Ford et al., 2024). 

Even those who have private health insurance can have a significant financial burden. While 

insurance status is a useful indicator of financial protection, recent evidence suggests that financial 

stress within the health care system can continue to affect adults with commercial insurance, 

highlighting the need for measures to go beyond just insurance status to capture financial strain 

for these individuals (Shashikumar et al., 2024). It's important to consider this when examining 

delayed care, since some patients may be covered by insurance, but opt not to seek treatment due 

to financial costs. 

Other financial burdens, like medical debt and out-of-pocket expenses, also can create financial 

hardship that impacts access. The study found that adults with an increased OOHB or medical debt 

were more likely to have financial barriers to accessing needed healthcare services, suggesting a 

clear link between financial stress in the household and healthcare access (Bernard et al., 2023). 

These barriers can be particularly significant when they delay or pass up the opportunity to receive 

prevention services or when they result in an exacerbation of chronic conditions. 

Similarly, adults with prolonged post-COVID symptoms have been shown to have difficulties 

accessing healthcare. The financial and structural barriers that impact access to and affordability 

of health care services for COVID-19 patients have been reported to have deepened the need for 

health care services by adult patients (aged 18-64) with post-COVID-19 (PC19) illness (Karpman 

et al., 2023). These results further emphasise that access barriers should be studied in nationally 

representative adult populations. 

Chronic illness can also have financial ramifications that cause financial delays to care. Repeated 

healthcare utilisation, medication requirements and treatment costs can also add up, even for adults 

with chronic disease who have commercial insurance, which means there can be significantly 

worse financial outcomes (Becker et al., 2022). These provide a plausible pathway in which a 

combination of chronic disease burden and healthcare affordability can impact access to timely 

healthcare. 

Therefore, it is necessary to explore healthcare access, financial barriers and the burden of chronic 

diseases in a single framework. This study thus examined the prevalence of cost-related delay in 

medical care among U.S. adults and the association with health insurance coverage, usual source 

of care, difficulty with medical bills, financial worry, burden of chronic disease, and other key 

sociodemographic characteristics in the 2024 National Health Interview Survey (NHIS). 
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2. Materials and Methods 

2.1 Study Design and Data Source 

The NHIS-Sample Adult public-use dataset from the 2024 survey was used for a cross-sectional 

secondary analysis. NHIS is a national cross-sectional household health survey carried out by the 

National Centre for Health Statistics. The 2024 survey asked the following questions of the civilian 

noninstitutionalized population in the 50 states and the District of Columbia. The data were 

gathered from January 01, 2024, to December 31, 2024, with the main method being computer-

assisted personal interviews, supplemented by telephone interviews where appropriate. 2024-

NHIS-PRICSSA-508 

The NHIS uses a geographically clustered, stratified sampling design. Each eligible household is 

sampled, and 1 adult is selected at random to fill out the Sample Adult interview. The present 

analysis used the public-use Sample Adult file from the National Health Interview Survey (NHIS) 

from 2024, which comprised 32,629 respondents and represented the source population. 2024-

NHIS-PRICSSA-508 

2.2 Study Population and Eligibility 

The analytical population comprised NHIS 2024 Sample Adult population aged 18 years and older. 

Valid information for the variables necessary for the analysis for which the participant was 

included. If the response was refused, not ascertained, do not know or any other category not 

included in valid answers, they were coded as missing and not included in analyses involving those 

variables. 

As NHIS is a complex design, the analyses were performed on the full public use adult sample of 

NHIS, and not by manually removing the NHIS design structure. This method allows valid 

variance estimation for population and subgroup analyses as per recommendations by NCHS. 

2024-NHIS-PRICSSA-508 

2.3 Outcome Variable 

The main outcome measured was delay in health care access due to cost in the past 12 months 

(NHIS variable MEDDL12M_A). Responses where medical care was delayed due to cost were 

recorded as 1 (yes) and responses where medical care was not delayed due to cost, as 0 (no). 

