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Abstract
Objective—A consistent body of knowledge suggests that with advancing age, adults tend to
minimize perceptions about financial strain that stem from their current economic condition. But are
more negative perceptions displaced onto future expected economic conditions? This study of
seriously ill outpatients investigates whether advancing age is related to more negative expectations
of future health-related financial strain, in which illness progression would necessitate greater health
care consumption.

Methods—Ordinal probit multivariate regression was conducted on survey findings from 268
outpatients initiating palliative radiation for recurrent cancer. Half were retirees age ≥65. Age
comparisons are reported when there was no recent work transition.

Results—As age advances (from 40–84), outpatients incurring low objective financial stress
revealed that their health insurance and finances would be less adequate to meet future health needs.

Conclusion—Previously, these outpatients were reported to minimize perceptions of current
financial strain as age advances. Therefore, older outpatients may cope with current circumstances
by displacing perceptions of financial inadequacy onto plausible future situations of cancer
progression demanding greater healthcare consumption.

Practice Implications—Financial strain may be hidden in older outpatients initiating palliative
radiation. These outpatients appear at risk of foregoing appropriate healthcare. Targeted screening
and advocacy are warranted.
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1.0 Introduction
Advances in treatment have led to improvements in the five-year survival rate for many types
of cancer, resulting in higher rates of cancer recurrence and in revisited challenges for
biopsychosocial adaptation [1]. Although all stages of disease progression require some degree
of pain and symptom palliation, longer and more extensive palliative care is often necessary
when cure is no longer an option, cancer is recurrent, cancer is managed as a chronic condition,
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or residual symptoms and treatment side effects impair quality of life in cancer survivors in
remission. As a result, escalating numbers of patients and families will experience cancer
recurrence and burdens from repeated, and even cyclical, periods of heightened costs. Costs
common to patients across private and public healthcare systems include not only caregiver
and patient wage losses, but also such often unconsidered out-of-pocket costs as transportation
expenses for frequent outpatient visits and those that result from diminishing local access to
services, such as home healthcare and housekeeping assistance [2].

Screening for financial burden incurred by older patients and their spouses poses unique
challenges. In outpatient palliative radiation settings, it may be more difficult to identify older
patients at risk of financial burden, because relative to younger patients, they appear to
minimize how frequently they experience difficulties paying bills. Outpatients with similar
levels of objective financial stress were compared. Across each of three levels of overall
financial stress (low, mean, high), the tendency to minimize or “accommodate” increased as
age advanced [3–4].

1.1. The Paradox: Perceptions of Current Versus Future Financial Strain
It is important to note that various theoretical perspectives and descriptive and empirical
findings suggest that older adults actually may adapt or accommodate more readily than
younger adults to their current economic situations.

A consistent body of social stratification theory and empirical findings from general samples
consisting largely of healthy adults suggests that interactions of age, gender, and ethnicity
reflect a hierarchy of increasing levels of restrictions or barriers to socioeconomic resources
and opportunities. These restrictions or barriers become increasingly pronounced in older,
female, and minority subgroups. Disadvantages from age-related characteristics and from
specific life events (e.g., retirement) cumulate over the life course, such that older adults appear
to be at greater risk for deprivation, which may peak within marginalized subgroups [5–7]. Of
the key social structural variables, age has derived the most consistent and robust empirical
support for the phenomenon of accommodation in maintaining subjective global well-being,
and more specifically, subjective economic well-being, despite reductions in objective
conditions [8–11].

Related and intertwining explanations for accommodation with advancing age include theories
involving adaptation-level processes [8] as well as perceptions about relative deprivation and
social comparisons [8–9,12–14].

Adaptation-level processes experienced by older adults involve widely shared expectancies
among this age group or cohort that arise from situations which become increasingly prevalent,
familiar, or stable. These processes may unfold in different ways, but are similar in that they
foster adaptation. Notably, out-of-pocket medical expenses and health insurance premiums
account for a greater proportion of the household budget for the elderly than for younger people
[15], which may be one reason why older adults accommodate more readily to illness-related
financial stress. Generally speaking, the elderly may express more satisfaction with their life
conditions because they have had more time to become accustomed to them than younger adults
[16–17]. In addition, as age advances, the tendency for stressful life events and chronic life
situations to decline in number (even if not in severity or intractability) may contribute to the
higher satisfaction of the elderly across life domains, including finances and standard of living
[16].

