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the reCeNt eCoNomIC dowNturN aNd 
limited “jobless recovery” has placed an in-
creasing number of individuals at-financial 
risk. In Rhode Island the unemployment 
rate has consistently ranked among the 
highest in the country, exceeding 12% 
throughout much of the recession. The 
loss of jobs coupled with the out-migration 
of younger workers to more areas with 
more robust economies has concentrated 
need among those remaining while at 
the same time reducing the tax base and 
resources available to assist them.1,2,3,4,5  
What is less well known is how medical 
costs are considered during economic 
downturns and in the context of other 
competing basic needs, particularly when 
those costs are “fixed” and health care or 
medications are considered less urgently. 
Medical debts are the second most com-
mon cause of personal bankruptcy6 and 
cost has a direct effect on where and when 
an individual seeks care.7 

In this paper we report on data from 
the “Making Ends Meet” initiative at 
the Providence Veterans Administration 
Medical Center which was launched in 
November, 2008. Patients at the VA who 
self-identified in response to posted fliers 
within the hospital as being affected by 
current economic conditions were asked 
to completed a survey and meet with a so-
cial worker. They initially had a telephone 
screening and received an information 
packet of available VA and community 
resources.  All respondents were then of-
fered assistance navigating the care system, 
pursuing food, housing and utility assis-
tance programs, and stress-management 
counseling through scheduled group and 
individual sessions with the social work 
staff.  Our findings help define the role 
hospitals play as part of the safety net 
during recessionary periods.

methods
We conducted an observational co-

hort study of individuals completing the 
“Making Ends Meet” financial hardship 

survey and program at the Providence VA 
Medical Center (PVAMC). Survey results 
were correlated with health services data 
from the electronic medical record system 
and most recently recorded blood pres-
sure, diabetes and lipid levels. A subset of 
patients with diabetes mellitus was identi-
fied and their data reviewed from one year 
prior to their enrollment in the program 
to assess any impact on chronic disease 
management.  Institutional Review Board 
approval was received for this project. 

study population
Study subjects were active patients 

who completed an economic distress sur-
vey made available to anyone accessing the 
PVAMC for care. The initial 348 veterans 
completing this survey are included in this 
analysis.   

data collection and analyses
Survey data for each respondent was 

correlated with baseline demographics, 
income (above or below preset VA in-
come waiver thresholds) medical, mental 
health and substance use co-morbidities 
identified from the medical record, six 
month health services use (primary care, 
mental health emergency department 
use), appointment cancellations, and 
chronic disease management (most recent 
blood pressure, hemoglobin A1C read-
ings (for diabetics only), and low density 
lipoprotein).

A chart review of those patients with 
a diagnosis of diabetes was conducted to 
determine any changes in chronic disease 
management from one year prior to the 
time they completed the survey. Patients 
with LDL, blood pressure or HBA1C 
recordings that worsened during this 
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time interval, those who were consistently 
above target, and those above target on 
enrollment in VA, were compared with 
the overall sample. All analyses employed 
a two sided p value of 0.05 for signifi-
cance.

results
demographics

Overall 348 individuals who com-
pleted the survey between November, 
2008 and May 2009 were included in the 
study. The mean age was 57.2 years (95% 
CI: (55.8-58.6), 93.6% were male, and 
83.2% were white; 10.6% were home-
less. Almost two thirds (63.8%) had a 
documented income below the threshold 
for visit co-pay waivers ($11,800 per year/
individual; $25,000 per year/couple). The 
majority had at least one chronic medical 
condition (90.8%) with hypertension 
(48.0%), diabetes (22.1%), and coronary 
heart disease (19.3%) the most common. 
Similarly, 62.3% had at least one mental 
health condition with depression (37.6%) 
and anxiety (17.0%) the most common. 
The average number of medications taken 
by this group was 11 (range 0-22). During 
the six month study period 98.0% had at 
least one appointment scheduled (primary 
care: 88.8%; Specialty care: 81.9%; men-
tal health: 64.9%), 39.9% went to the 
emergency department at least once, and 
39.6% had at least one patient-initiated 

clinic cancellation or “no-show” (primary 
care: 13.5%; specialty: 13.5%; mental 
health: 24.1%) (Table 1).