Invalid/non-substantive responses were considered missing. 

Prevalence of delayed medical care was calculated for total, and for each of the following 

categories: demographic, healthcare-access, financial, and chronic-disease. 
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2.4 Healthcare Access and Financial Variables 

Measures of health care access were chosen to capture structural and financial health care access 

barriers. The state of health insurance coverage was evaluated based on the NOTCOV_A measure 

and classified as covered or not covered. The previous question, USUALPL_A was used to create 

a dichotomous variable named AVAILUROU.AVAILUROU was created from the previous 

question USUALPL_A, which was dichotomized as one usual place vs. no usual place or more 

than one usual place. 

Financial barriers were measured by both PAYBLL12M_A (problems paying or inability to pay 

medical bills), and PAYWORRY_A (degree of worry about ability to pay medical bills). The latter 

was rated as very worried, somewhat worried or not worried at all. Each of these variables was 

analyzed separately in descriptive analyses and then was included in the multivariable regression 

model. 

2.5 Chronic Disease Burden 

Chronic disease burden was constructed from five physician-diagnosed chronic conditions 

available in the Sample Adult dataset: 

• hypertension (HYPEV_A); 

• diabetes (DIBEV_A); 

• coronary heart disease (CHDEV_A); 

• chronic obstructive pulmonary disease (COPDEV_A); and 

• arthritis (ARTHEV_A). 

Each condition was coded as present or absent using valid yes/no responses. A chronic disease 

count was then calculated by summing the number of conditions present for each participant. The 

count was categorised into 0 conditions, 1 condition, and ≥2 conditions to represent increasing 

chronic disease burden. 

In addition to the composite burden measure, the five chronic conditions were evaluated 

individually to examine condition-specific differences in delayed medical care. 

2.6 Sociodemographic and Health Covariates 

The variables available in the 2024 NHIS Sample Adult were used to select for covariates, 

including age, sex, race/ethnicity, smoking status, U.S. Census region, and urban-rural residence. 
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Age was categorised as 18–24, 25–34, 35–44, 45–54, 55–64, and ≥65 years. Sex was evaluated 

based on the sex categories available. Race/ethnicity was categorized as Hispanic, non-Hispanic 

White, non-Hispanic Black, and other non-Hispanic. Lifetime and current smoking responses were 

used to determine smoking status as never, former, or current smoking. Geographic region was 

classified as Northeast, Midwest, South, or West, and urban-rural residence was classified based 

on available NHIS metropolitan/nonmetropolitan classification. 

2.7 Survey Design and Weighting 

The NHIS complex survey design was included in all analyses. The population-representative 

estimates were generated with the Sample Adult final annual weight (WTFA_A) as the sampling 

weight variable, and PSTRAT as the stratum and PPSU as the primary sampling unit. These 

variables are specified by NCHS for valid Sample Adult analysis. 2024-NHIS-PRICSSA-508 

The variance estimation was done in the framework of the linearization of Taylor series. The final 

annual weight is used to correct for nonresponse and unequal probabilities of selection. Weighting, 

clustering, and stratification were needed because NHIS is not a simple random sample, as this 

would lead to underestimation of the standard errors and increase the risk of Type I error. 2024-

NHIS-PRICSSA-508 

2.8 Statistical Analysis 

The Python programming language was utilised for analyses. Pandas and NumPy were used to 

manage and recode the data, and statsmodels and matplotlib were used for statistical modelling 

and graphical analyses. 

Sociodemographic, health access measures, chronic conditions and delayed medical care were 

summarised by frequency, percentage, and prevalence estimates, all of which were weighted. 

Weighted prevalence estimates were used to estimate corresponding 95% confidence intervals. 

The differences in delayed medical care between categorical groups were assessed by comparing 

the data using design-adjusted comparisons for complex survey data. 

