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5
Factors of Care Poverty

Care poverty is a global plight that disturbs the everyday lives of people 
with care needs in different parts of the world. But what factors are 
behind it? Can care poverty be predicted by poverty itself, or is the lack 
of economic resources just one contributing factor among many others? 
Do women suffer from care poverty more than men? Is it indeed the very 
oldest people in society who most often find their care needs unmet?

These questions are interesting in more than just an academic sense. 
An understanding of the individual and societal factors causing care pov-
erty is prerequisite to developing policies that might address them. If the 
roots of care poverty remain unknown, measures to eradicate it will be 
taken at random and most likely prove futile. It is also important to know 
whether care poverty is associated with the same factors in different social 
and cultural contexts.

Most studies of unmet needs analyse not just their prevalence, but also 
their associated or predicting factors. The list of factors examined varies 
across different studies: basic background variables such as age, gender, 
and living arrangement are included in almost every study, while some 
other variables such as region or home ownership are only sometimes 
included. Not even the key variables of income and health status are 
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included in every study. This chapter reviews the findings concerning the 
factors that are included most often, organised into three variable groups: 
(1) health and functional status (including self-reported health and the 
number of reported I/ADL limitations); (2) socio-demographic back-
ground (including age, gender, marital status, ethnicity, income, educa-
tion level, home ownership status, and residential area); and (3) the 
availability of informal and formal care (including the indicators of living 
arrangements, informal networks, the primary source of care, region, and 
level of access to formal care).

This chapter sums up existing knowledge for this issue; that is, it out-
lines the key factors of care poverty based on the available literature. This 
knowledge is particularly needed to discover who among the older popu-
lation is currently left without adequate support and thus needs more 
help. As with Chap. 4, this chapter follows the care poverty framework 
introduced in Chap. 3. First, it examines the factors of personal care pov-
erty. Then, it reviews the factors connected to practical (and personal-
practical) care poverty and, finally, socio-emotional care poverty.

�Factors of Personal Care Poverty

Health, age, gender, and living arrangement are among the variables 
included in the analysis of unmet personal care needs most regularly. 
Several other aforementioned variables (e.g., region, informal networks) 
are examined only exceptionally. Furthermore, studies on the factors of 
personal care poverty are available only from a few countries, which 
restricts the interpretation of their findings. The number of studies per 
country is also low, with the exception of the United States.

Looking first at absolute personal care poverty, the most unanimous 
results concern living arrangement, residential area (i.e., urban vs. rural), 
and levels of education and income (Table 5.1). Eight out of nine analy-
ses found a significant association between living alone and being with-
out any formal or informal support while having an ADL-based need. 
On the contrary, none of the three studies looking at residential area 
identified it as having a significant association to care poverty. As well, 
only Zhu and Österle (2017) reported income and educational level to be 
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connected to unmet personal care needs, and furthermore, in their study 
it was actually people with high income and education who were at 
increased risk of unmet needs.

Three out of four analyses showed the number of I/ADL limitations 
associated with absolute personal care poverty. In terms of age, the clear 
majority of studies did not find a significant association, and in two of 
the three studies that identified age as a factor, it was actually younger age 
groups that had a higher level of unmet needs. For self-reported health, 
gender, marital status, ethnicity, home ownership, and access to formal 
care, results were mixed as only around a half of the studies observed a 
connection. Nearly all of the rather few analyses that included informal 
networks or the primary source of care found no association to unmet 
ADL-based needs. None of the studies examined variation across differ-
ent parts of the country.

Somewhat more studies address the factors of relative personal care 
poverty (Table 5.2). Here, a majority find that five factors have a signifi-
cant relation to care poverty. The most undisputed case is the number of 
functional limitations, as almost all studies identify a significant associa-
tion. Although 4 analyses failed to show that living alone increases the 
likelihood of relative personal care poverty, as many as 11 studies did 
prove the connection. Residential area was actively examined, as well, 
and six out of eight analyses confirmed an association (though in one 
case, it was urban rather than rural areas that were more prone to care 
poverty). Five analyses connected poor health in older people to increased 
care poverty, while one linked care poverty to good health in old age. This 
time, the majority of studies also showed a significant association between 
care poverty and low levels of income. Researchers were more divided on 
the importance of informal networks, the primary source of care, region, 
and access to formal care. Age, gender, marital status, ethnicity, educa-
tion, and home ownership were mostly found not to be significantly 
related to relative personal care poverty.