Notions of relative deprivation are salient as well. Morgan [18] theorizes the elderly
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…may be less and less likely to compare themselves with “all others” and more likely
to compare themselves with others of the same age, others of the same age who are
worse off, or even others of the same age who have died (anything being better than
that alternative) (p. 102)

Taken together, these perspectives suggest that the longer older adults are exposed to fears of
chronic illness, widowhood, and poverty, the more they might adapt or accommodate to these
fears by making more favorable comparisons relative to their peers and by minimizing their
perceptions of current situations associated with these fears (which could differ from how they
perceive future situations to be associated with these fears). Older adults contending with
resource deprivation may exert more control over their level of expectations. There is empirical
support [19–21] that as individuals age, they “…tend increasingly to rely on the management
of meaning of difficult situations rather than the management or change of the situations
themselves” [22, original emphasis, p. 242]. (Appendix section 5.1 discusses relative
deprivation and heightened expectations in younger adults with cancer).

Thus, as age advances, the tendency to accommodate to current financial conditions,
demonstrated for instance by perceiving less difficulty paying bills, may be part of instrumental
and psychological coping strategies to deal with worry and fear that financial resources will
be inadequate to meet future needs.

2. Methods
2.1. Research Question and Hypothesis

Relative to retired outpatients, younger outpatients and their families are more likely to depend
upon wages, which would appear to be an important factor in explaining why younger
outpatients perceive greater financial strain than retired outpatients when equivalent levels of
financial stress are incurred. However, this factor may also mean that clinicians find it easier
to identify outpatients who are experiencing a crisis of work and wage loss issues than those
with other forms of serious financial burden that may be silently endured and perhaps
accommodated through sacrifices in the current consumption of necessities.

Patient perceptions about their future economic conditions may provide an important clue. If
older outpatients hold more negative perceptions about their future economic condition than
the younger outpatients, they could actually be experiencing higher financial strain overall.
After recent work transitions experienced by younger outpatients (i.e., unemployment, work
leave) are accounted for, would an indicator of financial inadequacy to meet future economic
conditions reveal less minimized or accommodated responses, and even an opposite pattern of
inflated or exacerbated perceptions, by older outpatients who are not in the workforce?

This question suggests an age-related hypothesis that can be tested using a conservative
statistical approach because the hypothesis does not exclude more pronounced perceptions of
financial strain by younger outpatients with no recent work transition, a subgroup likely to
worry about the potential for future economic disruptions from illness-related work transitions.
A conservative test of this age-related hypothesis could suggest whether an indicator of
financial strain may be more sensitive in screening older outpatients than younger outpatients
who did not recently experience a work transition.

2.2. Sample
The current study, using the same sample, extends the analyses by Francoeur [3–4] in which
older outpatients initiating palliative radiation were found to perceive less difficulty paying
bills than younger outpatients incurring the same level of overall financial stress. The sample
is targeted to 268 adults with recurrent cancer who were outpatients initiating palliative
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radiation during 1992–93 to reduce bone pain, a setting in which financial and employment
concerns become important factors [23]. About half of all outpatients referred from five urban
hospitals in a northeastern U.S. city agreed to participate. Outpatients were eligible when they
were age 30 or over, not receiving curative care, not terminally ill, and had a prognosis of at
least one year. Each outpatient was interviewed at home, and the healthcare team and medical
record were consulted for medical information.

2.3. Measures and Statistical Model
The objective financial stress variables within the survey comprise an overall index of objective
family financial stress [3–4]. Specifically, the variables comprise six z-score categories or
subcomposites (see Table 1), which are summed to obtain the overall Objective Family
Financial Stress index (OFFS). Note that the financial shock regarding loss of a job is captured
within subcomposite 5 (Employment Status Changes by the Outpatient or Spouse Caregiver),
and other financial shocks unrelated to health are reflected within subcomposite 6 (Overall
Finances Trend). Virtually all of the financial variables incorporated within the OFFS Index
reflect the period of the previous four months.