A survey-weighted logistic regression was used to analyse factors associated with delayed medical 

care. Crude odds ratios were first calculated for each predictor. The multivariable model was then 

developed to include the variables related to health care access, financial barriers, chronic disease 

burden, age, sex, race/ethnicity, smoking status, geographic region and urban-rural residence. 

Adjusted odds ratios (aORs) with 95% confidence intervals (CIs) were reported for associations. 

A two-sided p-value < 0.05 was statistically significant. 
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Four main graphical outputs were created: weighted prevalence by category of healthcare access; 

weighted prevalence by degree of chronic disease burden; forest plot of adjusted associations; and 

weighted prevalence by age group. All figures have been created to publication quality. 

2.9 Ethical Considerations 

This study was conducted with publicly available, de-identified NHIS data, and participants were 

not contacted directly. The public-use files are deliberately formatted to preserve respondent 

confidentiality, and greater detail is only provided in restricted-use information via the NCHS 

Research Data Centre. 2024-NHIS-PRICSSA-508. No further recruitment of participants, 

intervention or gathering of identifiable personal information was therefore carried out for this 

secondary analysis. 

3. Results 

3.1 Sociodemographic Characteristics of the Study Population 

The analysis included 32,629 adults from the 2024 National Health Interview Survey. Adults aged 

≥65 years constituted the largest weighted age group (22.98%), followed by those aged 25–34 

years (17.10%) and 35–44 years (17.02%). Females represented 51.32% of the weighted 

population, whereas males accounted for 48.68%. Most respondents were non-Hispanic White 

(61.13%), followed by Hispanic (17.94%), non-Hispanic Black (11.84%), and other non-Hispanic 

racial/ethnic groups (9.10%). 

Regarding smoking status, 67.64% were never smokers, 22.42% were former smokers, and 9.94% 

were current smokers. Regionally, the South accounted for the largest proportion of the weighted 

population (38.56%), followed by the West (23.58%), Midwest (20.50%), and Northeast (17.36%). 

Large central metropolitan areas accounted for 31.73% of participants, whereas 14.10% lived in 

nonmetropolitan areas. The weighted sociodemographic and health characteristics of the study 

population are presented in Table 1. 

Table 1. Weighted Sociodemographic and Health Characteristics of U.S. Adults in the 2024 

National Health Interview Survey 

Characteristic Category Unweighted n Weighted % 95% CI 

Age group 18–24 years 2,008 11.59 10.99–12.19 
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25–34 years 4,676 17.10 16.55–17.65 

35–44 years 5,057 17.02 16.48–17.57 

45–54 years 4,446 15.43 14.92–15.94 

55–64 years 5,467 15.87 15.41–16.33 

≥65 years 10,923 22.98 22.39–23.58 

Sex 

Male 14,985 48.68 48.00–49.35 

Female 17,639 51.32 50.65–52.00 

Race/ethnicity 

Hispanic 4,762 17.94 16.72–19.15 

Non-Hispanic White 21,770 61.13 59.67–62.60 

Non-Hispanic Black 3,296 11.84 11.02–12.65 

Non-Hispanic other 2,801 9.10 8.43–9.77 

Smoking status 

Never smoker 20,351 67.64 66.87–68.41 

Former smoker 8,162 22.42 21.80–23.05 

 Current smoker 3,363 9.94 9.47–10.40 
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Region 

Northeast 5,178 17.36 16.43–18.28 

Midwest 7,492 20.50 19.49–21.50 

South 11,815 38.56 37.15–39.97 

West 8,144 23.58 22.34–24.82 

Urban–rural residence 

Large central metro 9,376 31.73 29.66–33.81 

Large fringe metro 6,836 24.81 22.60–27.02 

Medium/small metro 9,113 29.36 26.66–32.05 

Nonmetropolitan 7,304 14.10 12.90–15.30 

3.2 Overall Prevalence of Delayed Medical Care 

The overall weighted prevalence of delayed medical care because of cost was 8.58% among U.S. 

adults. Considerable variation was observed according to healthcare-access and financial 

characteristics. Adults experiencing limitations in healthcare access or financial difficulty 

consistently showed higher prevalence estimates than their respective comparison groups. 

