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Abstract

This paper examines the experiences of older adults with disabling conditions during the

COVID-19 pandemic using data from the 2020 Health and Retirement Study. It documents the

negative health, work, and financial experiences of older adults by disability status, race, and

ethnicity. It also explores the intersectionality of race and ethnicity with disability and the role

of contextual factors affecting the environments in which people live (e.g., health and economic

conditions) using county- and state-level data.

The paper found that:

Many older adults reported experiencing financial hardships (31 percent), delaying health
care (31 percent), and experiencing effects on work (29 percent).

Compared with older adults without disabilities, older adults with disabilities were more
likely to report delaying many types of health care, such as surgeries and prescriptions,
experiencing financial hardships since the start of the pandemic.

Among older adults whose work was impacted by the pandemic, more older adults with
disabilities reported stopping work than older adults without disabilities, and fewer
moved to remote work.

There were differences in experiences across races and ethnicities. Hispanic, Latino, and
Black older adults, and older adults in other racial and ethnic groups, were more likely
than White older adults to report that financial hardships and that the pandemic impacted
their work.

Differences across racial and ethnic groups were larger when examined across disability
status than when examined among all older adults. For example, more Hispanic or
Latino older adults with disabilities did not have enough money to buy food (22 percent)
compared with Hispanic or Latino older adults without disabilities (11 percent) and with
White older adults with disabilities (7 percent).

Older adults with disabilities were more likely to live in counties with greater
vulnerability to the pandemic.

Although there were few associations between contextual factors and individual
experiences, race, ethnicity and disability status remained important after accounting for

these factors.



The policy implications of the findings are:

Developing a robust, disability-inclusive public health response for future public health
emergencies could provide additional protection to this vulnerable population.
Continuing to study intersecting identities is important to understanding the experiences
of older adults and recognizing that multiple marginalized identities could exacerbate
negative outcomes.

Enacting policies that mitigate the financial impacts of public health emergencies might

be universally beneficial for older adults.



Introduction

The COVID-19 pandemic has highlighted vulnerabilities in economic security and
physical health among older adults, people with disabilities, and people of color. In this study,
we explore the intersectionality of these identities, and examine how they are associated with the
structural forces that contribute to and exacerbate these inequalities. We obtained the data for
the study from the COVID-19 module of the Health and Retirement Study (HRS) 2020. This
module asked a representative sample of older adults to self-report the effects of the pandemic on
their work, finances, and physical health, including COVID diagnoses and receipt of health care.

Our study is meant to inform the Social Security Administration’s (SSA’s) understanding
of the disproportionality of negative COVID-19 outcomes among vulnerable populations, the
intersectionality of disability with race and ethnicity among Americans ages 50 and older, and
opportunities for providing supports to communities most impacted by COVID-19. This study
addresses the following questions:

e What percentage of older adults with disabling conditions had negative health, work,

and financial experiences during the COVID-19 pandemic?

e Did these percentages differ according to race, age, and disability?

e Are contextual or social factors associated with intersectional disparities?

We found that more older adults with disabilities reported negative health, work, and
financial experiences than those without disabilities, and found differences by race and ethnicity
overall and among older adults with disabilities. We also found that older adults with disabilities
were more likely to live in counties with greater vulnerability to the pandemic, such as counties
with dense populations and poor health infrastructure, indicating that people with disabilities
might be particularly vulnerable to current and future pandemics. Individual race and disability
remained significantly associated with negative COVID experiences after accounting for

contextual factors.

Background

The impacts of the COVID-19 pandemic have been experienced unequally across both
geography and the social structure of the United States. In particular, older adults, marginalized
racial groups, and people living in communities with low resources have been among those

hardest hit by the myriad health and economic effects of the pandemic. Historically



marginalized racial and ethnic groups, particularly non-Hispanic Black adults, have had higher
rates of infection, hospitalization, and death compared with non-Hispanic White adults (Atlantic
Monthly Group 2021; Kirby 2020; Oppel et al. 2020; Price-Haywood et al. 2020). Observations
of the disparate racial and ethnic burden of COVID-19 have been broadly documented across
geographical regions (Polyakova 2021). Likewise, older Americans have been
disproportionately impacted by the pandemic. According to the Centers for Disease Control and
Prevention, more than 81 percent of COVID-19 deaths have been among people older than 65
(as of August 2021), and the number of deaths in that age group is 80 times higher than the
number of deaths among those ages 18 to 29 (CDC 2021).

These disparities in COVID outcomes have underscored the social and structural
inequities that influence health and well-being, including the role of intersectionality.
Intersectionality is a theory suggesting that multiple and coexisting dimensions of
marginalization or inequality, such as race, age, gender, or disability status, might have
overlapping and cumulative effects beyond the sum of their individual parts. In other words,
people at the intersection of more than one identity that has been disproportionately impacted by
COVID might be particularly vulnerable to adverse outcomes (Bowleg 2020; Elnaiem 2020;
Gonzales et al. 2021; Walubita et al. 2021). For example, emerging evidence indicates that older
Black and Hispanic adults are more likely than their White counterparts to report food and
housing insecurity and difficulty paying household expenses during the pandemic (Bui et al.
2021; Lopez, Rainie, and Budiman 2020).

Evidence suggests that the risks of COVID infection are exacerbated by preexisting
vulnerabilities in the social environments in which people live. For example, counties with
larger non-White populations have experienced higher rates of COVID-19 deaths and
hospitalizations (Schnake-Mahl and Bilal 2021). In addition, people with disabilities who are
non-White or live in households with incomes below the poverty level are significantly
overrepresented in counties with higher COVID-19 incidence compared with other people with
disabilities (Chakraborty 2021). Similarly, a nationwide study showed that just a small increase
in fine particulate matter (PMz2s), was associated with an 11 percent increase in the COVID-19
death rate for U.S. counties (Wu et al. 2020), and emerging evidence suggests socioeconomic
characteristics of counties are associated with both the severity and the transmission of COVID-
19 infection (Andersen et al. 2021; Baum and Henry 2020; Hatef et al. 2020).



Despite growing evidence about inequities in vulnerability across sociodemographic
groups, surprisingly little is known about the experiences people with disabilities have had with
COVID-19. Their risk factors include being more likely to have an underlying health problem
(Stevens et al. 2014; Dixon-Ibarra and Horner-Johnson 2014), live in a congregate care setting
(McConkey et al. 2016), and rely on assistance with personal care and routine preventative
measures (Armitage and Nellums 2020).

Emerging evidence on this topic has been grim. A study of nearly 65 million patients
across 547 health care centers in the United States found the mortality rate of people with
intellectual and developmental disabilities was nearly eight times higher than the general
population (Gleason et al. 2021), confirming smaller studies suggesting people with intellectual
and developmental disabilities are at higher risk for COVID infection and mortality (Landes,
Turk, and Wong 2021; Landes et al. 2020). Likewise, a similar study of more than 2 million
health care patients in Canada found people with physical disabilities were more likely to die of
COVID-19 than those without a disability, even after adjusting for a number of socioeconomic
factors. (To the authors’ knowledge, such a study has not been done in the United States.) A
systematic review of the impacts of COVID-19 on people with physical disabilities suggests that
the pandemic is associated with daily functioning, resulting in diminished access to health care,
mood changes, and lower levels of physical activity (Lebrasseur et al. 2021).

In particular, evidence shows that people with disabilities who are older, people of color,
or both, might be particularly vulnerable to negative impacts of COVID-19. Therefore, it is
important to examine disability and COVID-19 using an intersectional lens. Already, racial
differences in disability prevalence exist: Native American persons have the highest rate of
disability (3 in 10), followed by Black persons (1 in 4), White persons (1 in 4), Native
Hawaiians/Pacific Islander and Hispanic persons (1 in 6), and Asian persons (1 in 10) (Courtney-
Long et al. 2017).

Moreover, the virus’s impact on older adults with disabilities might go beyond a higher risk
for serious infection and include limited access to care for all health conditions, financial
implications, and effects on employment. Given the nature of the infection and the social
mitigation strategies put into place for containment, COVID-19 can be considered a “social

disease” (Trout and Kleinman 2020), as it impacts social and economic domains of everyday life in



addition to individual health. For older adults with disabilities, the impacts of COVID-19 might

exacerbate existing differences in health care, employment, and financial security.

COVID-19, Disability, Race or Ethnicity, and Disparities in Health Care

Historically marginalized ethnic and racial groups and people with disabilities face
disparities in health care. Compared with White communities, communities of color have less
access to health care services, are more likely to receive lower quality care, and have poorer
health outcomes (Agency for Healthcare Research and Quality 2011; U.S. Department of Health
and Human Services, Office of Minority Health 2015, 2020). All of these factors could make
these groups more vulnerable to the negative outcomes associated with COVID-19 (Lund et
al. 2020). Even with improved access, the average cost of health care for working-age adults
with disabilities is five times higher than for those without disabilities; prescription drug costs

were seven times higher (Kennedy, Wood, and Frieden 2017).

COVID-19, Disability, Race or Ethnicity, and Disparities in Employment

Even before the pandemic’s economic losses and the reduction in the U.S. workforce, the
Bureau of Labor Statistics’ summary of labor force characteristic for persons with a disability
noted that unemployment rates for people with disabilities were higher than those of people
without a disability (Jashinky et al. 2021; BLS 2020c). The effects of the pandemic on the labor
market have amplified this concern. Between March and August 2020, employment of people
with disabilities declined by 20 percent, compared with a 14 percent decline for those without a
disability (BLS 2020a). Jobless rates continue to be greater for those with disabilities compared
with those without disabilities, and this margin is expanding (BLS 2021a).

The COVID-19 pandemic also dealt a unique shock to older workers (Davis 2021).
Roughly 3.7 million workers 55 and older became unemployed between March and April 2020.
Although many were soon recalled to work, 35 percent of the older unemployed lost their jobs
permanently in the fourth quarter of 2020. By October 2021, the employment-population ratio of
workers 55 and older was down 2.2 percentage points from February 2020. Employment
declines among older workers were greatest for low earners, women, people of color, and
workers without a college degree (Davis 2021). Quinby, Rutledge, and Wettstein (2021) used

the monthly Current Population Survey to study older workers’ transitions out of employment
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and into retirement before and during the pandemic. The paper found that among workers age
55 and older, the likelihood of leaving work over the course of a year rose by 7.6 percentage
points, a 50 percent increase over the pre-pandemic rate. They also found differences in
socioeconomic and demographic subgroups. Women, adults without a college degree, Asian-
American persons, and employees in occupations less amenable to remote work saw
disproportionate impacts. In contrast, the likelihood of retiring increased by only 1 percentage
point, with retirement concentrated among those older than 70. Accordingly, workers were not
more likely to claim Old-Age, Survivors, and Disability Insurance benefits. Likewise, Gopi at
al. (2022) found that employment for older workers dropped substantially more than would have
been predicted before the pandemic. They also found declines in labor force exit due to

disability (4-5 percent), and applications for disability insurance (15 percent).

COVID-19, Disability, Race or Ethnicity, and Disparities in Financial Security

The disruption of financial resources — from job loss, unpaid leave, decreased household
income, and economic hardship — for older adults with disabilities or their family caregivers
during a crisis can result in reduced access to other resources, such as food and preventive health
care services (Abrams et al. 2021; Bui et al. 2021; Choi, Carr, and Namkung 2022; Gauthier
et al. 2021; Taylor et al. 2021; Morris 2022). Therefore, older adults with disabilities and
historically marginalized racial and ethnic groups are likely to face unique challenges because of
financial disruptions (Garcia et al. 2021). For example, emerging evidence indicates that older
Black and Hispanic adults are more likely than their White counterparts to report food and
housing insecurity and difficulty paying household expenses during the pandemic (Bui et. al.
2021; Lopez et al. 2020). Working-age adults with disability have also been especially
vulnerable to food insecurity during the pandemic because of both financial and physical
barriers, including inability to or fear of going out to purchase food (Choi, Carr, and Namkung
2022; Friedman 2021).

In light of this evidence, and the gaps therein, we sought to understand the COVID-19
pandemic’s effects on the health, work, and financial experiences using nationally representative
data for working-age older adults and adults age 50 and older with disabling conditions. We
compared differences in outcomes between adults with and without disabling conditions. We

emphasized intersectionality with racial and ethnic identity by examining differences across and



within races and ethnicities. Finally, we examined the extent to which contextual factors are
correlated with outcomes. Given the unique ways in which people with disabilities might
interact physically and socially with their community, the role of contextual factors in COVID-
related outcomes might be particular important for people with disabilities.

Data and Methods
Data Sources

We used the HRS as our primary data source for our analysis. The HRS is a longitudinal
survey that has been fielded every other year since 1992. The survey collects data on health,
work, retirement, income, and other related topics from a nationally representative sample of the
U.S. population age 50 and older (Sonnega et al. 2014). For our COVID outcomes, we used the
2020 HRS wave, which included a module that asked about the effects of the COVID-19
pandemic on older adults’ ability to access health care, their finances, and their labor force
participation (Health and Retirement Study 2021). We also used the 2018 RAND-HRS
Longitudinal File, a cross-wave HRS file that has been cleaned and streamlined to track each
HRS respondent from 1992 to 2018.* Finally, for our area-level analysis we used the HRS Cross-
Wave Geographic Information (Detail) Restricted Data file, which contains geographical data,
including the county and state name and Federal Information Processing Series (FIPS) code, for
each HRS respondent through 2018. We linked this file to the 2020 HRS file to determine the
county and state of residence for each respondent in our sample.