self-reported effect of the 
economic recession

Overall, 68.1% reported having 
difficulty paying their utilities, 62.5% 
difficulty affording food, and 49.1% dif-
ficulty with VA-generated medical bills. 
Similarly, 73.3% reported their current 
economic condition was causing them “to 
feel increasingly overwhelmed or stressed” 
and 51.7% reported it resulted in physical 
health problems. Those individuals 65 
and older reported more difficulty paying 
medical bills but less stress, and were less 
likely to report a negative impact from 
the economy on their health. Having a 
chronic medical condition was not asso-
ciated with difficulties from VA medical 
bills, increased stress or a negative impact 
on health. However, having a chronic 
mental health condition was associated 
with a negative impact on their health 
(Table 1). 

Health services use and clinic 
cancellations

Overall, 39.7% had a patient-can-
celled clinic appointment or “no-show” 
with most of this occurring among in-
dividuals 40 years and younger. Clinic 
cancellations were associated with having 

an income less than the waiver threshold 
for prescription medications but not for 
clinic visit co-pays. While cancellations 
did not vary based on chronic medical 
condition, significantly more respondents 
with a mental health condition (depres-
sion, anxiety and substance abuse), can-
celled their clinic appointments. Those 
individuals with one or more cancellations 
were more likely to have gone to the emer-
gency department and to have reported 
a negative impact from the economy on 
their health. (Table 2)

chronic disease management 
outcomes

The proportion of respondents with 
blood pressures above target (>140/90) 
was 21.0%—significantly higher than 
for the general medicine population 
at the Providence VA (13%; p=0.01). 
Diabetes control was also worse in the 
survey population compared with the 
general population (HBA1C>9: 15.5% 
vs. 4.5%; p<0.001). While 63.8% of all 
respondents had income levels less than 
the visit co-pay waiver threshold, only 
32.4% of individuals with blood pressures 
>140/90 and 35.8% of individuals with 
LDLs above target had incomes below this 
threshold (p<0.001).  There was no associ-
ation between having co-occurring mental 
health or substance abuse conditions and 
either elevated blood pressure or lipids, 
although those persons with elevated 
blood pressures were more likely to have 
had a mental health appointment and to 
have gone to the emergency department 
during the study period. (Table 3). 

impact of social Work intervention
Overall, 82 individuals opted to take 

part in the group and individual social 
work sessions. There was no difference in 
age, gender, race, income or co-morbidi-
ties among respondents in this cohort and 
the overall sample. Similar proportions 
identified having trouble paying for VA-
generated bills, feeling overwhelmed due 
to their bills, and having physical health 
problems resulting from their personal 
economics. There was no difference in 
clinic cancellation rates or chronic disease 
management outcomes among the social 
work group in the three months pre-/
post-intervention or when compared 
with those persons not participating in 
the social work intervention.
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diabetes management Prior to and 
during the recession

Overall, 71 patients were identified 
with diabetes: 27 (38.0%) were either 
above target for their HBA1C, LDL or 
blood pressure during the study period 
or moved out-of-target during that time 
interval; five (7.0%) patients new to the 
system at the time of the survey had 
poorly controlled diabetes on presenta-
tion. Those individuals with worsening 
or persistently out-of-target diabetes 
management tended to be younger, with 
a higher prevalence of substance use 
but no difference in gender, race, or co-
morbidities and had comparable difficulty 
with medical bills, paying rent, mortgage, 
or utilities and affording food.  A review 
of medication refills and renewals identi-
fied 17 of the 27 established patients as 
noncompliant with their medications 
(having at least a two week gap in filling 
a prescription of a diabetes, lipid control 
or antihypertensive medication). 