If we compare the results for absolute and relative personal care pov-
erty, two variables attract the eye. While income and residential area have 
no relation with absolute care poverty, they are significantly associated 
with relative personal care poverty. When older people whose support is 
inadequate are included alongside those who lack every kind of support, 

5  Factors of Care Poverty 
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living in a rural area and having low levels of income become a risk for 
care poverty. Health status, too, showed a significant association to rela-
tive care poverty. On the other hand, gender, marital status, ethnicity, 
and home ownership are clearly not predictive of relative care poverty, 
but when it comes to these factors and absolute care poverty, researchers 
are divided. For the factors of informal networks, and primary source of 
care, the results are more mixed in terms of relative care poverty.

�Factors of Practical Care Poverty

When turning to look at IADL-based needs, the most striking observa-
tion is how few studies have examined the factors of unmet practical care 
needs. Only five studies were located; two use the absolute while three 
use the relative approach. Hence, the findings of all the available studies 
are presented in only one table (Table 5.3).

This time, there is no hesitation about whether a low level of income is 
a significant factor of unmet needs: all available analyses confirm the con-
nection, although none use the absolute approach. The only other factors 
proven to have a significant relation to practical care poverty by the 
majority of studies are health status and number of IADL limitations (the 
latter analysed by only one study). Still, some of these studies used vary-
ing measurements, and one shows those in good health as more likely to 
have unmet needs. Conversely, several variables are found to not explain 
practical care poverty: gender, ethnicity, education, home ownership, 
residential area, and region (though for four of these variables, evidence 
is available from a single study only). Results are mixed for age, marital 
status, living arrangement, informal networks, and primary source of care.

When comparing the results for practical care poverty to those for 
personal care poverty, some dissimilarities emerge. Living alone seems to 
have a stronger connection with personal care poverty than with practical 
care poverty. In both domains, income level can explain relative care pov-
erty but not necessarily absolute care poverty. Meanwhile, education does 
not explain either kind of unmet need. However, the lack of studies 
restricts the possibilities to draw conclusions.

  T. Kröger



Ta
b

le
 5

.3
 

Fa
ct

o
rs

 o
f 

p
ra

ct
ic

al
 c

ar
e 

p
o

ve
rt

y

M
ea

su
­

re
m

en
t 

o
f 

ca
re

 
p

o
ve

rt
y

Co
un

tr
y

St
u

d
y

Co
rr

el
a­

tio
n 

or
 

re
gr

es
­

sio
n

 
an

al
ys

is
H

ea
lth

 
(p

oo
re

r)

IA
D

L 
lim

it
a­

ti
on

s 
(m

or
e)

A
g

e 
(o

ld
er

)
G

en
de

r 
(f

em
al

e)

M
ar

it
al

 
st

at
u

s 
(n

o
t 

m
ar

rie
d)

Et
h

n
i­

ci
ty

 
(m

in
o­

ri
ty

)
In

co
m

e 
(p

oo
re

r)

Ed
uc

a­
tio

n
 

(l
o

w
er

)

H
om

e 
ow

ne
r­

sh
ip

 
(r

en
te

d)

R
es

id
en

­
ti

al
 a

re
a 

(r
u

ra
l)

Li
vi

n
g

 
ar

ra
n

g
e­

m
en

t 
(a

lo
n

e)

In
fo

rm
al

 
ne

tw
or

ks
 

(w
ea

ke
r)

Pr
im

ar
y 

so
u

rc
e 

o
f 

ca
re

 
(i

n
fo

r­
m

al
)

Re
gi

on

A
bs

ol
ut

e
U

S
Te

nn
s­

te
dt

 
et

 a
l. 

(1
99

4)

R
eg

r
SI

G
a

SI
G

SI
G

SI
G

A
bs

ol
ut

e
U

K
V

la
ch

an
­

to
n

i 
(2

01
9)

C
o

rr
SI

G
b

N
Sb

SI
G

b
SI

G
b

N
Sb

N
Sb

SI
G

b

A
bs

ol
ut

e
U

K
V

la
ch

an
­

to
n

i 
(2

01
9)

R
eg

r
SI

G
a

SI
G

a
SI

G
a

SI
G

a
N

S
N

S
N

S

Re
la

tiv
e

U
S

A
lle

n
 

an
d

 
M

o
r 

(1
99

7)

R
eg

r
SI

G
N

S
N

S
N

S
N

S
SI

G
N

S
N

S
N

S

Re
la

tiv
e

Sp
ai

n
O

te
ro

 
et

 a
l. 

(2
00

3)

C
o

rr
SI

G
/N

Sc
N

S
SI

G
SI

G
/N

Sc
SI

G
/N

Sc
N

S

Re
la

tiv
e

Sp
ai

n
O

te
ro

 
et

 a
l. 