For our area-level analysis, we drew from a number of publicly available data sources to
characterize aspects of potential COVID vulnerability. We describe the measures further in the
text (Table 1). We used the following data sources:

e The American Community Survey (ACS), administered by the Census Bureau annually to
track population and housing data in the United States. We used the 2016-2020 ACS
five-year estimates for our analysis.

e The Agency for Healthcare Research and Quality’s database of Social Determinants of

Health (SDOH) beta files, which aggregates data from existing sources related to social

1 We merged the 2020 HRS data to the RAND files using the household and respondent identification numbers.



context, economic context, education, and physical infrastructure. We used the SDOH
file from 2018 for our analysis.

e The 2021 County Health Rankings, which provides county-level data on health outcomes
and health factors. These measures are weighted and aggregated to provide a ranking for
each county.

e The COVID-19 Pandemic Vulnerability Index (PVI) Model 11.2, which aggregates 18
components of pandemic vulnerability related to infection spread, population
concentration, intervention measures, and the health environment of each county to
estimate its vulnerability to the COVID-19 pandemic. The PVI is updated daily.

e COVID Act Now, which tracks COVID-19 risk level, case numbers, and vaccination rates
at the county level. This data is updated daily.

e The National Conference of State Legislatures, which produces yearly statistics of state-

level political party representation in state legislatures and in the governor’s office.

Sample

Our final sample included 8,828 participants from the 2020 HRS.? Of these, 3,155
participants were surveyed as part of the early-release sample. Figure 1 displays the sample
restrictions. We excluded from our analysis any participant who we could not match to the 2018
RAND file, because we use these data in our modeling to define respondent race, disabling
condition, and covariates.® We also excluded participants younger than 50, because they did not
meet our definition of older adult. Finally, we limited our sample to respondents who completed
the COVID-19 module.

2 The 2020 HRS was fielded between March 2020 and June 2021 and included 15,732 participants. The COVID-19
module was added in May 2020. Between June 11, 2020 and October 2020, a random 25 percent subset of the HRS
sample was surveyed with the COVID-19 module. From September 2020 to May 2021, another random 25 percent
subset of the HRS sample was surveyed with the COVID-19 module. In January 2022, the data from the 2020 HRS
was released without weights.

3 We could not match 1,466 participants to the HRS 2018 data. These participants might have been newly added to
the HRS (such as a new spouse of an existing participant) or included in prior years but did not complete the 2018
survey. We excluded these participants because we measured disability and work status through 2018 for everyone
in the analysis. We measured these variables through 2018 rather than 2020 because of the potential relationship
between COVID and disability and work in 2020. For example, respondents could have developed disabling
conditions because of COVID, and we can’t disentangle that effect. Our estimates are therefore likely
undercounting the share of people with disabilities, which could make our effect sizes appear smaller than the actual
differences in COVID impacts between people with and without these disabling conditions.



The early-release sample is a random 25 percent subset of the HRS sample that was
surveyed with the COVID-19 module. The data from this nationally representative subsample
was released in November 2020 with preliminary weights. We used this early-release sample

and its corresponding weights as part of our sensitivity analysis.

Figure 1. Sample Size and Restrictions
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COVID Outcome Measures

We focused on three primary outcomes related to COVID-19: (1) health care delays, (2)
financial hardship, and (3) effects on work. For each domain, we examined self-reported
measures of whether the respondent experienced that outcome. We also examined changes in
preparedness for retirement.

For health care delays, respondents were asked, “Since March 2020, was there any time
when you needed medical or dental care, but delayed getting it, or did not get it at all?”
Respondents who answered yes were asked to select why their care was delayed and what type
of care was delayed. Respondents were also asked whether they thought they ever had COVID-
19. They were then asked whether they had ever been tested for COVID-19. Those who
answered yes were asked for their test results.

To assess financial hardship, respondents were first asked whether their income
increased, decreased, or stayed the same. They were then asked to select the types of financial
hardships they had experienced, such as missing a rent payment or being unable to pay a medical
bill.



To assess work effects, respondents were asked, “Was your work affected because of the
coronavirus pandemic?” Respondents who answered yes were asked whether they had to stop
working entirely. If they were still working, they were asked whether they experienced effects,
such as changes in hours and switching to remote work. Respondents could also indicate that
they were not working at the time of the pandemic.

Each wave of the HRS asks respondents whether they expect to retire by age 65 and how
frequently they think about retiring. The HRS also asks their expected retirement age. For these
outcomes, we limited our sample to those who were working in both 2018 and 2020, so we could
examine responses from both the 2018 HRS and the 2020 HRS.

Definitions of Disability

For our primary analysis, we defined “disabling condition” as the presence of difficulty
with an activity of daily living (ADL) or an instrumental activity of daily living (IADL). We
examined whether respondents ever reported having difficulties with one or more ADLs or
IADLs in any wave of the HRS through 2018. We also considered four alternative measures of
self-reported disability status: (1) the presence of a work-limiting condition when the 2018 HRS
survey was fielded, (2) receipt of Supplemental Security Income (SSI) or Disability Insurance
(DI) benefits in any wave of the HRS through 2018, (3) the presence of two or more chronic
health conditions, and (4) the presence of five or more chronic health conditions. However, we
could define only the first two measures for working age adults, because “work-limiting”
conditions are directly tied to working, and SSI is converted to retirement benefits after age 65
regardless of disability status. Because the sample population includes adults age 50 and older,
many respondents were not working or were retired by 2018, regardless of disability status. Our
measure using ADLs and IADLs reflects disability status among people of all ages or work
statuses in our sample. This approach of combining ADLs and IADLSs is often used to measure
functional disability for older adults (Spector and Fleishman 1998; Millan-Calenti et al. 2010).
Results for the alternative measures of disability are available in the appendix.

Other Individual-Level Measures
We considered four mutually exclusive categories of race and ethnicity: (1) non-Hispanic

White, (2) non-Hispanic Black, (3) non-Hispanic other race, and (4) Hispanic. Our other



covariates included gender, birth year, education, marital status, HRS cohort, and number of

long-term health conditions.*

Area-Level Measures

We considered nine area-level contextual factors (Table 1). These factors were in five
domains: (1) COVID-risk and vulnerability; (2) socioeconomic characteristics; (3) medical
infrastructure and health care access; (4) employment opportunities and income; and (5)
governance. Based on prior evidence, we hypothesized that these five domains would have the
biggest influence on individual-level COVID outcomes. Within the first four domains, we chose
two factors that were measurable and publicly available. For example, we considered hospital
bed capacity and the ratio of primary care physicians to the population as measures of health care
access. Because the spike in COVID-19 hospitalizations highlighted a shortage in hospital
capacity, we prioritized this measure. Eight of our measures are reported at the county level;

governance is collected at the state level.

Table 1. List of Area-Level Contextual Data

Area-level factor | Source | Time period | Definition

COVID-19 risk and vulnerability

Cases per COVID March 2020- | This measure represents the average number
100,000 Act Now May 2021 of COVID-19 cases in a given county per

100,000 people. A higher number implies
that COVID-19 was more prevalent in that
county than others. We calculated monthly
means by averaging daily data on cases per
100,000 people for each month. We then
averaged the monthly means to get a mean
cases per 100,000 metric across our time

period.
Pandemic PVI March 2020- | This measure aggregates components of
Vulnerability May 2021 pandemic vulnerability to create a PV score
Index (PVI) score of 0to 1. Scores closer to 1 imply higher

vulnerability to COVID-19. We used the
PVI score for the first day of each month as
the month-specific PVI. We then averaged

4 This measure comes from the RAND file. The eight long-term health conditions included high blood pressure,
diabetes, cancer, lung disease, heart disease, stroke, psychiatric problems, and arthritis.

10



the score across all months to get a mean
PV score across our time period.

Socioeconomic characteristics

Social Agency for | 2018 This measure ranks factors such as

Vulnerability Healthcare socioeconomic status, housing,

Index score Research transportation, and racial breakdown of a

and Quality county to index its vulnerability to natural

disasters and other emergencies. Values
range from O to 1, where values closer to 1
imply higher social vulnerability.

Racial County 2015-2019 This measure indexes the degree to which

segregation, Health White and non-White residents are

White versus Rankings geographically segregated from one another

non-White

within a county. Values range from 0 to 100,
where values closer to 100 imply a higher
level of segregation.

Medical infrastructure and hea

Ith care access

Hospital bed PVI June 2020 This is a measure of the number of hospital

capacity subscore beds divided by the population of the county.
Values range from 0 to 1, with values closer
to 1 implying that the county has a higher
hospital capacity. We used the PVI hospital
bed capacity subscore for the first day of
each month as the month-specific capacity.
We then averaged the score across all
months to get a mean hospital bed capacity
across our time period.

Years of potential | County 2017-2019 | This measure is the age-adjusted rate of

life lost, all races | Health potential life lost from deaths of people

Rankings under age 75 per 100,000 people in a given

county. A higher value suggests a higher
rate of premature death.

Employment opportunities and income

Unemployment American | 2016-2020 | This measure is the percentage of the

rate, all races Community population older than 16 who are

Survey unemployed. Values range from 0 to 100,

with values closer to 100 implying a higher
rate of unemployment.

Percentage of American 2016-2020 This measure is the percentage of the total

people receiving | Community population that receive cash public assistance

government Survey or participate in the Supplemental Nutrition

assistance Assistance Program. Values range from 0 to

100, with values closer to 100 implying a
higher rate of people receiving government
assistance. To create this measure, we
divided the number of people receiving

11




assistance by the total population of a given

county.
Governance
National 2020 These data detail partisan composition of a
Conference state based on (1) the majority political party
of State in control of the state legislature and (2) the
Legislature party affiliation of the governor. States are

defined as republican, democrat, or divided if
the legislative and governor parties are
different. We code 1 for republican and 0
otherwise.

We linked these data to the individual-level HRS data through the county and state FIPS code

available in the HRS Cross-Wave Geographic Information file.

Weights

Our primary results are regression-adjusted for race and ethnicity, disability status, and
personal characteristics (gender, birth year, education, marital status, and number of long-term
health conditions). They are unweighted. The weights for the full HRS 2020 sample had not
been released at the time of our analysis. Because the HRS weights are based primarily on
descriptive characteristics similar to the characteristics we adjusted for, our regression-adjusted
results would be very similar to the results from a weighted analysis (Heeringa, West, and
Berglund 2017). Although we do not have weights for the full sample, the HRS released
preliminary weights for the nationally representative early-release sample. We applied these

weights in sensitivity analyses. Results remain unchanged with the addition of weights.

Methods
Individual-Level Analysis

We present descriptive statistics summarizing self-reported COVID-19 effects on work
(for example, lost job, changes in income, and effects on workplace), financial issues, receipt of
first round of stimulus payment, and health experiences (for example, self-reported COVID
diagnosis, test results, effects on receipt of or delays in health care, and hospitalizations) for
older adults by race or ethnicity and disabling conditions. We also examined retirement
preparedness (for example, plans to retire, and frequency of thoughts about retirement) among

working-age older adults.
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We first compared the characteristics of our sample by disabling condition and race or
ethnicity. For our primary analysis, we estimated logistic regression models for binary and
categorical outcomes and linear regression models for continuous outcomes to assess the
differences in outcomes between those with and without disabling conditions. These models
controlled for personal characteristics (gender, birth year, education, marital status, HRS cohort,
and number of long-term health conditions). We estimated models among all older adults and
separately within each race or ethnicity category. To compare characteristics of older adults with
and without disabling conditions, we report the results from t-tests for binary and continuous
outcomes and Chi-squared tests for categorical outcomes. To compare characteristics of older
adults by race and ethnicity, we report the results from Chi-squared tests for binary outcomes and
F-tests for continuous outcomes. In addition, we estimated overall differences in our outcomes
across race within disabling conditions. We used a Chi-squared test for our binary outcomes,
and an F-test for our continuous outcomes.

We conducted a variety of sensitivity analyses to determine how our results would
change if we altered our chosen disability definition, weights, or covariates. We present our
primary analysis using alternative definitions of disability: presence of a work-limiting condition,
receipt of SSI or DI, and presence of two or more or five or more chronic health conditions. We
also present unadjusted regression results. Finally, we repeated our analysis by restricting our
sample to the nationally representative, early-release sample and using the corresponding early-

release weights.

Area-Level Analysis

We used multilevel modeling techniques to assess whether and how contextual factors
might be associated with the differences between self-reported COVID-19 effects among those
with disabling conditions and those without disabling conditions and by race and ethnicity.
Drawing on standard multilevel approaches in which individuals are nested within counties,
multilevel models enabled us to simultaneously consider individual-level and community-level
contextual factors—and the interdependencies therein—in these experiences.

We first compared the area-level contextual factors of our sample by race or ethnicity and
disabling condition. We used t-tests to compare characteristics of older adults with and without

disabling conditions. We then focused our area-level analysis on the three primary COVID-19-
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related outcomes in our previous analysis: (1) health care delays, (2) financial hardship, and (3)
effects on work. We used the full analytical sample in which geocoded information was
available. We fit all models in STATA using the melogit command and standardized all area-
level factors and control variables. We assessed the model’s goodness-of-fit with the Akaike
Information Criteria (AIC) and Bayesian Information Criteria (BIC) statistics and likelihood-
ratio tests.

To test the potential association of area-level factors with individual COVID-19
experience, we employed three models. Our first model was an unadjusted multilevel model
with a random slope for county. Our second model built on this first model by adjusting for
individual-level control variables. These models enabled us to examine individual-level and
area-level factors in conjunction and in relation to each other. First, we examined whether there
is an association between area-level contextual factors and individuals’ financial, health care and
work-related experiences related to COVID-19 as we have hypothesized. Second, the models
enabled us to determine whether disabling conditions and race or ethnicity remain significant
predictors of differences in COVID outcomes after taking into account contextual factors.