Healthcare-access characteristics and the corresponding prevalence of delayed medical care are 

summarised in Table 2. The variation in delayed medical care according to healthcare-access and 

financial-barrier characteristics is also illustrated in Figure 1. 
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Figure 1. Weighted Prevalence of Delayed Medical Care According to Healthcare Access 

Characteristics Among U.S. Adults 

3.3 Health Insurance Coverage and Usual Source of Care 

Health insurance coverage showed a marked association with delayed medical care. Adults without 

health insurance had a weighted delayed-care prevalence of 26.79%, compared with 6.75% among 

insured adults (p<0.001). Thus, delayed care was approximately four times as prevalent among 

uninsured adults at the descriptive level. 

Differences were also apparent according to the availability of a usual source of healthcare. Adults 

reporting no usual place of care had a weighted delayed-care prevalence of 16.63%, compared 

with 7.62% among those with one usual source of care. Adults reporting more than one usual place 

of care had an intermediate prevalence of 11.12%. 

These findings are presented in Table 2 and visually supported by Figure 1, which demonstrates 

the substantially higher prevalence of delayed care among uninsured adults and those without a 

usual source of healthcare. 
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Table 2. Healthcare Access Characteristics and Prevalence of Delayed Medical Care 

Among U.S. Adults 

Healthcare access 

characteristic 
Category n 

Delayed care, 

weighted % 
95% CI 

p-

value 

Health insurance 

coverage 

Covered 30,218 6.75 6.35–7.15 <0.001 

Not covered 2,318 26.79 24.63–28.95  

Usual place of care 

One usual place 28,930 7.62 7.18–8.06 <0.001 

No usual place 2,739 16.63 14.97–18.30  

More than one 

place 
721 11.12 8.35–13.88  

Problems paying medical 

bills 

No 29,186 5.47 5.10–5.84 <0.001 

Yes 3,243 33.56 31.50–35.61  

Worry about paying 

medical bills 

Not at all 

worried 
18,720 2.33 2.04–2.63 <0.001 

Somewhat 

worried 
9,576 9.18 8.44–9.93  

Very worried 4,135 31.97 30.10–33.83  
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3.4 Financial Barriers to Medical Care 

Financial difficulty was among the most prominent characteristics associated with delayed medical 

care. Adults who reported problems paying medical bills had a weighted delayed-care prevalence 

of 33.56%, compared with only 5.47% among those who did not report such problems (p<0.001). 

A pronounced gradient was also observed according to concern about paying medical bills. 

Delayed medical care occurred in 31.97% of adults who were very worried about paying medical 

expenses, compared with 9.18% among those who were somewhat worried and 2.33% among 

those who were not worried at all. 

As illustrated in Figure 1, medical-bill problems and high levels of concern regarding healthcare 

expenses were associated with the highest observed prevalence estimates of delayed medical care. 

3.5 Chronic Disease Burden and Delayed Medical Care 

Chronic disease burden was evaluated using selected chronic conditions, including hypertension, 

diabetes, coronary heart disease, chronic obstructive pulmonary disease (COPD), and arthritis. At 

the descriptive level, the weighted prevalence of delayed care differed only slightly according to 

the number of chronic conditions. 

Adults with no selected chronic conditions had a delayed-care prevalence of 8.42%, compared 

with 8.79% among adults with one chronic condition and 8.70% among those with two or more 

conditions. The overall unadjusted difference between the three burden categories was not 

statistically significant (p=0.707). 

The distribution of delayed medical care according to chronic disease burden is presented in Table 

3. The weighted prevalence estimates across the three burden categories are displayed in Figure 2, 

demonstrating the limited crude variation between groups. 