In contrast to the use of an index to measure objective family financial stress, the outcome
variable consists of a single subjective item of financial strain, reported by the patient, over the
past month: Inadequacy of Health Insurance and Financial Resources to Meet Future Health
Needs [27–28]. This item has three ordinal categories: ‘Inadequate,’ ‘Adequate,’ ‘More than
adequate,’ which were reverse-coded in the analyses.

The Work Transition dummy variable permits the distinction of an important subgroup for the
analyses. First, note that 29 outpatients reported a recent work transition, which involved either
taking work leave or becoming unemployed, and no patient returned back to work. The
remaining 238 outpatients, comprising 89 percent of the sample, were either actively working
or outside the workforce. Also note that age is measured continuously in years.

The full data were analyzed, including the 29 outpatients reporting a recent work transition, to
properly account for effects related to whether a recent work transition was experienced, and
to fully exploit statistical power. Ordinal probit regression predicted financial inadequacy in
patient subgroups (65+ versus younger) that experienced or did not experience a recent work
transition. Secondary predictors, including other demographic factors, are specified to prevent
over-determination of effects to age and recent work transition. (Appendix section 5.2 discusses
model specification and regression further).

3. Results
3.1. Descriptive Analyses

Univariate statistics for the sample were reported previously [23]. The sample consists of an
approximately equal breakdown by gender and by age (under 65 versus 65 and older). White
Americans comprise 88% of the sample, and African-Americans comprise the remaining 12%.
The mean age was 62 (range: 30–90).

The major diagnoses of recurrent cancer were: breast (22%), lung (20%), head and neck (14%),
gynecologic (10%), prostate (9%), and colorectal (5%). Outpatients had been treated with
surgery (61%), radiation (31%), or both (8%), and concurrent treatments included
chemotherapy (34%).

Of the outpatients who reported their family income (range: <$5,000 to >$ 75,000), 18% fell
in the lowest of all six income categories (<$5,000–$9,999), while 53% fell in the lowest two
categories (<$5,000–$19,999). The major sources of health insurance were: Medicaid (13.1%),
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Medicare Part A (47.4%), Medicare Part B (43.3%), Supplemental Insurance (16.4%), Blue
Cross Only (5.6%), Blue Cross/Shield/Major Medical (38.4%), Commercial HMO (17%),
Other Commercial Insurance (21.6%), and Other Insurance (12.7%). In excess of 20% of all
elderly outpatients with Medicare Parts A and B were not insured by Medicaid, Supplemental
Insurance (Medigap), or remaining categories of insurance for at least partial coverage of out-
of-pocket medical expenses.

Over the previous four months, the outpatients reported a mean of 22 disability days in which
they were unable to perform usual daily activities (e.g., employment, housework). This
measure may reflect job insecurity (potentially reflecting wage losses) as well as needs for
homemaker and home health services (potentially increasing out-of-pocket costs). To
distinguish both facets of disability, the dummy variables for disability days and work transition
were specified separately in the multivariate analysis.

Sixty-five younger adult outpatients were not in the workforce (44 homemakers, 18 on
disability pensions, 3 on public assistance). Seventy-three younger adults were in the workforce
(44 employed either part- or full-time, 21 on-leave, 3 unemployed and looking for work, 5
unemployed and not looking for work). Of the 44 employed outpatients, 34 claimed that the
illness forced them to miss work days, 23 claimed that they had to reduce the number of hours
worked, 7 claimed that they had to take on lighter work duties, and 3 claimed that they had
turned down a job (more than one response is possible). Of the 29 outpatients who were on-
leave or unemployed, 8 were unemployed, with 7 attributing it to the illness. (Appendix section
5.3 discusses income from sale of a home).

Finally, Age and OFFS were determined to be negatively correlated (Pearson r = −.2495, one-
tailed p < .001). Younger patients were more likely to report OFFS above the mean (t265 =
3.87, p < .001).

3.2. Multivariate Analysis
An ordinal probit regression was conducted to test the relationship between OFFS and
perceptions of financial inadequacy. Secondary variables, such as demographic variables and
disability days, were specified to properly account for other influences on this relationship.
Curvilinear and interaction terms involving the co-moderators, patient age and recent work
transition, were then specified (Table 2).

