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Introduction
Medical debt is a substantial problem in Arizona. Whereas, debt in general can be draining, there is evidence that debt related to medi-
cal bills is more damaging than other types of consumer debt—to some extent because the underlying medical bills are often incurred 
through an illness or injury that also limits the ability to work. Problems paying out-of-pocket medical costs have been found to be 
associated with higher credit card debt,1 increased bankruptcy rates,1-4 more calls from bill collectors than those with other types of 
debt,1 and diminished access to care.5-8 

This report is the fourth and last in a series designed to explore the prevalence, predictors and consequences of medical debt in  
Arizona. In these reports, medical debt refers to recent problems paying medical bills, having current bills, or both. The first report in 
this series presented data demonstrating that medical debt is an important and wide-spread problem that causes substantial financial 
hardship in Arizona. The second report in the series focused on the role of health insurance in medical debt. The third report presented 
the results of a series of models that validated the surprising results of the second report—that health insurance does little to prevent 
medical debt. These models also revealed the troubling fact that the incidence of medical debt is significantly higher in households 
with children. This fourth and final report in this series focuses on the consequences of medical debt. These reports are based on 
data from the 2008 adult Arizona Health Survey (AHS 2008), a comprehensive survey of 4,200 households designed to assess health  
insurance coverage, health status, health-related behaviors, and social and environmental factors that affect population health.9
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Consequences of Medical Debt in Arizona
In 2008, one out of five Arizonans 18 to 64 years of age delayed or did not get needed medical care, and two-thirds of these indicated 
that cost or lack of insurance was a reason (data not shown). Similarly, one out of six Arizonans aged 18 to 64 years delayed or did not 
get a medicine that was prescribed for them, and almost two-thirds of these also indicated cost or lack of insurance as a reason (data 
not shown). These estimates, while disturbing, seem to be lower than what has been seen nationally. According to a 2007 survey, 31 
percent of US adults 19 to 64 years of age did not visit a doctor or clinic although they had a medical problem, 20 percent did not get 
needed specialist care, and 31 percent did not fill a prescription, all due to cost.10, 11

Table 1 shows the relationships between medical debt status and several of its potential consequences. As can be seen, the rates of 
delayed or missed care and medications in the past year are dramatically higher for those with medical debt than for those without, 
whether cost or lack of insurance are given as a reason or not. This is consistent with what was seen in a national survey of adults.6 

The causal relationship between medical debt and delayed or missed care and medications will be explored further in the remainder 
of this report. 

The last five rows of Table 1 shows the rates of other known consequences of medical debt. This series of questions in the AHS 2008 
was only asked of those who reported medical debt. Thus, the last column of the table is blank. Because these questions specifically 
asked whether respondents had experienced any of these hardships because of medical debt, no further analysis of causality will be 
performed for these outcomes. These results were discussed and presented in graph form in the first report of this series on medical 
debt and the analysis will be summarized again here. 

As can be seen in Table 1, nearly two-thirds of Arizonans 18 to 64 years of age reporting either type of medical debt, also reported 
some sort of hardship as a result of those bills. Those with problems paying medical bills in the past year were more likely than those 
paying off current medical bills to be unable to pay for basic necessities and to have to take out a loan or use up savings because of 
these bills. However, similar to what was seen in delayed care and medications, Arizonans seem to be better off than what has been 
seen nationally. 

Of adults reporting in a national survey that they had difficulty paying medical bills, 65 percent reported that they had problems 
paying for other necessities, 62 percent took money out of savings, 53 percent borrowed money, 20 percent thought about filing for 
bankruptcy, and 4 percent did file for bankruptcy.6 This survey also indicated that 62 percent of those reporting medical bill problems 
had been contacted by a collection agency. Comparable estimates for adult Arizonans (including those 65 and older) are that 40 per-
cent were unable to pay for basic necessities, 46 percent took out a loan or used up savings, and 3 percent filed for bankruptcy (data 
not shown). Of Americans 19 to 64 years of age who reported problems paying medical bills, had current debt, or both, 29 percent 
report that they are unable to pay for basic necessities (food, heat, or rent) because of medical bills, and 30 percent took on credit 
card debt.12 Comparable estimates for Arizonans are slightly higher at 31 percent unable to pay for basic necessities, and 33 percent 
taking on credit card debt (Table 1).