Our second model follows the specification in Equation 1:

(1) Vi =a+ Bisi+ Bori+ Bzdi + yaw; + by + &
b] ~ N(OITZ)I

where, for individual i in county j, y; = COVID outcomes for individual i (financial hardship,
health care delays, or effects on work because of COVID-19), r; denotes the race or ethnicity
category of individual i, d; denotes the disability status of individual , w;;; denotes the county
or state-level factor of interest, and s; represents a vector of individual-level covariates that
include gender, birth year, education, marital status, HRS cohort, and number of long-term health

conditions.

Finally, our third model added interaction terms between the county- or state-level factor
and race and disability status. The addition of the interaction terms enabled us to ascertain
whether there are differential impacts of area-level contextual factors across race or ethnicity and

across disabling conditions. In other words, we could ask whether area level factors are
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associated with individual COVID outcomes differently for individuals of different racial and
ethnic identities and for adults with or without disabling conditions.

Model 3 follows the specification in Equation 1, with variables defined the same as
above:

(2 Vi = a+ B + oty + Bad; + 1w + dimiw; + dadiw + bjp +

bj ~ N(0,7%)

For each of our three COVID outcomes, we ran a separate set of models testing each of
our nine area-level measures separately. We did not include a model with multiple contextual
factors for two reasons. First, we wanted to simplify interpretation of our models by identifying
the unique effects of the identified contextual factor. Second, there were high levels of
collinearity between contextual factors. As such, we ran 27 multilevel models: 3 models for
each of the 8 county-level factors, and 3 models for the state-level measure. This resulted in a
total of 81 models. All models are unweighted, because the HRS does not produce weights for
the geocoded subsample that are nationally representative. For models with county-level
measures, we also include sensitivity analyses subsetting our models to counties in which there
are at least 10 respondents, following guidelines in the literature for minimum thresholds for
sample sizes (Ali et al. 2019). All models use our primary definition of disability as the presence
ADL or IADLS. Models using the three alternative definitions of disability are available upon

request; model results are very similar across all disability definitions.

Results

Almost 40 percent of the older adults in our sample required assistance with an ADL or
IADL (Table 2). About 60 percent of the respondents were married or living with a partner, and
40 percent were male. The average birth year was 1951, meaning the average age was about 69
in 2020. On average, respondents had 13 years of education and 2.3 health conditions out of the
8 conditions we examined. Slightly more than one-third of respondents were working for pay in
2020 when they were surveyed.

There were differences in demographic characteristics across race. Overall, about one-
half of respondents were non-Hispanic White, one-quarter were non-Hispanic Black, and 18
percent were Hispanic. Hispanic and Black respondents had higher rates of disability and were

also younger, on average, than White respondents by about five years. White respondents were
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the oldest on average and were least likely to be working. The distributions of each of these

characteristics across race and ethnicity were statistically significant.

What Negative Health Experiences Did Older Adults Experience During the Pandemic?

Overall, 4 percent of respondents reported that they had received a positive COVID
diagnosis (Table 3). Higher shares of Hispanic or Latino older adults or older adults of another
race (about 6 percent each) reported a positive diagnosis, compared with Black or White older
adults (about 3 percent each). About one-third (32 percent) of respondents reported that they had
been tested for COVID. This percentage was higher among older adults with disabling
conditions (35 percent compared with 30 percent) and, across race and ethnicity, it was highest
among Black older adults (41 percent). About 10 percent of those tested reported that they
received a positive test result. Among those with a positive COVID test result, higher shares of
Black or Hispanic older adults reported a hospitalization because of the virus (24 percent and 21
percent), compared with White older adults (11 percent).

About one-third (31 percent) of respondents reported that they needed medical or dental
care but delayed getting it, or did not get it at all, since March 2020. More people with
disabilities reported delaying needed health care (36 percent compared with 27 percent).
Respondents were asked why they delayed or did not get health care and could indicate multiple
responses. More than half (52 percent) of older adults who delayed care reported that the clinic,
hospital, or doctor’s office canceled, closed, or suggested rescheduling. About a third (33
percent) reported that they decided to wait. Other less common responses included not being
able to afford it, not being able to get an appointment, and fear of going. Reported reasons
differed according to respondents’ disability status. Older adults with disabilities were more
likely than those without disabilities to report that they delayed care because they could not
afford it (17 percent versus 12 percent, respectively), and less likely to report that the doctor’s
office canceled their care (47 percent versus 56 percent) or that they decided to wait (31 percent
versus 35 percent).

Respondents who delayed receiving needed health care were asked what type of care they
delayed and could indicate multiple responses. There were differences in many of the types of
care delayed between those with and without disabilities and in all of the types of care delayed

by race and ethnicity. Among respondents who delayed any health care, we found the following:
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e About three-quarters (72 percent) of older adults delayed dental care. There was no
difference by disability. Older adults of another race were most likely to report delaying
dental care (77 percent).

e More than half (57 percent) of older adults delayed doctor visits, including delaying
telemedicine and in-person care. There was no difference by disability. Hispanic or Latino
older adults were most likely to report delaying a doctor visit (63 percent).

e About 13 percent delayed surgeries. More older adults with disabilities delayed surgeries (16
percent compared with 11 percent). There were small differences by race and ethnicity, with
rates varying from 12 percent (Hispanic or Latino) to 14 percent (White and another race).

e About 7 percent delayed filling a prescription. More older adults with disabilities delayed
prescriptions (9 percent compared with 5 percent). There were differences by race and
ethnicity, with rates varying from 5 percent (White) to 12 percent (Hispanic or Latino).

e About one-quarter (23 percent) reported delaying another type of health care, with more
older adults with disabilities (27 percent) and older adults of another race (27 percent)

delaying other health care.

What Negative Work Experiences Did Older Adults Experience During the Pandemic?

More than one-quarter (29 percent) of older adults reported that their work was affected
during the pandemic. Because many older adults were not working at the start of the pandemic,
we also examined the share whose work was affected among those who were working. About 40
percent of older adults who were working when the pandemic started reported that their work
was affected. Even among those working, a smaller share of older adults with disabilities
reported effects on their work (35 percent compared with 40 percent). This percentage was
highest among Hispanic or Latino older adults (46 percent) and older adults of another race (49
percent).

Among those whose work was affected, almost half (44 percent) reported that they
stopped work entirely. This percentage was higher among people with disabilities (51 percent)
and Hispanic or Latino (59 percent) or Black (53 percent) older adults. About half of those who
stopped work reported that it was because of a furlough or temporary layoff (49 percent).
Among those whose work was affected, but who did not stop working, many older adults

reported switching to remote work (47 percent), changing their work days or hours (28 percent),
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their work becoming more risky or dangerous (21 percent), or their work becoming harder (21
percent). White adults and non-Hispanic older adults of another race were most likely to have

moved to remote work (51 and 56 percent, respectively).

What Negative Financial Experiences Did Older Adults Experience During the Pandemic?

Respondents were asked which types of financial hardships they experienced since the
start of the pandemic. Many older adults reported no hardships (69 percent). However, older
adults with disabilities were less likely to report no financial hardships (61 percent compared
with 74 percent)—that is, they were more likely to experience hardships. Similarly, Hispanic or
Latino, Black, and other older adults were less likely to report no financial hardships than White
older adults. Among the most common hardships reported were not having enough money to
buy food (9 percent) and having trouble buying food even if they had the money (16 percent).
About 1 in 15 older adults reported missing credit card or other debt payments, missing other
payments, or other material hardships (7 percent each), or missing rent or mortgage payments (6
percent). For each of these hardships, older adults with disabilities were more likely to report
hardships than older adults without disabilities. Black older adults were the most likely to report
missing payments. For example, 10 percent of Black older adults missed a rent or mortgage
payment compared with 2 percent of White older adults. Non-Hispanic older adults of another
race were the most likely to report not having enough money to buy food (17 percent) or having
trouble buying food even though they had money (19 percent), compared with White older adults
(5 and 14 percent, respectively).

Most older adults reported that their income stayed the same (77 percent), but 18 percent
reported their income declined, and 5 percent reported their income increased. Though there
were no differences between those with and without disabilities, there were differences across
race. Hispanic or Latino older adults were the most likely to see a decrease in income (29
percent), compared with 13 percent of White older adults.

Most older adults reported that they received a stimulus payment in late 2020 or early
2021 (80 percent). There were no differences by disability. There were some differences by

race, with rates varying from 77 percent (Hispanic or Latino) to 82 percent (White).
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What Was the Role of Intersectional Identities on These Outcomes?

We examined COVID outcomes both by disability within racial and ethnic categories and
by race and ethnicity among those with disabilities to understand the intersectionality of these
characteristics among Americans age 50 and older. Although many patterns of health, work, and

financial impacts were similar, intersectional findings emerged in several areas:

e COVID testing. Although there were differences across race and ethnicity in COVID
testing, diagnosis, and hospitalization rates (Table 3), there were few intersectional
findings with disability. Among White older adults, those with disabilities were more
likely to receive a COVID diagnoses or to be tested than those without disabilities (Table
4).

e Health care delays. Within each race and ethnicity group, disabled older adults were
more likely to delay health care. The difference was largest for older adults of another
race, among whom 43 percent of those with disabilities delayed health care compared
with 28 percent of those without disabilities. Among those with disabilities, there were
also statistically significant differences across race and ethnicity. We compared the same
43 percent of older adults of another race with a disability who delayed health care to 38
percent of White older adults with a disability and 35 percent of older adults with
disabilities who were Black or Hispanic or Latino.

e Delaying prescriptions. Many of the same patterns in types of health care delays by
disability persisted or were exacerbated when we consider separate racial and ethnic
groups. For example, 17 percent of Hispanic or Latino older adults with a disabling
condition reported delaying prescriptions compared with 6 percent of those without
disabilities. Among all older adults, the difference by disability was 4 percentage points.

e Stopping work. Among those whose work was affected, there were differences in those
who stopped working by disability and exacerbations by race or ethnicity. For example,
62 percent of Black older adults with disabilities reported stopping work, compared with
44 percent of all older adults, 52 percent of older adults with disabilities of any race, and
53 percent of Black older adults regardless of disability status.

e Moving to remote work. Among all older adults whose work was affected, there was no

difference by disability in those who moved to remote work (Table 3). However,
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Hispanic or Latino older adults with disabilities were more likely to move to remote work
compared with those without disabilities (48 percent compared with 28 percent).
Conversely, Black older adults with disabilities were less likely to move to remote work
compared with those without disabilities (23 percent compared with 48 percent).
Financial hardships. The differences in older adults’ financial hardships by disability
status persisted across White, Black, and Hispanic or Latino older adults. Some of the
largest differences were in having enough money to buy food. Twenty-two percent of
Hispanic or Latino older adults with disabilities did not have enough money to buy food,
compared with 11 percent without disabilities. For Black older adults, 18 percent with
disabilities did not have enough money to buy food compared with 8 percent without
disabilities. There were similar patterns of older adults reporting that they had trouble
buying food even if they had the money.

Stimulus payments. There were no differences in stimulus receipt by disability, overall
or within racial and ethnic groups. There were some differences by race or ethnicity that
persisted among those with disabling conditions. Seventy-one percent of disabled older
adults of another race received the stimulus payment, compared with about 80 percent of
disabled older adults who were Black (78 percent), Hispanic or Latino (80 percent), or
White (81 percent).

Our results were similar when examining different definitions of disabling conditions,

including having a work-limiting condition and ever receiving SSI or DI benefits (Appendix

Table 1). We saw a similar pattern for older adults with two or more chronic conditions

compared with those with one or fewer, and larger negative experiences for older adults with five

or more chronic conditions (Appendix Table 2).

We also found similar results when examining non-regression adjusted outcomes

(Appendix Table 3) and when examining a weighted, nationally representative subset of

respondents (Appendix Table 4).

Retirement Preparedness

Among respondents who were working at the time of the surveys in both 2018 and 2020,

most respondents expected to work full-time past age 65. The average self-reported probability
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of working after age 65 was about 45 percent in 2018 and 43 percent in 2020. There were
differences across disability, race, and ethnicity groups. Working older adults with disabilities
predicted lower probabilities of working past age 65 (39 percent in both years). Black older
adults had the lowest predicted probability of working past age 65 (about 37 percent), but there

were no differences between older Black workers with and without disabilities in 2020.

Role of Contextual and Social Factors

Next, we focus on the contextual factors associated with COVID experiences. We link
respondent level HRS to a series of data, described earlier, for their respective counties and states
of residence in 2020. Data security restrictions prevent us from reporting some specifics on the
county of HRS geocoded respondents’ residence. In general terms, the HRS respondents in our
sample represent a large number but less than half of the U.S counties with geographic variation
in terms of U.S. region and urbanicity. There is an average of 11 HRS respondents per county,

with a minimum of 1 respondent and a maximum of 306 respondents residing in a county.

What Were the Unadjusted Differences in County Characteristics Across Disabling Conditions
and Race or Ethnicity?

As with our individual-level analysis, we explored differences in county characteristics
between older adults with and without disabling condition, across our whole sample and within
racial and ethnic categories (Table 5). We found statistically significant differences in county-
level characteristics for people with and without disabilities, across the full sample and within
racial and ethnic categories. Across the full sample, adults with disabling conditions were more
likely to live in counties characterized by higher levels of COVID vulnerability, and lower levels
of economic opportunity, socioeconomic vulnerability, and health care access, as measured by
our county-level factors. Specifically, adults with disabling conditions were more highly
concentrated in counties with a higher average case counts, higher scores on the Pandemic
Vulnerability and Social Vulnerability Indexes, more years of potential life lost (YPLL), and
higher rates of unemployment and populations receiving government assistance.