(2
00

3)

R
eg

r
N

S
SI

G
/N

Sc
N

S
SI

G
SI

G
/N

Sc
N

S

(c
o

n
ti

n
u

ed
)



M
ea

su
­

re
m

en
t 

o
f 

ca
re

 
p

o
ve

rt
y

Co
un

tr
y

St
u

d
y

Co
rr

el
a­

tio
n 

or
 

re
gr

es
­

sio
n

 
an

al
ys

is
H

ea
lth

 
(p

oo
re

r)

IA
D

L 
lim

it
a­

ti
on

s 
(m

or
e)

A
g

e 
(o

ld
er

)
G

en
de

r 
(f

em
al

e)

M
ar

it
al

 
st

at
u

s 
(n

o
t 

m
ar

rie
d)

Et
h

n
i­

ci
ty

 
(m

in
o­

ri
ty

)
In

co
m

e 
(p

oo
re

r)

Ed
uc

a­
tio

n
 

(l
o

w
er

)

H
om

e 
ow

ne
r­

sh
ip

 
(r

en
te

d)

R
es

id
en

­
ti

al
 a

re
a 

(r
u

ra
l)

Li
vi

n
g

 
ar

ra
n

g
e­

m
en

t 
(a

lo
n

e)

In
fo

rm
al

 
ne

tw
or

ks
 

(w
ea

ke
r)

Pr
im

ar
y 

so
u

rc
e 

o
f 

ca
re

 
(i

n
fo

r­
m

al
)

Re
gi

on

Re
la

tiv
e

Fi
nl

an
d

K
rö

g
er

 
et

 a
l. 

(2
01

9)

C
o

rr
SI

G
SI

G
N

S
SI

G
N

S
N

S
SI

G
N

S

Re
la

tiv
e

Fi
nl

an
d

K
rö

g
er

 
et

 a
l. 

(2
01

9)

R
eg

r
SI

G
SI

G
N

S
SI

G
N

S
N

S
SI

G
N

S

To
ta

ld
SI

G
SI

G
SI

G
/N

S
N

S
SI

G
/N

S
N

S
SI

G
N

S
N

S
N

S
SI

G
/N

S
SI

G
/N

S
SI

G
/N

S
N

S

SI
G

 s
ig

n
ifi

ca
n

t 
as

so
ci

at
io

n
, N

S 
n

o
 s

ig
n

ifi
ca

n
t 

as
so

ci
at

io
n

.
a S

ig
n

ifi
ca

n
t 

as
so

ci
at

io
n

, b
u

t 
in

 t
h

e 
o

p
p

o
si

te
 d

ir
ec

ti
o

n
b
In

 c
o

m
p

ar
is

o
n

 t
o

 t
h

e 
w

h
o

le
 s

am
p

le
 (

in
cl

u
d

in
g

 t
h

o
se

 w
it

h
 n

o
 c

ar
e 

n
ee

d
s)

c S
ig

n
ifi

ca
n

t 
as

so
ci

at
io

n
 f

o
r 

‘w
ee

kl
y 

n
ee

d
s’

, b
u

t 
n

o
t 

‘m
o

n
th

ly
 n

ee
d

s’
d
SI

G
: 

M
o

st
 a

n
al

ys
es

 s
h

o
w

 a
 s

ig
n

ifi
ca

n
t 

as
so

ci
at

io
n

. 
SI

G
/N

S:
 A

ro
u

n
d

 h
al

f 
o

f 
th

e 
an

al
ys

es
 s

h
o

w
 a

 s
ig

n
ifi

ca
n

t 
as

so
ci

at
io

n
. 

N
S:

 M
o

st
 a

n
al

ys
es

 
sh

o
w

 n
o

 s
ig

n
ifi

ca
n

t 
as

so
ci

at
io

n

Ta
b

le
 5

.3
 

(c
o

n
ti

n
u

ed
)



109

�Factors of Personal-Practical Care Poverty

As seen in Chap. 4, many studies analyse unmet care needs without mak-
ing a clear distinction between ADL- and IADL-based needs. Among 
them, the number of studies using the absolute approach is rather close 
to those using the relative approach. Within research using the absolute 
approach, three studies analysed factors of unmet needs in two different 
countries.

In most studies, five variables are proven significant for absolute 
personal-practical care poverty: health, number of functional limitations, 
marital status, living arrangement, and informal networks (Table 5.4). 
However, the evidence is not always very strong. Health was included 
only twice and informal networks four times (and in the latter case, one 
of the studies connected strong networks, not weak ones, with unmet 
needs). In the case of functional limitations, three studies report different 
results for ADL limitations and IADL limitations. Once again, care pov-
erty was not explained by gender, education level, or home ownership. 
This time income proved insignificant, as well. The situation was less 
clear for age. Other unclear cases involved the variables of ethnicity, resi-
dential area, region, and access to formal care.