Note that although either 2 percent (the estimate for Arizonans 18 to 64 years of age from Table 1) or 3 percent (the estimates for all 
Arizona adults discussed above; data not shown) may seem like a low rate of bankruptcies, it is two or three times the national aver-
age, at the time of the survey.13 It is also possible that the rate of bankruptcy is under-reported in the 2008 Arizona Health Survey. 
When 12 years of estimates based on the results of an annual national panel survey were compared to actual numbers of bankruptcy 
filings each year, it was shown that the survey-based results consistently under-estimated actual filings by one half.14 Other studies 
have also shown a relationship between medical debt and bankruptcy. Approximately half of those filing for bankruptcy and of those 
seeking professional help for debt management report that medical bills contributed to their debt problems, and that rate seems to 
be increasing over time.2, 4, 15     
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Problems Paying  
or Unable to Pay Medical 

Bills in Past Year

 
Currently Paying Off  

Medical Bills

Problems Paying OR  
Currently Paying OFF 

Medical Bills

No Problems Paying  
OR Current  

Medical Bills

Table 1:  Consequences of medical debt by medical debt status

Number of Arizonans 	 748,311	 729,861	 1,096,890	 2,705,310 
18 to 64 years of age	

Percent (number) of above who experienced each of these consequences:

Delayed or did not 	 39%	 32%	 33%	 9% 
get needed care	 (266,842)	 (225,912)	 (336,970)	 (212,270)

Insurance or cost 	 31%	 24%	 25%	 3% 
one reason	 (211,922)	 (167,615)	 (250,666)	 (65,755)

Delayed or did not get 	 45%	 39%	 39%	 13% 
a prescription	 (337,341)	 (284,206)	 (426,912)	 (344,771)

Insurance or cost 	 39%	 32%	 32%	 5% 
one reason	 (289,135)	 (231,922)	 (352,558)	 (143,809)

Unable to pay for 	 40%	 29%	 31%	 * 
basic necessities	 (298,841)	 (207,257)	 (341,510)	

Take on credit 	 35%	 34%	 33%	 * 
card debt	 (263,491)	 (250,365)	 (356,724)	

Take out a loan or 	 46%	 37%	 39%	 * 
use up savings	 (344,242)	 (270,941)	 (422,867)	

Declare bankruptcy	 2%	 2%	 2%	 * 
	 (15,828)	 (15,560)	 (18,877)	

Any of the above	 72%	 60%	 63%	 * 
	 (537,853)	 (435,920)	 (686,661)	

* Those who did not report medical debt were not asked these items.

Specifications of the Model of the Causes  
of Delay of Care and Medications
The results in Table 1 indicate that for Arizonans aged 18 to 64, reports of medical debt are associated with substantially higher reports 
of delay or inability to get prescribed medicines or other medical care in the past year. However, it is unclear whether this reduced 
access to care is due to medical debt itself, or only to factors related to medical debt. In order to determine the roles medical debt, 
insurance status, and other factors may play in access to care, a pair of models are specified: one model for delay or inability to get 
needed medical care and one model for delay or inability to get prescribed medications. 

An individual can delay or not receive care for a number of reasons—e.g., a medication may be delayed because the patient does  
not have time to pick it up, or someone may not get specialist medical care they felt they needed because their primary physician  
disagreed. However, between 74 and 86 percent of those reporting delayed or missed care or medications gave cost or lack of  
insurance as a reason. Therefore, this analysis will focus on these barriers to access. For ease of wording, for the remainder of this 
paper delay or inability to get a prescribed medicine because of cost or lack of insurance will be referred to as delayed medication, and 
delay or inability to get other medical care for these same reasons will be referred to as delayed care.