Table 3. Chronic Disease Burden and Delayed Medical Care Among U.S. Adults 

Chronic 

condition/burden 
Category n 

Delayed care, 

weighted % 
95% CI 

p-

value 

Hypertension No 20,314 8.80 8.27–9.33 0.071 

 Yes 12,263 8.06 7.42–8.71  
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Diabetes No 28,891 8.52 8.06–8.98 0.414 

 Yes 3,709 9.06 7.82–10.31  

Coronary heart disease No 30,406 8.73 8.28–9.17 <0.001 

 Yes 2,110 5.73 4.36–7.09  

COPD No 30,733 8.49 8.05–8.93 0.044 

 Yes 1,856 10.32 8.44–12.21  

Arthritis No 23,861 8.28 7.79–8.76 0.005 

 Yes 8,724 9.67 8.79–10.55  

Chronic disease burden 0 conditions 15,825 8.42 7.84–9.00 0.707 

 1 condition 8,519 8.79 7.99–9.59  

 ≥2 

conditions 
8,095 8.70 7.87–9.54  
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Figure 2. Weighted Prevalence of Delayed Medical Care According to Chronic Disease 

Burden Among U.S. Adults 

3.6 Individual Chronic Conditions and Delayed Medical Care 

Analysis of individual chronic diseases showed that delayed-care patterns varied by condition. 

Adults with COPD had a weighted delayed-care prevalence of 10.32%, compared with 8.49% 

among those without COPD (p=0.044). Adults with arthritis similarly exhibited a higher 

prevalence of delayed care than adults without arthritis (9.67% vs. 8.28%, p=0.005). 

Differences according to hypertension and diabetes status were comparatively small in the 

unadjusted analysis. Hypertension was associated with delayed-care prevalence estimates of 

8.06% among affected adults and 8.80% among those without hypertension, whereas the 

corresponding estimates for diabetes were 9.06% and 8.52%, respectively. 

These condition-specific results are summarized in Table 3 and indicate that the crude association 

between chronic illness and delayed care differed across specific disease groups. 

3.7 Multivariable Factors Associated With Delayed Medical Care 

The survey-weighted multivariable logistic regression identified several healthcare-access and 

financial characteristics associated with delayed medical care. As shown in Table 4, uninsured 
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adults had significantly higher adjusted odds of delayed care than insured adults (aOR=2.52, 95% 

CI: 2.12–2.99; p<0.001). Adults without a usual source of healthcare also had higher adjusted odds 

of delayed care (aOR=1.45, 95% CI: 1.21–1.73; p<0.001). 

Financial barriers showed the largest adjusted associations. Adults who experienced problems 

paying medical bills had 3.73 times the odds of delayed care compared with those without such 

problems (95% CI: 3.24–4.29; p<0.001). Compared with adults who were not worried about 

paying medical bills, those who were somewhat worried had increased odds of delayed care 

(aOR=3.06, 95% CI: 2.62–3.57; p<0.001), while those who were very worried had substantially 

greater odds (aOR=9.72, 95% CI: 8.09–11.69; p<0.001). 

After adjustment for healthcare-access and demographic factors, chronic disease burden was also 

associated with delayed care. Adults with one chronic condition had higher odds than those with 

none (aOR=1.31, 95% CI: 1.13–1.52; p<0.001), while those with ≥2 chronic conditions had greater 

odds (aOR=1.80, 95% CI: 1.50–2.16; p<0.001). 

The complete survey-weighted regression results are presented in Table 4, while the magnitude 

and precision of the major adjusted associations are illustrated in Figure 3. 