CoNClusIoNs
In this study the recent economic 

downturn was associated with worse 
chronic disease management, a high 
rate of missed clinic appointments and 
increased emergency department use. 
Over half reported having difficulty 
paying for prescription and visit co-pays 
($8 per prescription at the time of this 

survey; $15 for a primary care visits and 
$50 for a specialty care visits). In ad-
dition, almost three quarters reported 
the current economy was causing them 
increased stress and over 50% reported 
it was having an adverse effect on their 
health. While younger veterans reported 
higher levels of stress and had higher rates 
of clinic cancellations, older veterans were 
disproportionately concerned about their 
VA bills. This is despite receiving care in a 
system with uniform access for all enrolled 
veterans and a universally applied means 
testing program and income waiver and 
hardship care policies. We suspect the 
differences based on age may in explained 
in part by younger respondents being 
more dependent on employment-based 
income which is less secure in a recession 
than an entitlement or pension. They are 
also more likely to have dependents they 
support, compounding the stress. This 
is consistent with previous studies that 
have identified the spectrum of prob-
lems and needs associated with medical 
debt.6,7,9,10,11

While qualifying for a co-pay waiver 
was associated with better chronic disease 
outcomes, it did not improve no-show 
rates, lower stress or protect one from 
reporting worse health status. This sug-
gests the effects of the recession go beyond 
affordability of medical care. This is un-
derscored by our finding that the majority 

of respondents also reported difficulty 
paying utilities, and affording food.  It is 
likely that the economic demands from 
paying for these and other sustenance 
needs magnified the challenges of navigat-
ing the health system and stressors related 
to medical care.8 In the short run, rent, 
food and utilities are fixed costs that come 
to represent a larger proportion of one’s 
budget. Of note, those persons who did 
cancel or no-show appointments were 
significantly more likely to go to an emer-
gency department for care highlighting 
adverse systems costs when ambulatory 
care is deferred. 

Broader social determinants of health 
need to be considered when thinking 
about the formulating an effective re-
sponse to this need.  Likely to be included 
are expanded waiver programs, bridge 
loans and other emergency supports as 
well as the capacity to leverage resources 
that include legal assistance, rent, mort-
gage and utility assistance, improved food 
security and family supports. As noted 
earlier, health access alone will not com-
pensate for a loss of economic security.

Previous studies have shown pro-
vider ambivalence and, at times, bias 
with regard to how the financial means 
of their patients is considered.  Limited 
assistance with medical billing and the 
indiscriminant use of aggressive debt 
retrieval approaches on patients with 
medical debt can serve as a direct im-
pediment to the care goals for vulnerable 
patient populations.7,12,13 While this was 
not noted in this study, it does underscore 
the need for any strategy to include efforts 
that increase the awareness among provid-
ers of the role personal economics has in 
clinical care and the roles they can play in 
minimizing adverse consequences. 

There are several limitations to ac-
knowledge in this study. Our findings are 
based at one facility may not necessarily 
be generalizable beyond the VA or beyond 
Rhode Island. The use of a voluntary self-
reported economic hardship survey and 
recruitment within a medical center also 
introduces a selection bias that restricts 
recruitment to those persons actively 
seeking/needing health care.  Finally, we 
do not have details on how the economic 
downturn has specifically impacted those 
people responding to the survey (i.e. job 
loss, reduction in retirement income, 
addition of family members or friends 
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to a household, or the loss of housing to 
foreclosure or eviction). Strengths to the 
study include the ability to control for 
access given that it is VA-based. Further, 
the study design allows us to consider the 
recession as a discrete temporal event and 
show the impact an economic downturn 
can have on health outcomes.  

Ultimately these findings suggest the 
need for a regional health systems-based 
Poverty Strategy to proactively address 
the complex needs of at-risk individuals 
during an economic downturn. Creating 
the motivation to enact such a policy will 
require community- and patient-level 
advocacy to highlight both the shared 
responsibility we all have to those most 
impacted by economic downturns as well 
as the costs we all share when those in 
need are neglected. 
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