The model specification described below was used for both reduced-access consequences. The model entered blocks of explana-
tory variables sequentially according to a defined causal theory. Ten blocks of variables were specified and logistic regression (SPSS  
version 17.0) was used to estimate the models. 



7
MEDICAL DEBT IN ARIZON A  |   Part FOUR of Four  |   CONSEQUENCES

The blocks of explanatory variables were ordered from those hypothesized to be most proximal to those most distal in causation of 
delay or inability to get care. There is one exception to this scheme: medical debt is assigned to the last block. Medical debt is included 
last in order to determine whether it is explanatory even after all the previous blocks of variables have been accounted for. Each block 
contains a set of related variables believed to define that causal mechanism. The blocks of variables are discussed below in the order 
in which they appear in the model. 

1.	I nsurance coverage
Since lack of health insurance was given as one reason for delayed medication and delayed care, this block, consisting only of the 
variable indicating whether someone has insurance or not (Insured), is hypothesized to be one of the most proximal determinant 
of whether someone experiences delayed medication or delayed care. 

2.	C onsistency of coverage
This second block also consists of only one variable (Not continuous) which takes the value of “1” for those with insurance who 
had been uninsured at any time during the previous year and “0” otherwise. It is believed that inconsistent coverage could be a 
cause of delayed care or medication because of the higher likelihood that the respondent was uninsured at the time of seeking 
care, and because it may be an indication of other financially-related instability.

3.	U nderinsured
This third block contains variables indicating the extent of coverage for those with health insurance. The variables included  
indicate whether someone has coverage for prescription drugs (Prescription), behavioral/mental health care (Mental), or dental 
care (Dental). Having limited coverage benefits is one measure of what is called underinsurance.16-18 It is hypothesized that those 
who are underinsured—i.e., do not have one or more of these types of coverage—have a higher likelihood of delayed medication 
or care. This is especially believed to be the case for the lack of prescription coverage resulting in delayed medication.  

4.	T ype of insurance
The type of insurance a person has is entered next in the model because the amount of coverage available under each type could 
pick up underlying predictors not captured above. The eligibility, deductible, and co-payment requirements by type of insurance 
may also contribute to why cost was given as a reason for delay of care or medications. Dummy-coded variables for types of  
insurance included in the model include: employer-sponsored insurance only (the reference case), Medicare only (Medicare only), 
AHCCCS only (AHCCCS only), direct purchase of private insurance only (Direct purchase only), and all other types of insurance and 
being covered by more than one of these types (Other & combinations). 

5.	I ncome
Household income is entered next into the model because it is likely that those with higher income would be less likely to have 
problems with access to care. 

The income variable had more than 10 percent missing data. In order to maximize the estimation power of the model, the  
missing income data were estimated in a separate analysis using the following variables as predictors: median household income 
in that census tract according to the 2000 US Census,19 age, education, whether the household was headed by a couple or a 
single individual, type of home and whether it is owned or rented, whether the household is receiving state financial assistance, 
and whether the respondent indicated whether any health services were delayed because of cost. The estimating model had an  
R2 of 59 percent. To test whether those with missing income data were inherently different with respect to their likelihood of 
medical debt than those who reported their income, a variable indicating whether income was reported or estimated was  
included (Income refused/DK).
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6.	U sual source of care
Individuals who report that they have a usual source of health care (i.e., a place they usually go when they are sick or need  
advice about their health) are believed to be generally more engaged in their health and less likely to delay care. It is also  
believed that they are even less likely to delay medications because their prescribing physician would monitor and encourage 
medication adherence.