Table 4. Survey-Weighted Logistic Regression of Factors Associated with Delayed Medical 

Care Among U.S. Adults 

Predictor Comparison 
Crude OR (95% 

CI) 

Adjusted OR (95% 

CI) 

p-value for 

adjusted 

model 

Insurance coverage 
Not covered vs 

covered 
5.06 (4.45–5.74) 2.52 (2.12–2.99) <0.001 

Usual place of care 

No usual place vs 

one usual place 
2.42 (2.11–2.77) 1.45 (1.21–1.73) <0.001 

More than one vs 

one usual place 
1.52 (1.14–2.03) 1.17 (0.80–1.71) 0.408 



 
International Journal for Research in Health Science and Nursing 
(ISSN: 2208- 2670)  
Vol. 12, Issue 01, March 2026 

DOI: 10.65327/hsn.v12i1.2481 

23 

 

Medical bill 

problems 
Yes vs no 8.73 (7.78–9.79) 3.73 (3.24–4.29) <0.001 

Medical bill worry 

Somewhat vs not at 

all worried 
4.23 (3.66–4.89) 3.06 (2.62–3.57) <0.001 

Very worried vs not 

at all worried 

19.66 (16.88–

22.90) 
9.72 (8.09–11.69) <0.001 

Chronic disease 

burden 

1 vs 0 conditions 1.05 (0.93–1.18) 1.31 (1.13–1.52) <0.001 

≥2 vs 0 conditions 1.04 (0.91–1.18) 1.80 (1.50–2.16) <0.001 

Age 

25–34 vs 18–24 

years 
1.60 (1.31–1.96) 1.29 (1.00–1.67) 0.046 

35–44 vs 18–24 

years 
1.30 (1.05–1.61) 1.00 (0.78–1.27) 0.994 

45–54 vs 18–24 

years 
1.36 (1.10–1.69) 0.90 (0.69–1.16) 0.407 

55–64 vs 18–24 

years 
1.15 (0.94–1.42) 0.77 (0.59–1.00) 0.052 

≥65 vs 18–24 years 0.30 (0.24–0.38) 0.27 (0.20–0.37) <0.001 

Sex Male vs female 0.76 (0.69–0.85) 0.81 (0.72–0.91) <0.001 
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Race/ethnicity 

Hispanic vs NH 

White 
1.19 (1.04–1.35) 0.50 (0.43–0.60) <0.001 

NH Black vs NH 

White 
1.02 (0.87–1.20) 0.66 (0.53–0.81) <0.001 

NH other vs NH 

White 
0.70 (0.57–0.85) 0.58 (0.47–0.72) <0.001 

Smoking status 

Former vs never 

smoker 
1.17 (1.03–1.33) 1.22 (1.05–1.41) 0.009 

Current vs never 

smoker 
1.89 (1.64–2.16) 1.17 (0.97–1.40) 0.096 

Region 

Midwest vs 

Northeast 
1.37 (1.15–1.64) 1.15 (0.93–1.41) 0.202 

South vs Northeast 1.67 (1.42–1.96) 1.22 (1.02–1.46) 0.027 

West vs Northeast 1.27 (1.07–1.51) 1.22 (1.01–1.48) 0.038 

Urban–rural 

residence 

Large fringe vs 

large central metro 
0.98 (0.85–1.14) 1.04 (0.88–1.23) 0.669 

Medium/small vs 

large central metro 
1.25 (1.09–1.44) 1.17 (1.00–1.38) 0.051 

Nonmetropolitan vs 

large central metro 
1.00 (0.86–1.17) 0.84 (0.70–1.01) 0.069 
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Figure 3. Adjusted Odds Ratios and 95% Confidence Intervals for Factors Associated with 

Delayed Medical Care Among U.S. Adults 

3.8 Age-Related Variation in Delayed Medical Care 

Substantial differences in delayed medical care were observed across age groups. Adults aged 25–

34 years had the highest weighted prevalence at 12.45%. This was followed by adults aged 45–54 

years (10.81%), 35–44 years (10.36%), and 55–64 years (9.28%). Adults aged 18–24 years had a 

weighted prevalence of 8.16%. 

In contrast, adults aged ≥65 years had the lowest prevalence of delayed medical care, at 2.62%. 

The age-specific pattern is illustrated in Figure 4, showing a marked reduction in delayed-care 

prevalence among the oldest age group compared with younger and middle-aged adults. 
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Figure 4. Weighted Prevalence of Delayed Medical Care Across Age Groups Among U.S. 