The regression involving the work transition co-moderator in Table 2 is used to derive the
simple slopes plot in Figure 1, which comprises 238 outpatients (89 percent of the sample).
Figure 1 pertains to all outpatients who did not experience a recent work transition (i.e. those
who did not become unemployed, did not take work leave, or who remained outside the
workforce). Overall, for some contexts of outpatients not experiencing a work transition, older
patients accommodated more than younger patients, but for other contexts, an opposite
response pattern resulted, one of age-related inflated perceptions or exacerbation. (Appendix
section 5.4 provides more details about the ordinal probit regression and the derivative simple
slopes plot).

4. Discussion and Conclusion
4.1. Discussion

4.1.1. The Relationship between Age and Anticipated Financial Inadequacy
Depends on the Level of Objective Financial Stress—Note the three separate curves
for OFFS (low, mean, high) in Figure 1. The curves are criss-crossed. With advancing age,
outpatients with high financial stress hold minimized perceptions or accommodate, in contrast

Francoeur Page 5

Patient Educ Couns. Author manuscript; available in PMC 2008 December 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



to those at low financial stress whose perceptions of financial inadequacy appear inflated or
exacerbated as age advances.

At low OFFS, perceptions of anticipated financial inadequacy that worsen with age may mean
that healthcare-related consumption judged to be unaffordable may be curbed or foregone by
older outpatients or by others acting on their behalf (e.g., family members, physicians, insurers)
because it would generate excessively high financial stress. Patients and others may well
assume that continued disease progression will necessitate greater healthcare consumption.
Therefore, older outpatients incurring low financial stress may sense that their access to
potentially greater quantities of healthcare (while maintaining other necessities) may become
threatened in the future since they will still only be able to afford to incur low levels of financial
stress despite their greater healthcare need. This awareness may exacerbate psychological
burden, which may manifest as distress or denial, as other oncology researchers have noted
[29–30].

On the other hand, at high OFFS, increased adaptation or accommodation with advancing age
may reveal an increasing tendency, as age advances, to take on high financial stress when it is
judged to be affordable (such that adaptation and accommodation can be maintained). Thus,
as age-related transitions (e.g., retirement, death) are approached, outpatients incurring high
OFFS hold more positive perceptions about the adequacy of their insurance and financial
resources to meet future health needs. (Appendix section 5.5 discusses additional comparisons
between the OFFS curves and suggests implications of high OFFS for younger outpatients).

Note the “cross-over” effects around retirement age (65 years old). Hazelrigg and Hardy [28]
argue that as the retirement transition is anticipated with advancing age, the relationship
between higher income and perceived income inadequacy is increasingly accommodated.
Applied to the current context, this process describes the relationship between high OFFS and
financial inadequacy as age advances. A quite different process occurs in outpatients with
low OFFS who reveal steady increases in perceived financial inadequacy with advancing age;
the relationship becomes increasingly inflated or exacerbated. The intersection of the two lines
suggests that for outpatients with no recent work transition, as age advances, out-of-pocket
costs in the future may be curbed by patients, family members, and health professionals after
a threshold when they become unaffordable. This threshold may coincide with serious medical
and supportive care needs during periods of fixed retirement income.

4.1.2. Scope and Limitations of Findings—Prior analyses with this sample reveal that
as age advances, outpatients with low OFFS also perceive greater financial inadequacy when
another dummy variable of high versus low disability days is tested as a co-moderator along
with the age variable [4]. As would be expected, a comparison of the age-financial inadequacy-
OFFS trend graphs for work transition and disability days reveal similar, although not identical,
co-moderating influences. These similarities further attest to the validity of the current
analyses, which should be replicated in other samples. (Appendix section 5.6 argues in support
of these cross-sectional analyses over longitudinal analyses).

A limitation centers on the use of age as a proxy measure for the more relevant, unmeasured
domain of individual and family life stage. For some outpatients, age may not be an adequate
indicator of individual and family life stage. For example, an employed 65-year-old, remarried
man with a 42-year-old wife and children who are minors is likely to view his future life from
the perspective of an earlier individual and family life stage, compared to a 65-year-old man
who is widowed, retired, and has adult children who are married.