7.	H ealth status
Health status could either increase or decrease the likelihood that individuals would delay care or medications with cost or lack 
of insurance as a reason. Poor health or having a chronic condition could decrease the likelihood that care or medications were 
delayed because there was more need for the care and medication. Poor health status could also increase the likelihood of 
care or medication delays because there are more instances of needed care and medications to be delayed, and because poor 
health can strain financial resources. This block contains variables indicating whether someone has a chronic physical condition 
(Chronic physical), a chronic psychological condition (Chronic psychological), or both of these (Both); and whether the rating 
given to general health is reported as “fair” or “poor” (“Fair” or “poor” health) as versus “good,” “very good,” or “excellent.” 
Individuals who responded that their doctor had told them that they had any of the following were counted as having a chronic 
physical condition: asthma, diabetes, hypertension, heart disease, arthritis (or gout, lupus, or fibromyalgia), or gastrointestinal 
(stomach or digestive) disorders. Similarly, individuals who responded that their doctor had told them that they had any of the 
following were counted as having a chronic psychological condition: bi-polar or manic-depressive disorder, anxiety disorder, or 
major or clinical depression. 

8.	 Age, gender, and marital status
One possible element in the delay of care or medication is its perceived value. If the care or medication is valued highly, consid-
ered to be more worthwhile, then it is less likely to be delayed even when cost or insurance is an issue. The perceived value of 
care or medication may increase with age because of both the increased responsibilities and deteriorating health faced by older 
adults. Perceived value may also differ by gender due to gender-related perceptions of health, and by marital status due to the 
existence of another interested in an individual’s health. The variables in this block include age by category (18 to 29, 30 to 39, 40 
to 49, and 50 to 64 years of age), gender (Female and Male), and whether someone is married or living with a partner (Married).

9.	E thnicity
Whether the respondent self-identified as Hispanic or not (Hispanic) was entered into the model as the second to last variable 
to see if there were any aspects of ethnicity that affected the likelihood of delayed care or medication after the above variables 
were accounted for. 

10.	Medical debt
It is believed that the experience of medical debt itself would increase respondents’ tendency to delay care or medications,  
especially when cost is given as a reason. As discussed above, it is entered last into the model in order to determine its effect after 
all else has been considered. If medical debt contributes significantly to the prediction of delayed care or medications even after 
the explanatory power of the previous variables has been applied, then this is strong evidence that medical debt itself is a causal 
factor in access to care. Three variables are included in this block; one each for the two measures of medical debt in this series 
and one for their interaction: being unable to pay or having problems paying for medical bills in the past year (Problems paying), 
currently paying off medical bills (Current bills), and reporting both of these (Both). 
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Delay of Care and Medications Model Results
The blocks of variables described above were applied sequentially to predict delay of care and delay of medications. The results of 
these models are shown in Table 2. The increase in the cumulative x2 seen from one block to the next represents the predictive power 
of the new block added to a model containing all preceding blocks. Whether the increase in predictive power is large enough to be 
statistically significant is indicated by the r-value. The r-value indicates the probability that the increase in predictive power provided 
by that block of variables is really zero.

Table 2:  Results of the logistic regression models run for delay of care and  medication  
for Arizonans 18 to 64 years of age

	 Delay or inability to get needed care	 Delay or inability to get a prescribed 
	 with cost or lack of insurance	  medication with cost or lack of insurance
	 as a reason	 as a reason        

Model block	 Cum. x2	 r-value*	 Cum. χx2	 r-value*

Health insurance	 57.04	 .000	 11.19	 .001

Consistency of Coverage	 131.14	 .000	 55.59	 .000

Underinsured	 136.50	 .147	 71.49	 .001

Type of insurance	 156.16	 .001	 88.08	 .002

Income	 198.09	 .000	 115.60	 .000

Usual source of care	 198.78	 .408	 122.90	 .007

Health status 	 270.37	 .000	 195.02	 .000

Age, gender, and marital status	 303.31	 .000 	 214.25	 .002

Ethnicity	 320.73	 .000	 216.03 	 .183

Medical debt	 487.61	 .000	 367.30	 .000

* The r-value is for the incremental increase in the model’s x2. 