This pattern also remained consistent within race and ethnicity. Non-Hispanic Black

adults with disabling conditions live in counties that have poor performance on measures across
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the eight county characteristics we examined.> However, for residential racial segregation, non-
Hispanic Black adults with disabling conditions were more likely to live in counties that are less
racially segregated. Likewise, Hispanic adults with disabling conditions were more likely to live
in counties with higher scores on the Pandemic Vulnerability and Social Vulnerability indexes,
and higher levels of unemployment and percentages of county residents receiving public
assistance relative to their counterparts without a disability. However, those individuals were
more likely to live in counties with more hospital beds per capita.

When examining differences within the subgroup of respondents with disabling
conditions, the observed racial patterns persisted. Older adults with disabilities who are non-
White were more clustered in counties with less favorable county characteristics, relative to

people with disabilities who identify as non-Hispanic White.

Are Contextual Factors Associated with COVID Outcomes for Individuals with Disabling
Conditions?

Next, we examined the association of contextual factors on individual experiences with
financial hardship, delaying health care, and whether one’s work was affected. We started by
examining the intraclass coefficient for all three COVID outcomes separately. In the context of
multilevel models, the intraclass correlation coefficient (ICC) ranges from 0 to 1 and reveals the
correlation between two observations (individuals) within the same cluster (county or state).
Higher correlations between individuals means there is clustering in our data and, as such, a
higher 1ICC suggests that the use of a multilevel model is preferred to a linear model. Although
there is no uniform benchmark for what constitutes a value of an ICC that is “large enough” to
suggest the use of a multilevel model, a commonly used rule of thumb is that a value of an ICC
greater than 0.05 merits the use of a multilevel model. The intraclass coefficient for the
unadjusted model of financial hardship with county measures is 0.07, suggesting that clustering
at the county level can explain 7 percent of the individual-level variation in financial hardship.
However, the ICC for work being affected is 0.0388 and the ICC for delaying health care is
0.0046. These small values suggest that there might not be clustering of work effects and health

care delays at the county level. As such, we report findings on financial hardship in this text and

5 We did not measure differences in state-level governance because the sample size was too small for inference.

22



reserve the results for models related to whether work was affected or delays in health care for
the appendix.

Tables 6 to 14 display the results of the set of multilevel models estimating associations
of area-level factors with financial hardship, health care, and work, using odds ratios. We found
only two significant county-level factors on the likelihood of declaring financial hardship
because of COVID-19: (1) YPLL (Table 10) and (2) state political party affiliation (Table 14).
We did, however, observe statistically significant positive associations with financial hardship
for both disability and with race or ethnicity across all models for all county-level factors,
suggesting that an individual’s disability status and race or ethnicity remain positive predictors of
financial hardship because of COVID-19 even after accounting for contextual factors.

Focusing on the set of models with statistically significant relationships, we first describe
the set of models examining the role of YPLL. Model 1 suggests that for every one standard
deviation increase in an individual’s county mean value of YPLL, that individual is 5 percent
more likely to report a financial hardship. YPLL measures premature mortality in a county by
counting the years of life lost before age 75, thus focusing on preventable deaths. This measure
captures elements associated with SDOH and area-level health behaviors such as smoking and
accidents. In Model 1, the estimated odds ratios corresponding to whether an individual has a
disabling condition and corresponding to an individual’s race or ethnicity are also greater than
one and highly significant. Including individual-level covariates in Model 2, the odds ratio
corresponding to YPLL attenuates slightly but remains statistically significant and greater than
one. In Model 2, there is no statistically significant association between the YPLL measure at
the county level and disability, implying that there is no differential effect of a county’s YPLL
on the likelihood of financial hardship for people with or without a disabling condition. There is
a statistically significant association for the interaction between YPLL and both non-Hispanic
Black persons and persons of non-Hispanic other races. The main effects on YPLL, disability,
and race or ethnicity all remain greater than one and statistically significant.

Focusing on the state-level model of political party (Table 12), we found that older adults
were more likely to report a financial hardship in a state with a republican-controlled government
(OR =1.2). As with the county-level models, the main effects on disability and race or ethnicity

remain positive and statistically significant. In addition, we observed an association between
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delayed health care and political party wherein individuals in republican-controlled states are less
likely to report delaying health care (OR = 0.7).

We do not see a consistent pattern of association between county-level contextual factors
and individual experiences with delayed health care or work being affected.

Discussion
Summary of Key Findings

We found evidence of negative COVID-19 effects on health, work, and financial
experiences for older adults with disabilities. This group was more negatively impacted on
several measures compared with those without disabilities. In addition, older adults with
disabilities who were Black or Hispanic often had disparate impacts compared with either those
without disabilities or White older adults with disabilities.

Most notably, older adults with disabilities were more likely to report experiencing
financial hardships than older adults without disabilities. Overall, about one-third of older adults
reported financial hardships since the start of the pandemic. Although there was no difference by
disabling condition in the receipt of stimulus payments, older adults with disabling conditions
were more likely to experience each of the financial hardships examined. There were also large
differences at the intersection of race or ethnicity and disabling condition. For example, twice as
many Hispanic older adults with disabilities did not have enough money to buy food compared
with those without disabilities.

Older adults with disabilities also reported negative impacts on health care delays and
work. They were also more likely than older adults without disabilities to report delaying many
types of health care, such as surgeries and prescriptions, since March 2020. Among older adults
whose work was impacted by the pandemic, more older adults with disabilities reported stopping
work than older adults without disabilities, and fewer moved to remote work.

Although few contextual factors were associated with these negative COVID outcomes,
we found evidence that the contextual factors mattered. First, there were important differences
in county-level characteristics for people with and without disabilities, across the full sample and
within race or ethnicity. Moreover, older adults with disabilities who are Hispanic, Black, or
another race other than White tend to live in counties that performed poorly on measures of

several county-level factors relative to people with disabilities who identify as non-Hispanic
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White. We did not see a consistent pattern of association between county-level contextual
factors and individual experiences with delayed health care or work being affected. For financial
outcomes, only YPLL is significant and in the expected direction. These findings reveal that
people with disabilities tend to be more highly concentrated in areas that are more susceptible to
COVID and other socioeconomic inequalities. However, these contexts do not appear to

influence their COVID outcomes beyond respondents’ individual identities and experiences.

Study Limitations

The results of this analysis are similar to the results we examined on a nationally
representative, weighted subset of adults age 50 and older. However, the data and findings have
two key limitations. First, the negative COVID experiences are self-reported and subject to
potential biases. For example, because the survey was fielded over about a year, some
respondents were answering questions about the impacts of COVID very early during shutdowns
while others had a longer period of time to experience negative impacts. Thus, early respondents
might not yet have experienced the negative effects that they would eventually experience, and
later respondents might have forgotten or misreported experiences from nearly a year earlier.
However, the timing of interviews is plausibly random with respect to whether someone has a
disabling condition (measured in 2018) and with respect to their race or ethnicity. In addition,
some older adults might have experienced different delays in care given variation in the duration
and timing of lockdowns and temporary clinic closures. Second, we cannot determine a causal
link between disability, race, or ethnicity on pandemic-related outcomes. Some questions were
phrased to inquire about the “effects” of COVID-19, while others focused on experiences since
March 2020. However, it is likely that older adults with disabilities had more financial
hardships, barriers to health care, and difficulty accessing work before the pandemic. Indeed,
there is a great deal of literature documenting many such difficulties. This study provides
descriptive evidence of the disparities experienced in approximately the first year of the

pandemic, but causation cannot be determined.
Implications of the Findings

The findings highlight key takeaways about the importance of: 1) a robust disability-
inclusive public health response; 2) the intersectionality lens; and 3) financial policies. First, the
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pandemic had disparate impacts on people with disabilities, and the vulnerability of this
community suggests future public health events, such as pandemics or natural disasters, might
impact them similarly. Before such events occur again, resources could be put into
understanding particular needs to better support the well-being of people with disabilities.

Second, it is important to examine this population using an intersectionality lens. Older
adults with intersecting identities of disability and historically marginalized race or ethnicity
were more likely to have been negatively impacted by the pandemic. When considering impacts
separately by race or ethnicity, or by disability, the extent of hardships experienced at the
intersection of these identities is hidden. Although the effects we examined are self-reported and
do not measure the extent of the hardships experienced, the finding that more people with
multiple marginalized identities faced difficulties highlights that continued study of this
intersection should lead to policies better aimed at alleviating hardship.

Finally, policies mitigating financial impacts could be universally beneficial. Financial
impacts were widespread across every demographic group. We found evidence that
intersectional disparate effects were felt on many types of financial hardships. Although most
older adults received a stimulus payment, about a third still experienced financial hardships.
Although many benefits were expanded during the pandemic, such as extended eligibility for the
Supplemental Nutrition Assistance Program, 13 percent of older adults with disabilities reported
not having enough money to buy food. Especially for older adults who have reached retirement

age, additional financial support might be necessary to mitigate hardships.
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Table 2. Characteristics of Older Adults by Race, Ethnicity, and Disabling Condition (ADLs or IADLS)

All Disabling No p-value* | Non- Non- Hispanic Non- Chi-
older  condition disabling Hispanic Hispanic or Hispanic square
adults condition White Black Latino other value?
Unweighted number 8,828 3,497 5,331 4,781 2,010 1,553 428
Percentage 100.0 39.6 60.4 54.7 22.8 4.9 17.6
ADL/IADL 39.6 - - - 35.7 44.6 38.8 46.2 Hi#
Work-limiting condition 39.8 - - - 40.9 41.1 36.7 36.0 HitH
SSI/DI receipt 13.0 - - - 9.1 22.7 12.9 125 Hi#
Female 59.6 62.1 58.0 faleied 58.7 63.4 56.3 59.2 Hi#
Age (mean) 66.7 69.0 65.1 Fxk 69.1 64.0 62.0 64.1 it
Married or partnered 60.4 51.5 66.2 Fhx 64.1 45.9 63.4 65.9 HHH
Years of education (mean) 12.9 12.1 135 faleka 13.7 12.9 13.6 10.3 HHH
Number of health conditions 2.3 3.1 1.8 falekel 2.3 2.4 2.1 2.1 Hit
(mean)
Working for pay in 2020 35.2 18.3 46.2 faleld 31.8 374 46.5 38.5 Hit#

2 T-test significance is shown in each applicable row using *. Chi-square significance is shown using #. * Indicates p < 0.10, ** indicates p < 0.05, and ***
indicates p < 0.01. Blank columns indicate a p-value that is not significant at the p < 0.10 level. We use an F-test for continuous variables rather than a Chi-square
test.

ADL = activity of daily living; DI = Disability Insurance; IADL = instrumental activity of daily living; SSI = Supplemental Security Income.
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Table 3. Self-Reported Health, Work, and Financial Experiences during the COVID-19 Pandemic by Disabling Condition and Race or
Ethnicity

All ADLor NoADL p- Non- Non- Hispanic Non- Chi-
older IADL  orlADL value? | Hispanic Hispanic or Hispanic square
adults White Black Latino other value?
Unweighted number 8,828 3,497 5,331 4,781 2,010 1,553 428
Health outcomes (%)
Ever received a COVID diagnosis HiHt Hitt
Yes 35 4.0 3.2 2.6 3.3 6.2 5.6
Probably yes 0.6 0.5 0.6 0.8 1.7 1.3 2.6
Probably no 0.7 0.8 0.6 0.9 0.6 1.6 3.7
No 95.3 94.7 95.6 95.7 95.9 93.3 924
Ever tested 32.3 35.1 30.4 falaied 27.4 40.6 35.7 33.6 Hitt
If tested, any positive results 9.9 10.0 9.8 8.0 8.3 16.4 14.4 i
If positive diagnosis, 155 16.8 14.8 111 23.9 21.0 - HHtH
hospitalization
Delayed any type of health care 30.7 36.3 27.2 falea 31.1 30.5 28.8 33.7 HHtH
Delayed surgery 13.1 15.9 10.5 il 13.7 12.5 12.1 13.9 it
Delayed doctor visit 57.2 58.5 56.2 56.2 55.2 62.9 56.2 i
Delayed filling a prescription 7.3 9.4 5.2 Fkx 5.0 9.6 11.9 10.3 it
Delayed dental care 72.2 70.8 73.6 74.0 67.9 71.0 76.8 #HitH
Delayed other health care 22.7 27.2 19.0 Fkx 22.6 19.4 26.3 26.8 it
Reasons for delaying care
Could not afford it 14.5 17.3 11.8 il 12.0 19.4 14.5 19.0 HitH
Could not get an appointment 15.7 16.8 14.8 15.6 15.4 16.1 16.2
The clinic/hospital/doctor’s 51.8 47.1 55.6 flaie 55.1 49.3 44.8 50.7 Hith
office canceled, closed, or
suggested rescheduling
Decided it could wait 33.3 30.6 35.4 *x 35.7 28.4 32.2 36.6 i
Was afraid to go 23.9 23.9 23.9 21.7 24.4 30.6 24.2 R
Work outcomes (%)