In the case of relative personal-practical care poverty, for the first time, 
a clear majority of the variables prove to be significant factors of a lack of 
adequate care (Table 5.5). Only education and home ownership (with 
the latter analysed in just one study) do clearly not associate with unmet 
needs. For marital status, ethnicity, informal networks, and access to for-
mal care, the evidence is mixed. According to most findings, all other 
factors are associated with unmet needs. So this time, there are as many 
as nine significant factors of care poverty; gender, age, primary source of 
care, and region are included in this list for the first time.

Evidence is strongest for functional limitations and income in that 
each had only one analysis fail to confirm a connection to unmet needs. 
The same goes to region and health status, but they were included in 
fewer studies. Primary source of care was connected to unmet needs, but 
it was those with a mix of formal and informal care, not those who had 
only informal carers, who most typically were in care poverty. Living 
alone was once again identified as a factor of unmet needs. Gender and 

5  Factors of Care Poverty 
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age were proven, for the very first time, to be significant in most studies; 
however, the people found most likely to have unmet needs were often 
not in the oldest age groups. Residential area was a significant factor, as 
well, but it was urban—not rural—areas that were at higher risk for care 
poverty.

As already mentioned, the results for absolute and relative personal-
practical care poverty are different in some respects. Gender and income 
that were non-significant for absolute care poverty were significant fac-
tors of relative care poverty. As well, a few factors that had mixed results 
for absolute care poverty (age, residential area, and region) turned out to 
be significant in the case of relative unmet care needs. There are also a 
number of similarities. Health status, functional limitations, and living 
arrangement affected absolute as well as relative personal-practical care 
poverty. Educational level and home ownership status remained non-
significant for both.

If the results for personal-practical care poverty are juxtaposed with 
those for personal and practical care poverty, demonstrably influential 
factors are partly the same and partly different. Health and functional 
limitations are significant in almost all areas. The same goes for living 
arrangements. Income seems to be associated with relative care poverty 
more strongly than absolute care poverty across domains. Overall, several 
socio-demographic variables as well as indicators of the availability of care 
are connected with personal-practical care poverty, especially when mea-
sured using the relative approach. Informal networks, region, and pri-
mary source of care all emerge more visibly than before as factors of 
personal-practical care poverty. The same may be said for marital status 
and age. Education and home ownership remain non-significant here, 
and the evidence remains mixed for gender, ethnicity, and access to for-
mal care.

�Factors of Socio-emotional Care Poverty

In Chap. 4, rates of socio-emotional care poverty were sought from 
research literature on loneliness. So, too, are its factors in this chapter. As 
this literature includes hundreds or possibly thousands of individual 

5  Factors of Care Poverty 
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studies, a complete review is beyond the scope of this chapter. Factors 
associated with loneliness—and thus, socio-emotional care poverty—are 
identified here based on the five international comparisons of loneliness 
referred to in Chap. 4. Of these five publications, one (Yang & Victor, 
2011) does not analyse factors of loneliness. While the four other studies 
run multivariate regression analyses for this issue, their findings are 
reported in slightly different ways: Hansen and Slagsvold (2016), 
Fokkema et al. (2012), and Vozikaki et al. (2018) report factors at only 
an international level, while Sundström et al. (2009) report findings at 
only a national level (Table 5.6). The studies also use somewhat dissimilar 
sets of independent variables. These sets exclude several of the factors that 
were included in studies of unmet personal and practical care needs.

Sundström et al. (2009) found that both poor health and living alone 
explain loneliness most consistently across different countries. For every 
country subject to study, living arrangement was a factor of loneliness; 
self-rated health was also significant in all but three nations. On the other 
hand, age was shown to have a significant association with loneliness in 
only one country. Likewise, gender was significant in no more than three 
nations. Level of education was a significant factor in 4 of the 11 countries.

Both using SHARE data, Fokkema et al. (2012) identified more fac-
tors of loneliness than Sundström et al. (2009) did: in addition to poor 
health, they found that age (older), gender (female), marital status (not 
married), and level of income (lower) all explained the rates of loneliness 
found in their international data. The number of IADL limitations was 
significantly linked to loneliness, but the number of ADL limitations was 
not. Vozikaki et al. (2018) used SHARE data as well, albeit from another 
wave. They included a mostly different set of independent variables in 
their analysis. Their findings show that, aside from living alone, marital 
status and the combined number of ADL/IADL limitations can be sig-
nificant factors of loneliness. For their part, Hansen and Slagsvold (2016) 
analysed GGS data to identify health, income level, education, and living 
arrangement as significant factors of loneliness within the population 
group aged 60–80 years.