As can be seen from the low r-values, all blocks of variables were predictive of at least one type of access problem. Being underin-
sured is predictive of delayed medications, but not of delayed care, after health insurance status and consistency of coverage are 
included in the model. This is likely because health insurance plans cover most medical care, but not all cover prescriptions. 

After income and all the insurance variables have been included in the model, having a usual source of care is only predictive of  
delayed medications. It may be that having a usual source of care (with its attendant records of prescribed medications) can assist in 
medication adherence through monitoring, ensuring patients do not undervalue their medications, and possibly through assistance 
with lower cost alternatives when cost or insurance is an issue. 

It also seems that after all other variables but medical debt are included in the model, reported ethnicity (identifying as Hispanic or 
Latino) is predictive of delayed care, but not of delayed medication. The reason why this might be true is unclear at this time, but 
deserves further analysis. 

Finally, the low r-values (both are essentially zero) for medical debt indicate that it adds a statistically significant amount of predic-
tive power to these access-to-care models even after all other variables have been included. That is, medical debt is an independent 
predictor of delayed care and medications.
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Estimated Coefficients for Individual Variables
Table 3 presents the estimated odds ratios for each of the variables in the full versions of the two models shown in Table 2. These results  
provide information on the underlying relationships between the components of the variable blocks and delayed care or medication.  
The odds ratios presented here are those from the final iteration of each model with all variable blocks included. Thus, each of these 
is an adjusted odds ratio and represents the predictive power of that variable after controlling for all other variables in the model. 

Adjusted odds ratios less than 1.0 indicate lower odds of medical debt for each additional unit of the variable, and adjusted odds ratios 
above 1.0 indicate higher odds. Odds ratios equal to 1.0 indicate that that variable does not have a relation to medical debt when the 
other model variables are included. The 95 percent confidence intervals indicate the range of odds ratios that analyses on 95 percent 
of samples drawn from the Arizona population should show for this variable. If this range includes the value 1.0, the variable will not 
be considered an independent predictor of medical debt in Arizona. 

Because these are the results of the final iteration of each model, it is possible that an adjusted odds ratio (Table 3) is not statistically 
significant (the confidence interval contains 1.0) even though the block that includes that variable was statistically significant (r-value 
,.05 in Table 2). This is possible for either (or both) of two reasons. First, it could be that other variables in the block are statistically 
significant and contain the real explanatory power for that block. Second, it could be that even though the block was statistically sig-
nificant when it was added (i.e., it added a significant amount of explanatory power to a model only containing the previous blocks), 
after all blocks were entered (i.e., after all other variables were controlled for) it was no longer significant. In either case, a variable 
with an adjusted odds ratio confidence interval that contains 1.0 has a low likelihood of being an independent causal factor in delay 
of care or medication. 

Table 3: Estimated coefficients for the model predicting either problems paying or current bills  
for Arizonans 18 to 64 years of age

		  Delay or inability to get needed care	 Delay or inability to get medication 

		  Adjusted	 95% Confidence	 Adjusted	 95% Confidence  
Block name	 Variable name	 Odds Ratio	 Interval	 Odds Ratio	 Interval	

Health insurance	I nsured	 0.32	 (0.17 – 0.62)	 0.57	 (0.25 – 1.27)

Consistency of coverage	N ot continuous	 5.99	 (3.74 – 9.58)	 4.67	 (2.71 – 8.05)

Underinsured	P rescription	 0.93	 (0.53 – 1.65)	 1.06	 (0.54 – 2.10) 
	M ental	 0.66	 (0.47 – 0.93)	 0.77	 (0.52 – 1.16) 
	D ental	 1.09	 (0.77 – 1.53)	 0.69	 (0.46 – 1.02)