33



All ADLor NoADL p- Non- Non- Hispanic Non- Chi-
older IADL  orlADL value? | Hispanic Hispanic or Hispanic square
adults White Black Latino other value?
Work affected because of the i Hitt
pandemic
Yes 28.7 24.1 30.9 26.3 29.5 32.3 37.9
No 45.6 44.5 46.4 47.5 47.8 38.6 39.0
Not working when pandemic started 25.7 30.3 22.1 26.2 22.7 29.3 24.3
Work affected because of the 38.6 355 40.0 falaled 35.6 38.2 45.6 49.1 Hi#
pandemic (among those working)
Stopped work entirely 43.6 51.4 41.1 faleka 34.5 52.7 58.7 35.5 #HHtH
Reason for work ending
Lost job/laid off permanently  14.0 16.5 13.0 12.6 16.4 14.2 23.1
Furloughed/laid off 48.8 42.9 515 50.0 49.8 46.5 46.0
temporarily
Quit 6.1 6.7 5.8 3.7 6.9 9.0 17.4 #
Changed work days or hours 27.8 29.2 27.4 24.5 28.8 35.8 33.7 HitHt
Work became more risky or 20.8 25.2 19.7 * 17.8 27.9 23.0 26.0
dangerous
Work became harder 21.4 25.6 20.5 * 22.2 21.5 17.3 24.5
Switched to working remotely 46.5 43.0 47.3 50.8 43.8 33.0 55.8 it
Other changes 34.2 30.1 35.2 34.8 30.1 37.6 33.7 i
Financial outcomes (%)
Missed rent or mortgage payments 55 7.6 4.2 folalel 1.9 10.3 9.3 8.1 #HitH
Missed credit card or other debt 6.7 9.3 51 faleka 3.5 11.6 9.1 10.6 i
payments
Missed other payments (such as 7.1 10.3 5.0 ikl 2.9 14.5 9.7 8.8 H
utilities or insurance)
Could not pay medical bills 6.2 8.7 4.4 falea 3.8 9.8 8.0 9.6 HHtH
Didn’t have enough money to buy 8.9 131 5.9 ol 4.6 12.7 16.3 11.6 HitH
food
Had trouble buying food even though  16.0 19.7 13.4 faleka 13.9 17.4 19.4 18.5 HHtH

had money
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All ADLor NoADL p- Non- Non- Hispanic Non- Chi-
older IADL  orlADL value? | Hispanic Hispanic or Hispanic square
adults White Black Latino other value?
No hardship 68.6 60.5 74.0 Fhx 76.3 60.1 58.7 60.0 HHH
Other material hardship 6.9 9.0 55 falea 6.0 8.1 7.7 9.2 i
Income changed because of the it it
pandemic
Income went up 5.1 51 5.2 50 59 4.6 6.0
Income went down 17.8 18.7 17.2 13.3 17.6 29.3 26.0
About the same 77.1 76.2 77.6 81.7 76.7 66.1 68.4
Received stimulus payment in late 80.3 79.7 80.8 81.5 78.7 79.9 76.7 i
2020/early 2021
Retirement preparedness®
Probability of working full-time after ~ 43.4 38.6 44.3 *x 47.6 37.4 45.3 39.7 #HHtH
age 65 in 2020
Probability of working full-time after ~ 45.0 39.2 46.2 il 49.4 38.3 47.8 41.2 HitH
age 65 in 2018
Expected retirement age in 2020 69.0 68.9 69.0 69.8 67.8 68.5 69.2 it
Expected retirement age in 2018 68.8 68.7 68.8 69.4 68.0 68.3 68.9 i
Frequency of thoughts about HHH #HHtH
retirement in 2020 (%)
Hardly at all 27.8 28.9 27.6 24.5 29.0 35.4 29.4
A little 18.0 18.9 17.7 16.0 18.4 225 16.2
Some 25.7 21.5 26.7 31.1 18.3 20.9 27.9
A lot 28.6 30.6 28.1 28.2 34.8 21.8 16.3

2 T-test significance is shown in each applicable row using *. For categorical variables, Chi-square significance is shown in the variable heading row. Chi-square
significance is shown using #. * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. Blank columns indicate a p-value that is not significant at
the p < 0.10 level. We use an F-test for continuous variables rather than a Chi-square test.

®Among those working in 2018 and 2020.

ADL = activity of daily living; IADL = instrumental activity of daily living.
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Table 4. Self-Reported Health, Work, and Financial Experiences during the COVID-19 Pandemic by Disabling Condition within Race

or Ethnicity

Non-Hispanic White

Non-Hispanic Black

Hispanic or Latino

Non-Hispanic other

ADL No p- ADL No p- ADL No p- ADL No p- Chi-
or ADL  value? | or ADL  value? | or ADL value? | or ADL  value? | square
IADL or IADL or IADL or IADL or value®
IADL IADL IADL IADL
Unweighted number 1,705 3,076 897 1,113 717 836 166 262
Health outcomes (%0)
Ever received a COVID HitH H # HitH
diagnosis
Yes 3.5 2.2 3.3 3.3 6.4 6.0 4.6 6.6
Probably yes 0.9 0.8 2.2 1.4 - 1.9 - 3.6
Probably no 1.2 0.7 0.6 0.6 3.6 - - 55
No 944  96.3 95.8 96.0 929 937 95.6 89.3
Ever tested 304 257  *F** 423 393 37.7 340 384 30.6 Hit#
If tested, any positive 8.7 7.6 8.2 8.4 16.1  16.7 10.7 18.2 ##
results
If positive diagnosis, 13.6 8.7 174 293 16.9 257 - -
hospitalization
Delayed any type of 376 277  F** 344 2715  **k* 343 242  Fx* 432 282  *** | #H#
health care
Delayed surgery 16.7 113  *** 163 7.9 faleled 145 9.7 9.8 21.8
Delayed doctor visit 56.3 56.2 55.0 55.3 65.9 595 704 440 **
Delayed filling a 6.7 3.6 ** 9.5 9.7 171 57 faleie 149 6.5 Hitt
prescription
Delayed dental care 719 756 71.8 70.0 79.1 741 i
Delayed other health 25.7 204 ** 65.8 70.1 311 207 ** 314 223 HitH
care
Reasons for delaying
care
Could not afford it 153 9.1 falaied 20.3 183 16.7 120 205 17.3 fesees
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Non-Hispanic White

Non-Hispanic Black

Hispanic or Latino

Non-Hispanic other

ADL No p- ADL No p- ADL No p- ADL No p- Chi-
or ADL  value? | or ADL  value? | or ADL  value? | or ADL  value? | square
IADL or IADL or IADL or IADL or value®
IADL IADL IADL IADL
Could not get an 19.3 133  *** 125 187 * 16.3 158 174 152
appointment
The 509 579 ** 429 556  *** 424  47.6 51.8 499
clinic/hospital/doct
or’s office canceled,
closed, or suggested
rescheduling
Decided it could 325 3717 * 26.0 30.7 30.8 337 335 391 #H
wait
Was afraid to go 220 215 281 209 * 25.0 374  *** 25.6 234 ##
Work outcomes (%0)
Work affected because #HitH it i Hi# | HHH
of the pandemic
Yes 21.3 282 23.6 332 29.3 343 ** 36.1 387
No 46.6  48.1 48.0 477 36.4 405 36.0 40.9
Not working when 30.3 234 27.2 18.0 339 244  Ax* 29.0 20.7
pandemic started
Work affected because 315 37.1  *** 329 411 *** 455 457 50.8 48.3 #HitH
of the pandemic (among
those working)
Stopped work entirely 414 327  ** 61.7 496 ** 639 56.5 31.8 370 HitH
Reason for work
ending
Lost job/laid off 13.3 124 171 16.1 200 10.9 6.7 34.5
permanently
Furloughed/laid 425  52.7 450 52.1 441 479 440 46.7
off temporarily
Quit 3.6 3.7 7.9 6.3 7.7 1.0 389 89
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Non-Hispanic White

Non-Hispanic Black

Hispanic or Latino

Non-Hispanic other

ADL No p- ADL No p- ADL No p- ADL No p- Chi-
or ADL  value? | or ADL  value? | or ADL  value? | or ADL  value? | square
IADL or IADL or IADL or IADL or value®
IADL IADL IADL IADL
Changed work days or 26.5 24.1 401 264 * 30.2 377 161 394 *
hours
Work became more 20.7 17.2 28.7  27.7 274 214 275 256
risky or dangerous
Work became harder  27.3  21.3 365 184 ** 220 16.0 102 29.7 *
Switched to working 49.6 51.0 23.0 482  *** 478 285 ** 494  57.7 HHtH
remotely
Other changes 29.3  36.0 315 297 254 416 * 377 324 #
Financial outcomes (%0)
Missed rent or mortgage 3.0 1.3 folalal 126 8.7 ke 127 71 falaie 7.0 8.8 HHH
payments
Missed credit card or 5.6 2.2 falaled 143 9.6 faleled 118 74 faleie 11.7 9.9 HitH
other debt payments
Missed other payments 4.7 1.9 foleiel 18.8 111  *** 136 7.1 Fkx 119 6.5 * i
(such as utilities or
insurance)
Could not pay medical 5.7 2.5 falaled 131 7.2 falalel 9.7 6.5 ** 134 6.7 * HitH
bills
Didn’t have enough 7.0 3.0 il 184 8.2 faleied 223 114  *** 13.7 9.9 Hitt
money to buy food
Had trouble buying food 18.1 114  *** 211 144  *** 22.7 166  *** 175 192 HitH
even though had money
No hardship 684 80.8 *** 525 66.1  *** 50.7 65.3  *** 55.0 62.9 #HitH
Other material hardship 7.8 4.9 falaled 105 6.2 faleled 9.7 6.1 ** 114 7.6 feees
Income changed #HitH it HitH i | HHH
because of the
pandemic
Income went up 4.9 5.1 5.8 5.9 4.6 4.4 6.9 5.6

38



Non-Hispanic White

Non-Hispanic Black

Hispanic or Latino

Non-Hispanic other

ADL No p- ADL No p- ADL No p- ADL No p- Chi-
or ADL  value? | or ADL  value? | or ADL  value? | or ADL  value? | square
IADL or IADL or IADL or IADL or value®
IADL IADL IADL IADL
Income went down 149 127 178 177 280 304 31.3 233
About the same 80.3 823 771 765 67.2  65.3 62.3 715
Received stimulus 815 815 77.7  80.0 80.2 795 70.7  79.8 #HHH
payment in late
2020/early 2021
Retirement
preparedness®
Probability of working 43.1 483 33.8 383 323 418 ** 49.2 444 #
full-time after age 65 in
2020
Probability of working 456  50.0 28.6 409  *** 389 420 454 483 #HitH
full-time after age 65 in
2018
Expected retirementage  69.9  69.7 68.2 67.7 68.2 68.6 679 69.4 #HitH
in 2020
Expected retirementage  69.4  69.4 68.0 68.0 68.7 68.2 66.9 69.3 Hitt
in 2018
Frequency of thoughts i # i #it
about retirement in
2020 (%)
Hardly at all 246 245 279 293 40.0 338 32.7 287
A little 17.7 158 20.0 18.0 196 236 16,6  16.2
Some 326 309 121 199 135 235 24.7  28.7
A lot 25.3 2838 406 333 278 198 29.5 282

2 T-test significance is shown in each applicable row using *. For categorical variables, Chi-square significance is shown in the variable heading row. Chi-square
significance is shown using #. * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. Blank columns indicate a p-value that is not significant at
the p < 0.10 level. We use an F-test for continuous variables rather than a Chi-square test.
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®Among those working in 2018 and 2020.

¢ Chi-square value is across race or ethnicity, conditional on having one or more difficulties with ADLs or IADLs.
ADL = activity of daily living; IADL = instrumental activity of daily living.

Table 5. Contextual Factors of Counties in Which Older Adults Lived by Race or Ethnicity, and Disabling Condition

All older adults

Non-Hispanic White

All Non-
Allolder ADLor NoADL Hispanic ~ ADL or No ADL
adults IADL or IADL  p-value? White IADL or IADL  p-value?

Mean weighted county-level
value for HRS respondents 2
COVID-19 risk and
vulnerability

Case counts (per 100,000) 21.7 22.1 21.4 faleied 21.5 21.9 21.2 kel

Pandemic Vulnerability Index 0.5 0.5 0.5 okl 0.5 0.5 0.5 okl
Socioeconomic characteristics

Social Vulnerability Index 0.5 0.5 0.5 ikl 0.5 0.5 0.5 Fhx

Residential racial segregation 33.9 33.7 34.0 34.1 33.9 34.1
Medical infrastructure and
health care access

Hospital beds capacity 0.4 0.4 0.4 0.4 0.4 0.4

Years of potential life lost 7,760.5 8,105.5 7,502.2 Fxk 7,644.5 7,946.3 7,438.3 falelel
Employment opportunities and
income

Unemployment 5.4 5.4 5.3 kel 5.2 5.3 5.2 ke

Percentage receiving

government assistance 12.3 12.7 12.0 kel 11.9 12.3 11.6 kool
Number of observations 8,616 3,408 5,208 4,678 1,664 3,014
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Non-Hispanic Black

Hispanic or Latino

All Non-
Hispanic ADLor NoADL All ADL or No ADL
Black IADL or IADL  p-value* | Hispanic IADL or IADL  p-value?
Mean weighted county-level
value for HRS respondents
COVID-19 risk and
vulnerability
Case counts (per 100,000) 21.8 22.1 215 faleled 22.3 22.6 22.0 *
Pandemic Vulnerability Index 0.5 0.5 0.5 falekal 0.5 0.5 0.5 falekal
Socioeconomic characteristics
Social Vulnerability Index 0.6 0.6 0.5 Fhx 0.6 0.6 0.5 Fhx
Residential racial segregation 37.8 36.9 38.6 Fxk 35.3 35.3 35.2
Medical infrastructure and
health care access
Hospital beds capacity 0.4 0.4 0.4 *x 0.5 0.5 0.4 Fhx
Years of potential life lost 7,977.9 8,439.9 7,562.6 faleid 6,904.6 6,815.3 6,967.8
Employment opportunities and
income
Unemployment 5.8 6.0 5.7 falekad 5.6 5.8 55 falekad
Percentage receiving
government assistance 13.2 13.9 12.6 flolei 12.8 13.3 12.4 falolel
Number of observations 1,971 881 1,090 1,501 690 811
Non-Hispanic other
AllNon- ADLor NoADL p-value?
Hispanic  IADL or IADL

other

Mean weighted county-level
value for HRS respondents
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Non-Hispanic other