Poor health (30.9%) and time limitations (28.7%) were cited as reasons for non-participation
[23]. It is reassuring that non-participation was not associated with gender. We must be cautious
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about generalizing the findings on account of the moderate participation rate and to non-cancer
disease groups. The targeting of the sample to the initial period of palliative radiation, when
outpatients were deemed to be beyond the point of cure is an advantage; the targeted sample
may constrain sample heterogeneity because outpatients were likely to be at similar phases of
disease progression and disability. Finally, although all variables are self-reported, the risk of
spurious findings from magnified forms of shared method variance would appear to be low,
as explained in Appendix section 5.7.

4.2. Conclusion
As age advances (from 40 to 84), outpatients incurring low objective financial stress revealed
worse perceptions about the adequacy of their health insurance and finances to meet future
health needs. Previously, these outpatients have been reported to minimize perceptions of
current financial strain (which may involve efforts to limit consumption) as age advances.
Therefore, older outpatients may cope with current circumstances by displacing perceptions
of financial inadequacy onto plausible future situations of cancer progression that demand
greater healthcare consumption.

The fact that the single perceptual item of anticipated financial inadequacy was sufficiently
sensitive to confirm this hypothesis suggests that it may be useful in screening hidden financial
strain experienced by older outpatients that may be missed using common screening
approaches with item(s) about current economic conditions (which should remain sufficient
for younger outpatients, however; see Appendix section 5.5).

4.3. Practice Implications
Several studies reveal older patients with cancer as less likely to receive palliative home care
services than younger patients [32–36]. It is unclear whether younger patients have greater
needs for these services or clinicians are less aware of needs by older patients (the latter could
be attributed to silent accommodation by older patients who may be foregoing needed care).
In the U.S., elders with advanced cancer, such as those initiating palliative radiation, would
meet the frailty requirement to apply for additional Medicare coverage from the Program of
All-Inclusive Care for the Elderly (PACE), which covers a wide range of supportive services,
such as home care, not covered by traditional Medicare. There appears to be much untapped
scope for covering frail older adults under PACE [37], and stronger ties with community- and
hospital-based agencies reimbursable by PACE should be elicited by oncology programs and
supportive care clinicians.

Supportive care clinicians also need to develop a more sophisticated understanding about how
objective and perceptual financial factors may trigger or sustain psychological distress and
coping issues for individual patients and their families (for an explicit discussion of the relevant
concepts, see [38]). Even when patients have adequate coverage of out-of-pocket costs,
psychoeducation may help alleviate fears and distress from the misperception that illness
progression will automatically generate excessive financial burden for them and their families.
These fears and distress could be more prevalent among older patients, as the current study
would suggest.

Strategies to address these fears and distress, perhaps in concert with advocacy efforts with
private health insurers or to enroll older patients in PACE, could foster acceptance of palliative
services, including underutilized options such as palliative home care.

In addition to these issues, future research should validate the use of the single item measure
of financial inadequacy to screen older outpatients initiating palliative care. Moreover, future
research should investigate whether 1) patients enrolled in PACE anticipate considerably less
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financial inadequacy than traditional Medicare patients without Medigap coverage; and 2)
clinicians who screen for anticipated financial strain become more aware, in actual practice
situations, of older patients’ current and anticipated needs as well as more likely to refer them
to palliative home care. The latter focus could help disentangle whether older patients with
cancer typically are referred less frequently than younger patients to palliative home care
because clinicians have lower awareness of elders’ needs or because younger patients have
greater actual needs.

The outpatients in this study had recently initiated palliative radiation to relieve bone pain and
were receiving home care; most had completed curative modalities of radiation or
chemotherapy. Note, however, that some outpatients continued receiving expensive third and
fourth line curative chemotherapy. In lung cancer, these practice patterns could as much as
double the costs of care without prolonging life [39]. In comparison, the option of palliative
care for lung cancer would result in considerable cost savings to the healthcare system. And
yet, when health insurance provides less coverage for new types of expenses during palliative
care, patients may tend to incur higher out-of-pocket costs, or forego care, despite major cost
savings to the healthcare system!