Type of insurance	M edicare only	 1.12	 (0.58 – 2.16)	 1.13	 (0.56 – 2.28) 
(Reference = employer- 	 AHCCCS only	 0.77	 (0.44 – 1.34)	 0.88	 (0.48 – 1.61) 
sponsored insurance only)	D irect purchase only	 1.86	 (1.08 – 3.21)	 1.07	 (0.53 – 2.16) 
	O ther & combinations	 0.56	 (0.30 – 1.04)	 0.91	 (0.49 – 1.67)

Income	I ncome	 0.99	 (0.99 – .997)	 1.00	 (.99 – 1.002) 
	I ncome refused/DK	 0.77	 (0.46 – 1.27)	 0.75	 (0.40 – 1.40)

Usual source of care	U sual source of care	 1.23	 (0.88 – 1.71)	 0.67	 (0.42 – 1.07)

Health status	C hronic physical	 1.40	 (1.00 – 1.95)	 2.64	 (1.69 – 4.13) 
	C hronic psychological	 2.50	 (1.40 – 4.44)	 2.38	 (1.11 – 5.10) 
	B oth	 0.71	 (0.36 – 1.38)	 0.63	 (0.27 – 1.47) 
	 “Fair” or “poor” health	 1.25	 (0.89 – 1.76)	 1.05	 (0.71 – 1.54)

Age, gender, and marital status	 30 to 39 years of age	 1.15	 (0.69 – 1.94)	 2.06	 (1.05 – 4.03) 
(References = 18 to 29 years 	 40 to 49 years of age	 1.82	 (1.11 – 2.99)	 1.70	 (0.87 – 3.30) 
of age, Male, and unmarried)	 50 to 64 years of age	 1.46	 (0.89 – 2.38)	 1.85	 (0.97 – 3.52) 
	 Female	 1.74	 (1.29 – 2.33)	 1.69	 (1.18 – 2.43) 
	M arried	 1.28	 (0.96 – 1.70)	 0.72	 (0.52 – 1.00)

Ethnicity	H ispanic	 0.44	 (0.30 – 0.64)	 0.71	 (0.46 – 1.11)

Medical debt	P roblems paying	 4.96	 (3.34 – 7.38)	 6.16	 (3.87 – 9.81) 
	C urrent bills	 3.04	 (2.04 – 4.52)	 3.68	 (2.31 – 5.87) 
	B oth	 0.53	 (0.29 – 0.95)	 0.43	 (0.22 – 0.85)
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Insured status, consistency, and extent of insurance
When all other variables are included in the model, whether someone is currently insured does not make a difference in their  
likelihood of delayed medication, but it does reduce the likelihood of delayed care. Both odds ratios are below 1.0 (0.32 and 0.57) but 
the confidence interval for delayed medication includes the value 1.0, therefore we cannot be confident that current insured status has 
any predictive effect on medication access that is not better captured by other variables in the model. That insured status is related to 
access has been shown in studies based on two national surveys.6, 10, 11

Those who were uninsured at some point in the past year, even though they were insured at the time of the survey, have six and five 
times the odds of reduced access (odds ratios of 5.99 and 4.67) compared to those with continuous insurance. That inconsistent  
insurance status increases the likelihood of reduced access agrees with what was seen in the second report in this series and a national  
study.10 However, the magnitude of the relationship was not apparent in those earlier simpler analyses. The nature of the relationship 
between inconsistent coverage and delayed care and medication is unclear. However, as discussed above, inconsistent coverage could 
be a cause of delayed care and medication either directly by increasing the likelihood that the respondent was uninsured at the time 
of seeking care, or indirectly by being a general indication of financial instability and vulnerability.