AllNon- ADLor NoADL p-value?
Hispanic  IADL or IADL

other
COVID-19 risk and
vulnerability
Case counts (per 100,000) 22.1 22.8 21.6 **
Pandemic Vulnerability Index 0.5 0.5 0.5
Socioeconomic characteristics
Social Vulnerability Index 0.5 0.5 0.5
Residential racial segregation ~ 37.2 37.1 37.4
Medical infrastructure and
health care access
Hospital beds capacity 0.4 0.4 0.5
Years of potential life lost 7,185.7 7,528.8 6,902.1 falaiel
Employment opportunities and
income
Unemployment 5.7 55 5.8
Percentage receiving 12.3 12.3 12.3
government assistance
Number of observations 413 162 251

@ Means of county-level variables are weighted to adjust for different proportions of HRS respondents across counties. A simple inverse-probability weight was
created to account for county clustering across the entire sample and again for each racial/ethnic subgroup.
ADL = activity of daily living; HRS = Health and Retirement Study; IADL = instrumental activity of daily living.
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Table 6. Association between Area-Level Pandemic Vulnerability Index and Self-Reported Health, Work, and Financial Experiences
during the COVID-19 Pandemic

Pandemic Vulnerability Index (PVI)

Finance Health care delays Work
Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 | Model 0 Model 1 Model 2

PVI 1.05 1.03 1.04 1.0 1.0 0.9 1.0 1.0 1.0
Disability | 1.94 *** | 189 *** | 190 *** |14 *** |16 *** |16 *** |04 *** |07 ** |07 F**
Race

Black 199 *** 148 *** | 148 *** |10 0.8 *** |08 *** |13 *** |09 0.9

Other 211 *** 1160 *** |161 *** |11 0.9 0.9 1.5 *** 109 0.9

Hispanic | 2.17 *** |1.64 *** | 163 *** |09 ** |08 *** |08 *** |14 *** 11 * 12 *
PVI* N/A N/A 0.93 N/A N/A 1.0 N/A N/A 0.9
Disability
PVI*Black | N/A N/A 1.04 N/A N/A 1.0 N/A N/A 1.0
PVI*Other | N/A N/A 1.01 N/A N/A 1.0 N/A N/A 1.0
PVI* N/A N/A 1.09 N/A N/A 1.1 N/A N/A 0.9
Hispanic
Individual Yes Yes Yes Yes Yes Yes
Covariates
Interaction Yes Yes Yes
terms
N 8,503 8,486 8,486 8,505 8,487 8,487 8,533 8,507 8,507
Number of | 781 778 778 779 776 776 781 777 777
Counties
AIC 10,082.7 |9,719.9 9,724.8 10,441.3 10,066.7 10,073.5 | 9765.9 8,352.6 8,356.5
BIC 10,132.0 |9,889.0 9,922.1 10,490.7 10,228.8 10,263.8 | 9815.3 8,514.7 8,546.8

Notes: * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. N/A = not applicable.
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Table 7. Association between Area-Level COVID Case Counts and Self-Reported Health, Work, and Financial Experiences during the
COVID-19 Pandemic

Cases per 100,000 (C100)

Finance Health care delays Work

Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 Model 0 Model 1 Model 2
C100 1.06 * 1.05 1.05 09 ** |10 * 09 ** 1.0 1.0 1.0
Disability 194 *** | 188 *** | 189 *** |14 *F** |16 F** |16 F** |04 F* |07 K< |07 K
Race
Black 2.04 *** 150 *** | 150 *** |0.9 0.8 *** 108 *** |13 *** 109 0.9
Other 214 *** 1161 *** | 163 *** |11 0.9 0.9 15 *** 0.8 0.8
Hispanic 218 *** 1164 *** 163 *** |09 ** |08 *** |08 ** |14 F** 11 1.2 =
C100* N/A N/A 0.92 N/A N/A 11 = N/A N/A 1.0
Disability
C100*Black | N/A N/A 1.09 N/A N/A 1.0 N/A N/A 1.0
C100*Other | N/A N/A 0.95 N/A N/A 0.9 N/A N/A 1.3 **
C100* N/A N/A 1.08 N/A N/A 1.1 N/A N/A 1.0
Hispanic
Individual Yes Yes Yes Yes Yes Yes
covariates
Interaction Yes Yes Yes
terms
N 8,497 8,480 8,480 8,499 8,481 8,481 8,627 8,501 8,501
Number of | 777 774 774 775 772 772 777 773 773
counties
AIC 10,074.1 9,710.4 9,713.3 10,433.1 10,062.8 10,063.6 | 9,760.1 8,348.8 8,350.1
BIC 10,123.4 9,879.5 9,910.6 10,482.5 10,231.9 10,253.8 | 9,809.5 8,510.9 8,540.4

Notes: * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. N/A = not applicable.
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Table 8. Association between Area-Level Social Vulnerability Index and Self-Reported Health, Work, and Financial Experiences
during the COVID-19 Pandemic

Social Vulnerability Index (SVI)

Finance \ Health care delays Work

Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 Model 0 Model 1 Model 2
SVI 1.05 1.04 1.06 1.0 1.0 0.9 09 * 1.0 1.0
Disability | 1.94 *** | 1,88 *** | 189 *** |14 *** |16 *** |16 *** |04 *** |07 |07 ***
Race
Black 201 *** | 148 *** 148 *** |10 0.8 *** 108 *** |13 *** |09 0.9
Other 212 *** | 159 **x* | 159 *x* 111 0.9 0.9 15 *** 109 0.9
Hispanic | 2.16 *** | 1.63 *** | 162 *** |09 * 0.8 *** |08 *** |14 *** 12 * 1.2 **
SVI* N/A N/A 0.94 N/A N/A 1.1 N/A N/A 0.9
Disability
SVI*Black | N/A N/A 1.00 N/A N/A 1.0 N/A N/A 1.0
SVI*Other | N/A N/A 1.01 N/A N/A 1.0 N/A N/A 1.1
SVI* N/A N/A 1.01 N/A N/A 1.1 N/A N/A 0.9
Hispanic
Individual Yes Yes Yes Yes Yes Yes
covariates
Interaction Yes Yes Yes
terms
N 8,503 8,486 8,486 8,505 8,487 8,487 8,533 8,507 8,507
Number of | 781 778 778 779 776 776 781 777 777
counties
AIC 10,082.5 9,719.2 9,725.9 10,441.4 10,068.0 10,074.3 |9,762.9 8,352.0 8,354.7
BIC 10,131.8 9,888.3 9,923.2 10,490.7 10,230.0 10,271.6 |9,812.3 8,514.1 8,545.1

Notes: * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. N/A = not applicable.

45




Table 9. Association between Area-Level Residential Racial Segregation and Self-Reported Health, Work, and Financial Experiences
during the COVID-19 Pandemic

Non-White—White residential racial segregation (NWS)

Finance Health care delays Work
Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 Model 0 Model 1 Model 2

NWS 0.99 0.98 0.94 1.0 1.0 1.1 1.1 ** |11 ** |11
Disability 195 *** | 189 *** | 189 *** |14 *** |16 *** |16 *** 04 F** |07 F** |07 F**
Race

Black 205 *** 1151 *** | 151 *** |09 0.8 *** 107 *** |12 ***109 09 *

Other 212 *** 1160 *** |161 *** |11 0.9 0.9 15 *** 108 0.9

Hispanic 220 *** | 165 *** | 170 *** |09 ** 0.8 *** 0.8 *** |14 *** |11 1.1
NWS* N/A N/A 0.96 N/A N/A 0.9 N/A N/A 1.0
Disability
NWS*Black | N/A N/A 1.09 N/A N/A 1.0 N/A N/A 1.1
NWS*Other | N/A N/A 1.22 N/A N/A 0.8 N/A N/A 1.2
NWS* N/A N/A 1.16 ** | N/A N/A 1.0 N/A N/A 1.0
Hispanic
Individual Yes Yes Yes Yes Yes Yes
covariates
Interaction Yes Yes Yes
terms
N 8,490 8,473 8,473 8,492 8,474 8,474 8,520 8,494 8,494
Number of | 772 769 769 770 767 767 772 768 768
counties
AIC 10,075.0 9,711.9 9,713.0 10,425.6 10,050.6 10,054.9 9,752.4 8,340.9 8,346.2
BIC 10,124.4 9,880.9 9,910.3 10,474.9 10,212.6 10,245.1 9,801.7 8,503.0 8,536.5

Notes: * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. N/A = not applicable.
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Table 10. Association between Area-Level Years of Potential Life Lost and Self-Reported Health, Work, and Financial Experiences
during the COVID-19 Pandemic

Years of potential life lost (YPLL)

Finance Health care delays Work

Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 Model 0 Model 1 Model 2
YPPL 1.08 *** | 105 * 113 *** 109 *** |09 ** |09 *** |08 *** |09 *** |09 *
Disability 195 *** 11090 *** |190 *** |14 *** |16 *** |16 *** |04 *** |07 K07 F**
Race
Black 200 *** | 149 *** | 153 *** 110 08 *** |08 *** |13 *** |09 0.9
Other 214 *** | 161 *** | 159 *** |11 0.9 0.8 1.5 *** 0.8 0.8
Hispanic 225 *** 1169 *** 166 *** |08 *** |07 *** |08 ** |14 *** |11 1.1
YPPL* N/A N/A 1.0 N/A N/A 1.0 N/A N/A 0.9 **
Disability
YPPL*Black | N/A N/A 0.9 ** | N/A N/A 1.1 N/A N/A 1.1
YPPL*Other | N/A N/A 0.8 * N/A N/A 1.0 N/A N/A 1.0
YPPL* N/A N/A 0.9 N/A N/A 1.3 ** | N/A N/A 0.9
Hispanic
Individual Yes Yes Yes Yes Yes Yes
covariates
Interaction Yes Yes Yes
terms
N 8,473 8,456 8,456 8,475 8,457 8,457 8,503 8,477 8,477
Number of 772 769 769 770 767 767 772 768 768
counties
AIC 10,034.2 9,677.9 9,678.8 10,394.5 10,023.9 10,024.7 | 9,710.2 8,309.4 8,311.0
BIC 10,083.5 9,846.9 9,876.0 10,443.8 10,185.9 10,214.8 | 9,759.6 8,471.4 8,501.2

Notes: * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. N/A = not applicable.
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Table 11. Association between Area-Level Hospital Capacity and Self-Reported Health, Work, and Financial Experiences during the
COVID-19 Pandemic

Hospital capacity, available beds (HB)

Finance Health care delays Work

Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 Model 0 Model 1 Model 2
HB 1.01 1.02 0.99 1.0 1.0 1.0 1.0 1.0 1.0
Disability 195 *** | 189 *** | 189 *** |14 *** 16 K16 F** |04 K |07 K| (07 Kr*
Race
Black 205 *** | 151 *** | 150 *** 109 08 ***| 08 ** |13 *** |09 0.9
Other 214 *** 161 *** |165 *** |11 0.9 0.9 1.5 *** 109 0.9
Hispanic 221 *** 166 *** |165 *** |08 ** |08 *** |08 F**|14 <x* |11 1.1
HB* N/A N/A 1.1 ** N/A N/A 1.0 N/A N/A 1.2  ***
Disability
HB*Black N/A N/A 0.9 N/A N/A 1.0 N/A N/A 09 *
HB*Other N/A N/A 0.8 N/A N/A 1.0 N/A N/A 0.8
HB*Hispanic | N/A N/A 1.0 N/A N/A 0.8 ** | N/A N/A 1.1
Individual Yes Yes Yes Yes Yes Yes
covariates
Interaction Yes Yes Yes
terms
N 8,503 8,486 8,486 8,505 8,487 8,487 8,533 8,507 8,507
Number of 781 778 778 779 776 776 781 777 777
counties
AIC 10,084.6 9,720.5 9,721.1 10,442.7 | 10,068.5 10,071.5 9,766.7 8,352.9 8,346.4
BIC 10,133.9 9,889.6 9,918.4 10,492.1 | 10,230.6 10,261.8 9,816.0 8,515.0 8,536.7

Notes: * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. N/A = not applicable.
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Table 12. Association between Area-Level County Unemployment Rate and Self-Reported Health, Work, and Financial Experiences
during the COVID-19 Pandemic

County unemployment rate (UR)

Finance \ Health care delays Work

Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 Model 0 Model 1 Model 2
UR 1.05 1.01 1.03 1.0 1.0 1.0 1.0 1.0 1.0
Disability 194 *** 1189 *** | 189 *** |14 ** |16 F* |16 *** |04 F* |07 K |07 F*
Race
Black 201 *** | 150 *** | 152 *** 109 08 *** 108 *** 13 *** 109 0.9
Other 212 *** 1161 *** | 159 *** 111 0.9 0.9 1.5 *** 109 0.8
Hispanic 218 *** | 165 *** 164 *** |09 ** |08 *** |08 *** |14 x** 12 * 1.2 **
UR* N/A N/A 1.0 N/A N/A 1.0 N/A N/A 0.9
Disability
UR*Black N/A N/A 0.9 N/A N/A 1.0 N/A N/A 0.9
UR*Other N/A N/A 1.1 N/A N/A 0.9 N/A N/A 0.9
UR*Hispanic | N/A N/A 1.0 N/A N/A 1.1 N/A N/A 0.8 **
Individual Yes Yes Yes Yes Yes Yes
covariates
Interaction Yes Yes Yes
terms
N 8,503 8,486 8,486 8,505 8,487 8,487 8,533 8,507 8,507
Number of 781 778 778 779 776 776 781 777 777
counties
AIC 10,082.4 9,720.6 9,725.0 10,442.8 10,068.2 10,075.8 9,766.5 8,351.3 8,351.7
BIC 10,131.7 9,889.7 9,922.3 10,492.2 10,230.3 10,273.1 9,815.9 8,513.4 8,542.0