The bias for prolonging aggressive care appears especially entrenched when clearer
communication is needed between oncologists and patients. In their review of communication
in cancer care, Thorne and colleagues [40] emphasize that

1. practice patterns of extended aggressive care may be related to difficulties that
physicians encounter in discussing prognosis and the need for palliative care due to
patient denial [41–42] and

2. some of these practice patterns reflect denial responses by oncologists [43]

Therefore, clinicians providing supportive care should strive to educate and support oncologists
when palliative care may be appropriate, and to advocate that health insurers cover out-of-
pocket expenses for patients who exercise the option of palliative care. Health insurers may be
persuaded by the argument that this policy will save money in the long run. Such advocacy
should educate health insurers about the dilemma that patients may seek to receive aggressive
care longer, or their physicians may avoid referrals to palliative care, if anticipated uncovered
expenses are judged to prevent compliance with care needs and become sources of patient and
family distress. This area is ripe for future research, guided by a cognitive phenomenological
perspective in which cognitive appraisal processes by each of these actors to regulate their own
individual stressful person-environment relationships may be amenable to cognitive
restructuring or reframing in order to attain better individual and systemwide outcomes [38,
44].
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5. Appendix

5.1 Relative Deprivation and Younger Adults
Although younger adults too may be more likely to compare themselves with others of the
same age, coping with advanced, recurrent cancer is a much less common, off-sequence life
event for younger adults and is likely to be embedded in contexts of child and family
responsibilities. These factors could predispose younger patients, and others on their behalf,
to continue aggressive, curative treatment for longer periods despite perceived efficacy, cost,
or family financial burden.
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5.2 Regression and Model Specification Clarifications
In contrast to classical regression, ordinal probit regression accounts for the rank-ordering of
information across the three categories of financial inadequacy (‘Inadequate,’ ‘Adequate,’
‘More than adequate’) without assuming that these categories have interval-level properties,
which is especially untenable with only three response categories.

The curvilinear and buffering processes involving the continuous variable for age could differ
based on whether a work transition was recently experienced. No patient indicated a recent
early retirement as a result of advanced cancer. Therefore, the model specifies interactions
involving the co-moderators of age and recent work transition based on either work leave or
becoming unemployed (but not early retirement).

5.3 Income from Sale of a Home
None of the participants sold a home over the prior four-month period. Participants who might
have faced the option of selling their home ultimately made other decisions, such as borrowing
money. Thus, the major decision to sell a home does not introduce a potential source of
confounding into the study.

5.4 The Ordinal Probit Regression and the Simple Slopes Plot
The interactions involving continuous variables from this regression cannot be interpreted
directly but require examination of a post-hoc simple slopes plot. The individual coefficients
of interaction terms involving continuous variables cannot be interpreted directly because the
overall interaction effect is represented not only by the coefficients of interaction terms but by
their lower-order components. Instead, multiple follow-up re-estimates of the regression were
conducted, each time holding constant one of the component variables that comprise the
interaction in order to estimate a series of simple slopes, which are ultimately plotted in Figure
1. The figure labels (Low OFFS, Mean OFFS, and High OFFS) denote the three curves that
result when objective family financial stress is held constant at one standard deviation below
the mean, at the mean, and at one standard deviation above the mean, respectively.
Interpretations of the interaction are based on this graph (and not on individual b coefficient
values from the regression equation).

Regression findings involving the 29 outpatients reporting a recent work transition are not
probed because there are insufficient data points to generate a separate plot that is reliable and
representative, especially since different dynamics may be involved in outpatients who became
unemployed, versus those who took work leave, which cannot be captured with the current
data. In addition, compared to the entire sample, the large subgroup of outpatients that did not
experience a recent work transition yields a more congruent comparison across age, because
the small numbers of outpatients experiencing a work transition were exclusively younger
adults under age 65.