Adults 

3.9 Overall Pattern of Findings 

Taken together, the findings demonstrated that delayed medical care was most strongly 

concentrated among adults experiencing financial and healthcare-access barriers. The highest 

descriptive prevalence estimates occurred among adults with problems paying medical bills, those 

very worried about medical expenses, and those without health insurance. Chronic disease burden 

showed minimal differences in the unadjusted prevalence analysis but was associated with higher 

odds of delayed care after multivariable adjustment. Age-related differences were also evident, 

with adults aged 25–34 years showing the highest prevalence and adults aged ≥65 years the lowest. 

4. Discussion 

The present analysis shows significant variation in the cost-related delayed health care utilization 

of U.S. adults by healthcare-access, financial, demographic and chronic-disease characteristics. 

The most notable patterns were seen in those adults who were without insurance, had no usual 

source of care, who had difficulty paying medical bills, and who were concerned about the cost of 

medical bills. These results are consistent with the broader evidence that financial exposure 
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continues to be one of the most important factors impacting timely receipt of needed care among 

adults (Moon et al., 2026). 

The relationship between not being insured and delayed care is also comparable to the national 

evidence available for disease-specific care. Lack of insurance has been found to be related to cost-

related delays in or missed care for adults with diabetes, particularly (Casagrande & Lawrence, 

2025). However, insurance status does not necessarily reflect the true level of accessibility as 

administrative barriers can also hinder access to care. Even when people have insurance, they can 

face extra hurdles due to insurance denials and administrative hassles (Yaver, 2024). 

Another factor identified in the present study that was associated with usual source of care is access. 

Adults lacking a regular health care facility had a higher prevalence as well as adjusted odds of 

delayed care. Access to health services is important and could help minimize delays by ensuring a 

consistent health services entry point for evaluation, follow-up and referrals. Similarly, previous 

studies have found multiple individual and healthcare access factors to be linked to late care for 

adults (Ratnapradipa et al., 2023). 

One of the most salient aspects of the financial burden was revealed as a financial strain. The 

highest adjusted association was found with the adults who reported problems with their medical 

bills and with those who expressed a high concern for paying medical bills. Cost-sharing and high 

deductibles in insurance plans significantly add to the direct economic cost of care for adults with 

chronic disease, which continues to be a concern (Park et al., 2023). Beyond attendance, financial 

stress has also been shown to affect cost-related nonadherence in individuals with CLD (Kim et 

al., 2024), highlighting the impact that affordability issues can have on health-care utilization. 

The financial-access pattern observed was also consistent with those observed in a cardiovascular 

population. Adults with atherosclerotic cardiovascular disease (ASCVD) have been linked to 

delays in receiving medical care, both due to cost and non-cost barriers (Mszar et al., 2024). 

Current national data also show that financial difficulties continue to be an issue for adults with 

cardiovascular disease, further emphasizing the importance of financial constraints that may 

prevent adults with cardiovascular disease from accessing health care in a timely fashion (Shah et 

al., 2026). 

The burden of chronic diseases revealed an interesting difference between the crude and adjusted 

analysis. There was a small difference in weighted prevalence by disease burden (zero, one or two 

or more chronic disease conditions) for delayed care, while the adjusted analysis showed increased 

odds with increased disease burden. This indicates that the association between multimorbidity 

and delay in care might be partly explained by other demographic factors such as age, insurance, 

financial burden, and other factors. Cost-related medicine nonadherence is another example of 
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how a chronic disease can couple with cost constraints; for adults with COPD, there was significant 

cost-related medication nonadherence (Wen et al., 2024). 

There was some variation across chronic diseases in the individual disease analyses. The 

differences were larger for wasted care in COPD and arthritis, but smaller for hypertension and 

diabetes. This may be because of symptom burden, treatment intensity, or frequency of contact 

with the healthcare system, as well as the need for and costs of medications. Cardiovascular risk 

factors (CVRFs) among the working-age population have also been linked to access to care, which 

implies that barriers to access can affect the management of CVRFs in various ways across the 

conditions (Marinacci et al., 2023). 