Notes: * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. N/A = not applicable.
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Table 13. Association between Residents in County Receiving Government Assistance and Self-Reported Health, Work, and Financial
Experiences during the COVID-19 Pandemic

Residents receiving government assistance (GA), percentage

Finance Health care delays Work
Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 Model 0 Model 1 Model 2

GA 1.04 1.03 1.07 1.0 1.0 1.0 0.9 ** 109 ** |10
Disability 194 *** | 188 *** | 189 *** |14 ***| 16 F** |16 F** |04 K |07 K |07 F**
Race

Black 2.02 *** 1149 *** | 150 *** |09 0.8 *** |08 *** |13 *** |09 0.9

Other 213 *** 1160 *** |161 *** |11 0.9 0.9 15 *** 109 0.9

Hispanic 217 *** 1164 *** | 163 *** |09 ** |08 ** |08 *** |14 < |12 * 1.2 **
GA* N/A N/A 0.9 N/A N/A 1.0 N/A N/A 0.9
Disability
GA*Black N/A N/A 1.0 N/A N/A 1.0 N/A N/A 1.0
GA*Other N/A N/A 1.0 N/A N/A 1.1 N/A N/A 1.1
GA*Hispanic | N/A N/A 1.0 N/A N/A 1.1 N/A N/A 1.0
Individual Yes Yes Yes Yes Yes Yes
covariates
Interaction Yes Yes Yes
terms
N 8,503 8,486 8,486 8,505 8,487 8,487 8,533 8,507 8,507
Number of 781 778 778 779 776 776 781 777 777
counties
AIC 10,082.9 9,719.8 9,725.6 10,442.3 | 10,068.5 10,075.5 9,760.2 8,349.3 8,355.3
BIC 10,132.3 9,888.9 9,922.92 10,491.7 | 10,230.6 10,272.8 9,809.6 8,511.4 8,545.6

Notes: * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. N/A = not applicable.
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Table 14. Association between Political Party of State and Self-Reported Health, Work, and Financial Experiences during the
COVID-19 Pandemic

Republican control of state (RCS)

Finance Health care delays Work
Model 0 Model 1 Model 2 Model 0 Model 1 Model 2 Model 0 Model 1 Model 2

RCS 12 ** |12 ** |12 ** |08 *** |08 *** |07 *** |09 ** |10 0.9
Disability 1.9 *** |19 *** |20 *** |14 F** |16 F<* |16 *F** |04 F** |07 K |07 ¥
Race

Black 21 *** |15 *F* 115 *x 109 0.8 *** |07 *** |13 *** 109 0.9

Other 21 *** 116 *** |15 *** 111 0.9 0.8 16 *** |0.8 0.9

Hispanic 22 *** 116 *** |17 *** |08 ** |08 F** |07 F** |14 ** 11 1.0
RCS* N/A N/A 0.9 N/A N/A 1.0 N/A N/A 1.0
Disability
RCS*Black N/A N/A 1.0 N/A N/A 12 =* N/A N/A 1.2
RCS*Other N/A N/A 1.1 N/A N/A 1.2 N/A N/A 0.9
RCS*Hispanic | N/A N/A 1.0 N/A N/A 1.5 *** | N/A N/A 1.3
Individual Yes Yes Yes Yes Yes Yes
covariates
Interaction Yes Yes Yes
terms
N 8,416 8,400 8,400 8,419 8,402 8,402 8,447 8,422 8,422
Number of 47 47 47 47 47 47 47 47 47
states
AIC 9,999.8 9,635.1 9,640.9 10,322.0 9,955.6 9,956.7 9,727.4 8,269.2 8,274.4
BIC 10,049.1 9,804.0 9,837.9 10,364.2 10,117.4 10,153.8 9,776.7 8,431.1 8,464.4

Notes: * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. N/A = not applicable.
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Appendix Table 1. Self-Reported Health, Work, and Financial Experiences during the COVID-19 Pandemic by Alternative Disabling

Conditions
All Work- No work- p-value? | SSI/DI No p-value?
older limiting  limiting receipt SSI/DlI
adults | condition condition receipt
Unweighted number 8,828 3,358 5,083 1,149 7,679
Health outcomes (%0)
Ever received a COVID diagnosis i HitH
Yes 35 3.6 35 2.0 3.7
Probably yes 0.6 0.7 0.6 0.4 0.6
Probably no 0.7 0.9 0.5 0.9 0.7
No 95.3 94.8 95.5 96.8 945
Ever tested 32.3 33.8 32.0 32.7 32.2
If tested, any positive results 9.9 9.3 10.5 55 10.8 ikl
If positive diagnosis, hospitalization 155 23.2 10.9 faleie 12.4 15.9
Delayed any type of health care 30.7 37.3 27.1 ikl 32.6 30.4
Delayed surgery 13.1 15.8 10.3 faleiel 15.2 12.6
Delayed doctor visit 57.2 58.0 56.8 52.2 58.1 **
Delayed filling a prescription 7.3 7.9 6.3 8.3 7.0
Delayed dental care 72.2 71.5 73.4 73.0 72.1
Delayed other health care 22.7 26.7 18.9 ikl 24.4 22.3
Reasons for delaying care
Could not afford it 14.5 15.3 13.6 17.0 13.8 *
Could not get an appointment 15.7 15.8 15.9 15.2 15.8
The clinic/hospital/doctor’s office canceled, closed, 51.8 50.5 53.5 47.9 52.5
or suggested rescheduling
Decided it could wait 33.3 33.6 334 31.6 335
Was afraid to go 23.9 25.2 22.3 24.0 23.9
Work outcomes (%0)
Work affected because of the pandemic HH HitH
Yes 28.7 20.3 34.3 11.8 31.2

52



All Work- No work- p-value? | SSI/DI No p-value?
older limiting  limiting receipt SSI/DI
adults | condition condition receipt
No 45.6 45.9 45.8 51.3 44.7
Not working when pandemic started 25.7 31.6 19.1 38.5 23.7
Work affected because of the pandemic (among those 38.6 31.0 42.7 faleie 20.3 40.8 ikl
working)
Stopped work entirely 43.6 57.0 40.0 faleiel 73.6 42.2 faleiel
Reason for work ending H
Lost job/laid off permanently 14.0 20.7 11.9 18.9 13.7
Furloughed/laid off temporarily 48.8 39.0 53.0 31.9 50.4
Quit 6.1 9.9 4.4 8.6 5.9
Changed work days or hours 27.8 27.3 27.9 24.8 27.8
Work became more risky or dangerous 20.8 24.9 20.2 17.2 20.8
Work became harder 214 26.7 20.5 * 14.7 215
Switched to working remotely 46.5 41.3 47.4 34.7 46.7
Other changes 34.2 36.3 34.0 40.4 34.1
Income changed because of the pandemic HitH HitH
Income went up 5.1 3.5 6.3 3.7 5.4
Income went down 17.8 17.5 18.4 12.0 18.7
About the same 77.1 79.1 75.3 84.3 75.9
Financial outcomes (%0)
Missed rent or mortgage payments 55 7.5 4.5 faleiel 5.6 5.4
Missed credit card or other debt payments 6.7 94 5.2 faleka 7.7 6.5
Missed other payments (such as utilities or insurance) 7.1 9.2 5.8 ikl 9.0 6.6 foleiel
Could not pay medical bills 6.2 8.2 4.8 faleiel 7.6 5.8 **
Didn’t have enough money to buy food 8.9 11.4 7.2 faleka 12.0 8.2 faleka
Had trouble buying food even though had money 16.0 19.7 13.4 faleka 21.3 15.0 faleka
No hardship 68.6 61.3 73.1 falaled 61.6 69.8 falaled
Other material hardship 6.9 9.3 55 faleka 7.2 6.8
Received stimulus payment in late 2020/early 2021 80.3 82.6 79.6 ol 83.6 79.8 **
Retirement preparedness®
Probability of working full-time after age 65 in 2020 43.4 36.8 44.2 faleled 23.9 43.7 faleed
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All Work- No work- p-value? | SSI/DI No p-value?
older limiting  limiting receipt SSI/DI
adults | condition condition receipt
Probability of working full-time after age 65 in 2018 45.0 41.8 45.4 20.0 454 falehed
Expected retirement age in 2020 (mean) 69.0 68.7 69.0 68.8 69.0
Expected retirement age in 2018 (mean) 68.8 68.6 68.8 68.2 68.8
Frequency of thoughts about retirement in 2020 (%) HHH HitH
Hardly at all 27.8 23.2 28.4 33.0 21.7
A little 18.0 17.4 18.0 18.5 18.0
Some 25.7 30.8 25.1 27.6 25.7
A lot 28.6 28.8 28.5 21.4 28.7

2 T-test significance is shown in each applicable row using *. For categorical variables, Chi-square significance is shown in the variable heading row. Chi-square
significance is shown using #. * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. Blank columns indicate a p-value that is not significant at
the p < 0.10 level. We use an F-test for continuous variables rather than a Chi-square test.

®Among those working in 2018 and 2020.

DI = Disability Insurance; SSI = Supplemental Security Income.
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Appendix Table 2. Self-Reported Health, Work, and Financial Experiences during the COVID-19 Pandemic by Number of Chronic

Conditions
All older 2+ chronic <2 chronic p-value? | 5+ chronic <5 chronic p-value?
adults conditions _ conditions conditions _ conditions
Unweighted number 8,828 5,920 2,908
Health outcomes (%0)
Ever received a COVID diagnosis #HHH HitH
Yes 3.5 3.3 3.7 4.8 3.3
Probably yes 0.6 0.6 0.6 0.8 0.6
Probably no 0.7 0.7 0.6 1.0 0.6
No 95.3 95.4 95.1 93.4 95.4
Ever tested 32.3 34.0 28.8 falaled 38.8 31.6 faleled
If tested, any positive results 9.9 9.5 10.5 12.6 9.5
If positive diagnosis, hospitalization 15.5 17.0 13.2 33.2 135 falaled
Delayed any type of health care 30.7 33.3 25.9 il 39.8 29.8 ikl
Delayed surgery 13.1 14.4 10.0 Fhx 18.2 12.4 faleie
Delayed doctor visit 57.2 58.7 53.8 ** 63.4 56.4 **
Delayed filling a prescription 7.3 8.6 4.4 falekal 8.3 7.1
Delayed dental care 72.2 70.6 76.0 il 61.3 73.6 ikl
Delayed other health care 22.7 23.9 19.9 ** 28.8 21.9 ikl
Reasons for delaying care
Could not afford it 145 15.8 11.6 ikl 19.1 13.9 **
Could not get an appointment 15.7 15.9 15.2 15.3 15.7
The clinic/hospital/doctor’s office 51.8 51.7 52.0 50.9 51.9
canceled, closed, or suggested
rescheduling
Decided it could wait 33.3 31.9 36.3 ** 32.9 33.3
Was afraid to go 23.9 24.8 21.9 27.3 23.5
Work outcomes (%0)
Work affected because of the pandemic #HHH HitH
Yes 28.7 255 33.8 15.7 29.6

55



All older 2+ chronic <2 chronic p-value? | 5+ chronic <5 chronic p-value?
adults conditions  conditions conditions  conditions
No 45.6 46.3 44.1 49.2 45.2
Not working when pandemic started 25.7 28.3 19.6 32.1 25.0
Work affected because of the pandemic 38.6 35.8 42.8 falea 24.6 39.5 faleiel
(among those working)
Stopped work entirely 43.6 45.6 41.5 ** 46.9 43.5
Reason for work ending
Lost job/laid off permanently 14.0 12.8 15.3 12.2 14.0
Furloughed/laid off temporarily 48.8 50.7 46.7 58.5 48.5
Quit 6.1 6.3 5.8 9.1 6.0
Changed work days or hours 27.8 29.2 26.4 31.8 27.6
Work became more risky or dangerous 20.8 23.0 18.7 * 27.9 20.6
Work became harder 21.4 23.3 19.6 33.3 21.0 *
Switched to working remotely 46.5 45.5 47.2 42.9 46.5
Other changes 34.2 33.1 35.6 34.6 34.4
Financial outcomes (%)
Missed rent or mortgage payments 55 6.0 4.8 ** 8.8 5.2 faleka
Missed credit card or other debt payments 6.7 7.8 5.0 ikl 10.8 6.4 il
Missed other payments (such as utilitiesor 7.1 8.1 5.4 faleie 10.9 6.7 faleie
insurance)
Could not pay medical bills 6.2 7.7 3.7 il 10.9 5.7 foleka
Didn’t have enough money to buy food 8.9 9.8 7.1 folelad 12.1 8.5 folelal
Had trouble buying food even though had 16.0 17.8 125 foleka 23.1 15.3 faleka
money
No hardship 68.6 65.2 75.0 falaled 58.0 69.7 falaled
Other material hardship 6.9 7.7 5.3 foleka 10.1 6.6 faleka
Income changed because of the pandemic it HitH
Income went up 5.1 5.2 5.0 3.9 5.2
Income went down 17.8 16.7 194 15.2 18.0
About the same 77.1 78.1 75.5 80.9 76.8
Received stimulus payment in late 80.3 81.4 78.1 Fkk 81.6 80.2 40.1

2020/early 2021
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All older

2+ chronic <2 chronic p-value?