Although Figure 1 pertains only to outpatients who did not experience a recent work transition,
the use of the full data (i.e., all 268 patients) in the ordinal probit regression that serves as the
basis for this simple slopes plot affords an important insight. The fact that two of the three
interactions involving the work transition variable are statistically significant suggests that
recent work transitions contribute independently to perceptions of financial inadequacy in
younger outpatients, and if unaccounted, such perceptions could contribute to the masking of
age-related differences across outpatients.
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5.5 Additional Comparisons of OFFS Curves in Figure 1
As OFFS falls from high to mean (average) levels in Figure 1, financial inadequacy increases
at a lower and lower rate as age advances. But then, this continually diminishing process
continues to the point that it actually reverses direction (i.e., into continual acceleration). That
is, as OFFS falls from the mean to low OFFS, financial inadequacy actually reverses direction
and increases at a higher and higher rate as age advances. Indeed, outpatients at pre-retirement
age who anticipate fixed incomes upon retirement (which also may support retired spouses)
may face pressures to save at higher rates and to forego current consumption, resulting in low
OFFS. This pattern of adaptation, especially of foregoing current consumption and limiting
OFFS, may well continue into retirement.

Note as well that at high OFFS, the accommodation process by older outpatients is reversed
for younger outpatients who tend to take on high financial stress even when it is not affordable.
These younger outpatients may be at greater risk for distress and coping difficulties from taking
on unaffordable financial stress. Common screening approaches that include item(s) about
current economic conditions should already be sufficient to identify these younger outpatients
with high OFFS.

5.6 The Advantage of Cross-Sectional over Longitudinal Analyses
The cross-sectional data preclude conclusions about causal direction, although regression
modeling of the unique association between overall financial stress and financial inadequacy
(after accounting for associations of financial inadequacy with other variables) appears more
appropriate because the relationships between specific financial stressors and perceptions of
financial inadequacy are likely to be highly cyclical and mutually reinforcing. Longitudinal
data are unlikely to capture the uneven successions of this cyclical process across myriad
financial stressors that range from rare through repetitive events to enduring conditions [31].
Therefore, cumulative and residual financial stress and perceptions of financial inadequacy
might best be viewed as cofactors (rather than risk factors) that are mutually influential within
a given period.

5.7 Risk for Spurious Findings from Shared Method Variance
As Table 1 reveals, this study relies on the summation of many separate items representing
different dimensions from each other in order to create each of the six subcomposites of
objective financial stress (which in turn are added to create the overall OFFS index). (A
common illustration of an additive index is the index of socioeconomic status, which is based
on the sum of items representing the different dimensions of social status and economic status).

Therefore, each subcomposite is likely to be multidimensional, in contrast to a derivation based
on factor analysis in which each subscale of items taps a unidimensional latent construct (it
follows that Cronbach alpha coefficients for subscales derived from factor analysis do not apply
to the subcomposites in the current study). Subscales based on factor analysis are likely to
magnify shared method variance because all items within a subscale tap the same
unidimensional latent construct. In contrast, in the creation of an additive index, because the
items comprising any given subcomposite represent different dimensions, the directions and
magnitude of error are likely to differ across these items as well (with some errors tending to
cancel each other out). Remaining shared error in the subcomposite (or subindex) would be
expected to be lower in magnitude than in a subscale based on factor analysis, reducing the
risk of spurious findings from magnified forms of shared method variance.
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Figure 1.
Inadequacy of Insurance & Financial Resources as Age Advances for Three Levels of
Objective Family Financial Stress (Outpatients without Recent Work Transition)
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Table 2
Ordinal Probit Regression of Financial Inadequacy on Objective Family Financial Stress, Moderated by Age and
Work Transition

Inadequacy of Insurance/Finances to Meet Future Health Needs
X Variables b (S.E)

Sex −0.096 (.191)
Education −.011 (.053)
Marital .068 (.186)
Work Transition .174 (.467)
Employed .062 (.229)
Age .022* (.010)
Missing (1st Subcomposite of OFFS) −.050 (.192)
OFFS −.120 (.308)
Disability Days −.067 (.178)
Age2 .374*** (.117)
OFFS2 .0037 (.0026)
Age OFFS* −.00058 (.00057)
Age * Work Transition −.135** (.056)
Work Transition * OFFS .018 (.035)
Age * Work Transition * OFFS .036* (.018)

NOTE: OFFS = Objective Family Financial Stress Index

*
p < .05

**
p < .02

***
p < .01
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