There was another interesting finding, the age gradient. Adults aged 25 - 34 years reported the 

highest weighted prevalence of delayed medical care, while adults aged 65 years or older reported 

the lowest prevalence of delayed medical care. Younger and middle-aged adults might have more 

fluctuations in insurance coverage, employment-based benefits, and costs of health care than older 

adults, who are more likely to have established health care relationships. There are also studies 

that show there is variation in delayed and foregone care amongst nonelderly U.S. adults by age 

(Giannouchos et al., 2022). 

It is important to consider regional differences as well. The majority of the subjects in the study 

were from the southern part of the country, and there was a difference in the regression analysis 

by region. Medical financial hardship has been shown to persist in the Southern United States and 

has been linked to other socioeconomic and health care system differences (Datta et al., 2024). 

Racial/ethnic disparities have also been documented among Medicare beneficiaries with respect 

to satisfaction with access and affordability of healthcare services, suggesting that access barriers 

may differ among racial/ethnic groups (Roberts et al., 2024). 

Other factors that might relate to disability and functional status, not measured in the main study 

variables, may also affect access to healthcare. Among U.S. adults, there are differences in access 

to healthcare by disability and by race, further highlighting the need to consider intersecting 

vulnerabilities as they relate to healthcare access (Choi et al., 2025). The disparities in delayed 

healthcare access have also been found between gender groups, which suggests that barriers can 

go beyond traditional socioeconomic and clinical groups (Finneran et al., 2024). 

In conclusion, the results suggest that not only does the chronic disease burden affect medical care 

delays, but also the overall impact of insurance coverage, medical care affordability, continuity of 

care, and the sociodemographic context. In the healthcare and nursing practice context, these 

results indicate that these factors should be routinely identified as potential indicators of patients' 

medical-bill problems, absence of a usual source of care, and multiple chronic conditions. 

Additional data also suggest that medical debt is strongly linked to delayed care for physical, 
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mental and dental health issues, further highlighting the need for screening financial barriers to 

care in clinical and community environments (Moon et al., 2026). 

Public health and health services approaches to reducing delayed health care will likely need to 

encompass not only coverage, but actual affordability of services as well. Strategies that focus on 

coverage alone are likely to be less effective in addressing ongoing costs to patients, administrative 

hassles, or gaps in access to care. This finding aligns with evidence that the linkage between 

affordability and access is highly associated with healthcare utilisation and financial hardship for 

several U.S. populations (Shah et al., 2026). 

5. Conclusion 

This study confirms that there is a strong relationship between cost-related delayed health care and 

health care access problems, and financial difficulty in the United States for adults. The weighted 

overall prevalence of delayed care was 8.58%, but was significantly greater for uninsured adults, 

adults with no usual source of care, adults who had difficulty paying medical bills and adults who 

experienced significant worry regarding health care costs. These results suggest that financial 

access to needed medical care on time is still very much related to financial constraints. The 

prevalence of delayed care for chronic diseases was largely similar across unadjusted analyses, 

and adults with 1 or more chronic conditions had increased odds of delayed care when compared 

to adults with selected chronic conditions in the adjusted analysis. This implies that the impact of 

chronic illness could be more pronounced if healthcare access, financial factors and demographic 

aspects were considered together. There were also significant differences in age related to the 

prevalence, with younger and middle-aged adults having higher prevalence than adults over 65 

years of age. The overall conclusions suggest that such a step to decrease delayed healthcare access 

will not only involve extending insurance coverage but also a greater effort to improve the quality 

of care and its accessibility. Support for navigating and continuity of care for adults living with 

chronic conditions, the financial burden of out-of-pocket costs, and policies and healthcare 

strategies should also be considered. These measures could contribute to facilitating timely access, 

preventing unnecessary deterioration in health, as well as enhancing patient-centred care. 
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