5+ chronic <5 chronic  p-value?

adults conditions  conditions conditions  conditions

Retirement preparedness®
Probability of working full-time after age 65 43.4 42.0 44.3 27.7 43.6 folakel
in 2020
Probability of working full-time after age 65 45.0 43.1 46.4 ** 33.9 45.1 *
in 2018
Expected retirement age in 2020 69.0 68.7 69.2 ** 69.3 69.0
Expected retirement age in 2018 68.8 68.6 69.0 * 68.7 68.8
Frequency of thoughts about retirement it HitH
in 2020 (%)

Hardly at all 27.8 26.2 29.3 34.6 21.7

A little 18.0 16.9 18.9 17.2 18.0

Some 25.7 25.7 25.7 15.6 25.9

A lot 28.6 31.3 26.1 32.0 28.5

2 T-test significance is shown in each applicable row using *. For categorical variables, Chi-square significance is shown in the variable heading row. Chi-square
significance is shown using #. * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. Blank columns indicate a p-value that is not significant at

the p < 0.10 level. We use an F-test for continuous variables rather than a Chi-square test.

®Among those working in 2018 and 2020.
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Appendix Table 3. Self-Reported Health, Work, and Financial Experiences during the COVID-19 Pandemic by Race or Ethnicity, and
Disabling Condition, Non-Regression-Adjusted

All ADL No p- Non- Non- Hispanic Non- Chi-
older  or ADL or value? | Hispanic Hispanic or Hispani square
adults IADL IADL White Black Latino c other  value?
Unweighted number 8,828 3,497 5,331 4,781 2,010 1,553 428
Health outcomes (%0)
Ever received a COVID diagnosis i
Yes 35 3.6 34 2.6 3.3 6.0 4.5
Probably yes 0.6 0.5 0.7 0.8 0.3 0.2 1.0
Probably no 0.7 0.8 0.6 0.9 0.5 0.3 0.7
No 95.3 95.1 954 95.8 95.9 935 935
Ever tested 32.2 354 301 ikl 27.4 40.6 35.6 335 Hitt
If tested, any positive results 9.8 9.5 10.1 7.9 8.3 15.8 12.1 HitHt
If positive diagnosis, hospitalization  15.5 184 136 10.0 22.5 17.7 20.8 #
Delayed any type of health care 30.7 350 279 il 31.0 30.6 28.7 33.6
Delayed surgery 13.1 170 9.9 Fhx 13.6 12.6 115 13.3
Delayed doctor visit 57.3 585 56.3 56.2 55.6 63.1 58.0 #
Delayed filling a prescription 7.3 105 4.7 Fhx 4.9 9.5 11.8 8.5 it
Delayed dental care 72.3 67.7 76.0 Fhx 74.0 67.9 71.1 76.8 ##
Delayed other health care 22.6 27.1 190 Fhx 22.5 19.2 26.1 26.8 #i#
Reasons for delaying care
Could not afford it 14.5 191 107 ikl 12.0 19.2 14.6 19.0 HitH
Could not get an appointment 15.6 165 149 15.6 15.3 16.0 155 i
The clinic/hospital/doctor’s office 51.7 46.3 56.1 falead 55.0 49.4 44.6 49.3 Hit#
canceled, closed, or suggested
rescheduling
Decided it could wait 33.2 29.7 36.1 Fhx 35.7 28.1 32.0 35.2 i
Was afraid to go 24.0 249 232 21.7 24.3 30.7 254 HitH
Work outcomes (%)
Work affected because of the pandemic HitH HitH
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All ADL No p- Non- Non- Hispanic Non- Chi-
older or ADL or value? | Hispanic Hispanic or Hispani square
adults IADL IADL White Black Latino c other  value?
Yes 28.7 175  36.0 26.3 29.5 32.3 36.5
No 45.6 47.1 446 47.6 47.7 38.4 39.1
Not working when pandemic started 25.7 354 194 26.1 22.8 29.3 24.5
Work affected because of the pandemic  38.6 27.1 447 Fhx 35.6 38.2 45.6 48.3 #HitH
(among those working)
Stopped work entirely 43.7 56.8 395 Fhx 34.5 52.8 58.7 35.5 it
Reason for work ending #
Lost job/laid off permanently 13.8 149 134 11.6 16.1 14.1 16.7
Furloughed/laid off temporarily 48.9 449 50.8 50.2 49.8 46.9 42.6
Quit 6.0 6.7 5.7 3.5 6.9 8.6 7.4
Changed work days or hours 27.7 309 270 24.2 28.9 36.3 35.0 HitHt
Work became more risky or dangerous  20.7 25.6  19.6 *x 17.7 27.8 22.1 25.0 it
Work became harder 214 240 208 22.2 21.7 16.7 24.0
Switched to working remotely 46.4 355 489 Fhx 50.7 43.3 32.8 53.0 #HitH
Other changes 34.3 347 342 34.9 30.0 37.7 33.0
Financial outcomes (%)
Missed rent or mortgage payments 55 7.1 4.4 Fhx 1.9 10.3 9.5 8.0 it
Missed credit card or other debt payments 6.7 9.1 5.2 falahed 3.4 11.6 9.1 10.6 i
Missed other payments (such as utilities 7.1 10.2 5.0 folalel 2.9 145 9.7 8.7 HitH
or insurance)
Could not pay medical bills 6.2 94 4.1 falahed 3.8 9.8 7.9 9.0 i
Didn’t have enough money to buy food 8.9 139 57 folekal 4.6 12.7 16.4 11.6 HiHt
Had trouble buying food even though had  16.0 209 1238 Fhx 14.0 17.4 19.5 18.7 HHtH
money
No hardship 68.6 59.2 747 faleie 76.3 60.1 58.5 59.8 Hitt
Other material hardship 6.9 9.2 5.4 Fhx 6.0 8.1 7.7 9.0 HHtH
Income changed because of the HHt i
pandemic
Income went up 5.1 4.4 5.6 5.0 5.8 4.6 5.4
Income went down 17.7 15.7 19.0 13.3 17.5 29.2 25.1
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All ADL No p- Non- Non- Hispanic Non- Chi-
older or ADL or value? | Hispanic Hispanic or Hispani square
adults IADL IADL White Black Latino c other  value?
About the same 77.1 799 753 81.7 76.8 66.1 69.5
Received stimulus payment in late 80.4 80.2 804 81.5 78.7 79.9 77.5 #
2020/early 2021
Retirement preparedness®
Probability of working full-time after age 43.4 38.6 444 Fhx 47.7 37.4 39.7 45.3 HHtH
65 in 2020
Probability of working full-time after age  44.9 39.1 46.2 ool 49.4 38.2 41.1 47.8 HitH
65 in 2018
Expected retirement age in 2020 69.0 69.5 689 * 69.8 67.8 68.5 69.2 i
Expected retirement age in 2018 68.8 69.2 68.7 69.4 68.0 68.3 68.9 Hit
Frequency of thoughts about #H# #HHtH
retirement in 2020 (%)
Hardly at all 27.8 308 271 24.5 29.1 35.3 27.9
A little 18.0 18.7 17.8 16.1 18.1 22.6 15.6
Some 25.7 20.6  26.9 31.2 18.0 20.3 27.9
A lot 28.5 30.0 282 28.2 34.8 21.7 28.5

2 T-test significance is shown in each applicable row using *. For categorical variables, Chi-square significance is shown in the variable heading row. Chi-square
significance is shown using #. * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. Blank columns indicate a p-value that is not significant at
the p < 0.10 level. We use an F-test for continuous variables rather than a Chi-square test.

bAmong those working in 2018 and 2020.

ADL = activity of daily living; IADL = instrumental activity of daily living.
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Appendix Table 4. Self-Reported Health, Work, and Financial Experiences during the COVID-19 Pandemic by Race or Ethnicity, and
Disabling Condition, Weighted

All ADLor No p- Non- Non- Hispanic Non- F-test
older IADL ADL or value? | Hispanic Hispanic or Hispanic value?
adults IADL White Black Latino other
Unweighted number 3,155 1,187 1,968 1,820 667 508 151
Health outcomes (%0)
Ever received a COVID diagnosis
Yes 1.1 2.1 0.8 1.0 1.0 2.6 12.8
Probably yes 1.0 1.3 0.9 1.2 3.7 - -
Probably no 1.2 1.9 0.9 1.3 2.3 8.8 -
No 96.7 95.1 97.5 96.7 97.5 96.5 80.9
Ever tested 20.1 20.0 20.1 194 28.5 135 20.4 Hi#
If tested, any positive results 2.6 5.7 1.5 Fhx 4.1 4.8 11.6 - i
If positive diagnosis, - - - - - - -
hospitalization
Delayed any type of health care 30.4 35.8 27.9 Fhx 31.4 29.5 27.4 25.2 i
Delayed surgery 145 17.9 12.3 15.8 13.6 114 - HitH
Delayed doctor visit 58.7 59.1 58.5 58.8 52.3 61.4 61.1
Delayed filling a prescription 5.0 8.9 2.2 *x 4.0 8.5 21.2 - HitH
Delayed dental care 76.8 75.3 77.8 78.1 70.0 67.1 61.6 HH
Delayed other health care 21.7 23.4 20.8 20.8 17.7 25.8 38.5 #
Reasons for delaying care
Could not afford it 10.6 10.6 10.6 9.5 17.1 18.1 13.2 Hi#
Could not get an appointment 145 15.8 13.8 14.7 19.4 18.2 34.2
The clinic/hospital/doctor’s office  57.9 53.4 60.4 60.6 53.4 39.1 56.2
canceled, closed, or suggested
rescheduling
Decided it could wait 28.5 26.9 29.3 29.1 15.1 29.2 - i
Was afraid to go 19.6 22.5 17.7 17.5 24.7 25.9 - #H
Work outcomes (%)
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All ADLor No p- Non- Non- Hispanic Non- F-test
older  IADL ADL or value? | Hispanic Hispanic or Hispanic value?
adults IADL White Black Latino other
Work affected because of the i HiH
pandemic
Yes 32.2 26.8 34.3 faleie 31.1 26.9 43.4 39.1
No 42.6 40.0 43.9 43.2 49.3 35.2 41.2
Not working when pandemic started  25.2 31.4 21.6 Fhx 25.7 23.8 24.1 22.6
Work affected because of the 43.1 40.3 44.0 41.9 35.3 57.2 48.8 Hi#
pandemic (among those working)
Stopped work entirely 39.6 46.2 37.9 34.5 53.3 59.3 24.0 HHH
Reason for work ending HitH HitH
Lost job/laid off permanently 12.5 22.8 9.9 10.2 19.3 16.9 -
Furloughed/laid off 52.8 41.9 56.7 52.4 58.7 50.8 -
temporarily
Quit 3.4 3.2 3.5 8.4 50.5 115 -
Changed work days or hours 24.4 19.7 25.2 21.9 19.0 35.2 -
Work became more risky or 155 22.8 14.3 15.1 24.6 24.4 -
dangerous
Work became harder 19.7 17.6 20.1 20.7 15.6 14.4 46.5 #
Switched to working remotely 53.4 50.2 53.9 52.9 57.8 52.5 67.2 HHH
Other changes 35.3 33.4 35.6 36.1 27.1 40.9 37.7
Financial outcomes (%)
Missed rent or mortgage payments 2.8 3.6 2.5 1.6 3.9 8.3 17.2 i
Missed credit card or other debt 3.9 59 2.8 faleie 2.6 7.7 8.9 6.0 HEE
payments
Missed other payments (such as 3.3 5.6 1.9 Fhx 1.9 8.4 9.3 1.9 i
utilities or insurance)
Could not pay medical bills 3.1 5.3 1.7 falahed 2.4 4.7 6.8 6.8 HHH
Didn’t have enough money to buy food 6.2 1.7 5.0 wx 4.2 11.2 16.4 4.2 i
Had trouble buying food even though 15.8 19.6 13.7 Fhx 14.7 175 24.9 11.3 HHH

had money
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All ADLor No p- Non- Non- Hispanic Non- F-test
older  IADL ADL or value? | Hispanic Hispanic or Hispanic value?
adults IADL White Black Latino other
No hardship 74.8 66.8 78.9 faleie 78.6 67.9 57.1 73.6 Hi#
Other material hardship 5.2 7.2 4.3 ** 4.6 7.7 7.3 11.0 ##
Income changed because of the it HitH
pandemic
Income went up 4.5 4.4 4.6 4.5 7.0 4.8 8.1
Income went down 16.6 17.1 16.4 14.6 13.9 34.1 16.3
About the same 79.0 78.6 79.2 81.2 80.1 61.3 78.3
Received stimulus payment in late 80.9 83.4 79.6 81.4 79.6 79.5 77.3 i
2020/early 2021
Retirement preparedness®
Probability of working full-time after 44.6 48.5 43.9 - - - - HHH
age 65 in 2020
Probability of working full-time after 47.0 44.2 47.5 - - - - i
age 65 in 2018
Expected retirement age in 2020 69.3 69.1 69.3 - - - - HitH
Expected retirement age in 2018 68.8 67.8 69.1 * - - - - i
Frequency of thoughts about
retirement in 2020 (%)
Hardly at all 24.5 28.9 23.6 21.8 315 41.8 13.1
A little 17.6 17.8 17.6 15.2 19.1 30.4 20.8
Some 32.9 36.5 32.2 37.1 20.7 15.6 35.6
A lot 25.0 17.0 26.6 26.1 29.5 14.3 30.5

2 T-test significance is shown in each applicable row using *. For categorical variables, F-test significance is shown in the variable heading row. F-test
significance is shown using #. * Indicates p < 0.10, ** indicates p < 0.05, and *** indicates p < 0.01. Blank columns indicate a p-value that is not significant at

the p < 0.10 level.
bAmong those working in 2018 and 2020.

ADL = activity of daily living; IADL = instrumental activity of daily living.
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