The only measure of underinsurance available in the survey was whether coverage extended to prescription medications, behavioral 
or mental health services, and/or dental services. The block containing these measures of underinsurance added statistically signifi-
cant explanatory power for delayed medication, but not delayed care, when entered after health insurance status and consistency 
and before all other blocks were entered (Table 2). After all variables are in the model, however, only mental or behavioral health 
coverage is significant predictor and only for delayed care (Table 3). Similarly, type of insurance was predictive of both types of access 
problems when only the other insurance blocks were included in the model (Table 2). However, when all blocks are included, only 
direct purchase insurance was a significant predictor and only of delayed care. It is unclear what these results indicate. Apparently 
there are aspects of insurance other than insured status and consistency of coverage that influence access even after controlling for 
the other variables included in the model. A more detailed analysis of insurance characteristics and access, with better measures of 
these characteristics, is warranted.

Income
When entered into the model after the health insurance variables, but before any others, income was a significant predictor of both 
delayed care and delayed medication (Table 2). However, after all variables are entered, income is only a significant predictor of  
delayed care. In general, as income goes up the likelihood of delayed care goes down (odds ratio = 0.99; approximately 1% lower odds 
of delayed care for each $1,000 in additional annual household income). 

As discussed above, because of the large number of individuals who refused to give or did not know their household income levels,  
income was estimated when it was otherwise unavailable. Estimated income was an acceptable substitute for missing reported  
income in these models—i.e., the confidence intervals for these odds ratios both include 1.0.

Usual source of care
Having a usual source of care was predictive of delayed medication, but not delayed care when entered into those models after 
income and the insurance variables (Table 2). However, after all variables are entered it no longer provides significant explanatory 
power (Table 3).
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Health status
As discussed above, health status could either increase or decrease the likelihood that individuals would delay care or medications. 
Because of an increased need for care and medications, and a resulting increased value being put on both, poor health or having a 
chronic condition could decrease the likelihood of delayed care or medications. However, poor health could also increase the likeli-
hood of care or medication access because of its strain on financial resources or because there are more instances of needed care and 
medications to be delayed. According to model results, having a chronic physical or psychological condition significantly increases 
an individual’s odds of delayed care and delayed medication. Having a chronic physical condition increases the odds of delayed care 
by 40 percent (odds ratio = 1.40), but these same individuals have over 2.5 times the odds of delayed medication, and those with 
a chronic psychological condition have roughly 2.5 times the odds of both delayed care and delayed medication. Whether someone 
reports their overall health as “fair” or “poor” does not have a significant effect on these access problems, and having both a chronic 
physical and a chronic psychological condition does not change an individual’s odds beyond the contribution of each.   

Age, gender, and marital status
The block containing these demographic variables added significant predictive power to both models when added after the insurance 
variables, income, usual source of care, and health status (Table 2). The variable with the best predictive power in this block seems to 
be gender. When compared to males, females have about 70 percent higher odds of both delayed care and medications (odds ratios 
= 1.74 and 1.69, respectively). This result is consistent with what has been seen nationally.11

The odds ratios for all age categories are above 1.0 for both delayed care and medications when compared to the 18 to 29 year olds, 
indicating greater odds of these access problems with age. However, only the odds for 40 to 49 years of age for delayed care and for 
30 to 39 years of age for delayed medication are statistically significant. Being married or living with a partner does not seem to be a 
causal factor for delayed care, but is close to being protective (odds ratio = 0.72) against delayed medications.

Ethnicity
When ethnicity (identification as Latino or Hispanic) is entered into the model before medical debt, but after all other variables, it adds 
statistically significant predictive power to delayed care, but not to delayed medication (Table 2). Consistent with this, the adjusted 
odds ratios in Table 3 indicate that those that identify as Hispanic (or Latino) have less than half the odds of delayed care than those 
without this identification, but that the odds of delayed medication are no different. As discussed above, the reasons behind this 
reduced tendency for delayed care are unclear at this time, but deserve further analysis.

Medical debt
Consistent with what was seen in Table 2, medical debt has a significant impact on delayed care and delayed medications even after 
all other explanatory variables have been included in the models. The adjusted odds ratios in Table 3 indicate that those reporting 
being unable to pay or having problems paying for medical bills in the past year have five times the odds of delayed care and over 
six times the odds of delayed medication than those without these problems. Those currently paying off medical bills have lower, but 
still substantial access difficulties. They have three times the odds of delayed care and over 3.5 times the odds of delayed medication 
than those without current medical bills. Those with both medical debt problems (problems paying and current bills) have total odds 
of delayed care and medication somewhat below what would be indicated by both odds combined. The result of a negative impact of 
medical debt on access, even after controlling for insurance status, is consistent with what was seen in a national survey of adults,6 
and the results of these models go further to show that the negative impact remains even after controlling for health status, income, 
and demographics.  
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Discussion 
Several studies have examined the relationship between various individual factors and access to care. However, it is difficult to deter-
mine from these simple, one-variable-at-a-time comparisons whether the access problem is due to that variable or to other underlying, 
related factors. By building a set of models that include likely variables in a hypothesized order of inclusion we can start to identify the 
real predictors of healthcare access problems from among the variables that have simply been shown to be associated. Similarly, we 
can look specifically at whether medical debt is a causal factor above and beyond all other variables of interest. Of course, the analysis 
is still restricted to variables that are easier to measure and available, so it is possible that those included are still acting as proxies 
for other underlying causes of problems with access. However, the use of a model moves us closer to finding its true causal factors.

It seems that medical debt and insurance are both independent predictors of access to care. Those who are insured have about 
one-third the odds of having delayed or not gotten needed medical care in the past year because of cost or lack of insurance compared 
to those who are uninsured. However, those who are insured but were uninsured sometime in the past year have six times the odds 
of having delayed or not gotten needed medical care in the past year, and almost five times the odds of having delayed or not gotten 
a medicine that was prescribed for them. 

Medical debt is also responsible for high odds of delayed or missed care. Those with problems paying for medical bills have five times 
the odds of delayed care and over six times the odds of delayed medication than those without these problems. Those currently  
paying off medical bills have lower, but still substantial access difficulties. They have three times the odds of delayed care and almost 
four times the odds of delayed medication than those without current medical bills. It seems that Arizonans aged 18 to 64 years with 
inconsistent insurance coverage and those reporting being unable to pay or having problems paying for medical bills in the past year 
are the most likely to experience problems with healthcare access.

It is also troubling that women and those with the most need for healthcare services have higher odds of access problems. Arizonans 
reporting chronic health conditions, especially chronic psychological conditions, have generally over twice the odds of delayed or 
missed care and medications. 

Finally, it is important to realize that, even though these models provide important preliminary insights into the factors that predict 
access to care in Arizona, they are still limited in fully explaining the issue. This is because the models are constrained to the items 
available in the current data set. Variables such as better indicators of underinsurance and attitudes towards healthcare utilization 
may have added significant explanatory and predictive power to the models. As it is, our models were each able to account for 30 
percent of the variance in access to care. Note that medical debt itself was responsible for explaining 10 to 12 percent, which is more 
than all the insurance variables combined. Therefore, it is important to continue the conversation about medical debt in order to more 
fully understand its consequences, and to explore the other causes of problems with access to care.

 Summary 
Through this series of reports, we have discovered that medical debt is a wide-spread problem in Arizona, that Arizonans are currently 
paying off over $2.4 billion in medical debt, and that health insurance (at least in its current form) is not protecting Arizonans from 
these problems. In this report we discovered that medical debt has a number of disturbing consequences for Arizonans. It is the cause 
of various types of substantial financial hardship, and it is a significant cause of problems with delayed or missed medications and 
other medical care. Insurance status and consistency of coverage also affect access, but the impact of medical debt is larger. 

Policies and programs to mitigate medical debt and its consequences are vital to the physical and financial health of Arizona  
and should be given high priority in the State. The results of the analyses contained in this series or reports indicate that policies and 
programs such as those that assure consistent coverage for all and lower the maximum annual out-of-pocket costs of care, including 
medications, could go far to reduce the hardships imposed by medical debt in Arizona.
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