The four studies tested the explanatory power of somewhat different 
independent variables. Not all of them report non-significant relations, 
either, and both issues complicate drawing conclusions. Nevertheless, all 
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studies support living arrangements and health as significant factors of 
loneliness in a rather large number of countries. A low level of income is 
also an indisputable factor. Being married seems to be a protective factor 
against loneliness, which is not surprising. The role of a number of func-
tional limitations remains a bit open, and it may be that loneliness is 
linked to practical care needs more closely than personal care needs. For 
age, gender, and education level, the verdict is not unanimous, and their 
impacts vary across countries.

When these results are compared to existing reviews of loneliness stud-
ies, the same factors emerge. For example, Routasalo and Pitkälä (2003) 
observe that population-based studies link loneliness most strongly to 
age, living alone, a lack of physical function, and poor health. Evidence 
on gender and marital status was contradictory, while evidence for the 
impact of income and education remained weak. A more recent review 
by Cohen-Mansfield et al. (2016) summarised findings from 38 loneli-
ness studies to conclude that the following variables are mostly strongly 
associated with loneliness of older adults: gender, marital status, age, level 
of income, level of education, living arrangement, quality of social rela-
tionships, self-reported health, and functional status.

�Conclusions

When the factors for all domains and measurements of care poverty are 
gathered together, many similarities emerge (Table  5.7). Most factors 
seem to explain either (nearly) all of the domains for care poverty or none 
of them. Those factors with contradictory results are usually found in 
more than one domain.

The domains of care poverty are explained most consistently by health 
and functional status. This is not surprising but not self-obvious, either: 
while the level of care needs is closely connected to health status and 
functional limitations, the level of unmet needs need not be. When peo-
ple with long-term care needs have access to necessary support, those 
with poorer health and more functional limitations need not have a 
higher likelihood of care poverty than anyone else. But in reality, func-
tional status is significantly connected to all three domains of care pov-
erty, and the results are very similar for health status.

  T. Kröger
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Despite some variation across socio-demographic factors, they gener-
ally prove not to be the strongest factors of care poverty. Nevertheless, 
income is associated with different domains of care poverty—especially 
when measured using the relative approach. On the one hand, several 
studies show a significant association between care poverty and the fol-
lowing factors: age, marital status, and residential area. On the other 
hand, these same factors are very regularly demonstrated not to predict 
the level of unmet need. Marital status explains lack of socio-emotional 
care and absolute personal-practical care, but not relative personal care. 
Age explains care poverty in terms of relative personal-practical care, but 
not absolute or relative personal care. Residing in a rural area is signifi-
cantly connected to care poverty in terms of relative personal and per-
sonal-practical care, but not absolute personal care or practical care. The 
results thus vary not just across domains, but also across absolute and 
relative measurements within certain domains.

Out of all of the socio-demographic factors, the following generally 
seem not to predict care poverty: education level, home ownership, eth-
nicity, and gender. The results for education and home ownership are 
almost fully consistent in this respect, but gender and ethnicity show 
somewhat more variation. This is because ethnicity is not a clear factor of 
any domain and age is only a factor of relative personal-practical care 
poverty. Chapter 7 will further discuss the connections between socio-
demographic factors and care poverty.

Finally, the third group of factors indicating the breadth of informal 
and formal support show rather contradictory findings. Living arrange-
ment holds explanatory power in almost all domains of care poverty: 
evidence showing its strength as a key factor of unmet care needs is almost 
fully consistent. But the findings are considerably less clear for the other 
care availability factors. They were included in only a few studies and 
measured rather variably, and they received variable results. The existence 
of informal networks seems to explain care poverty in terms of absolute 
personal-practical care poverty, but not absolute personal care. The same 
goes for the primary source of care. Region is associated with care poverty 
in terms of relative personal-practical care, but not practical care. Results 
concerning access to formal care are mixed in all domains. We will come 
back to this factor in Chap. 8, which looks at care poverty across different 
long-term care systems.

  T. Kröger
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Almost all publications concerning unmet needs include a literature 
review, listing factors that earlier research has identified as factors of 
unmet care needs. For example, Li (2006, 169–170) writes:

Empirical evidence has shown that unmet needs are determined by a combi-
nation of demographic, socio-economic, functional and physical health, 
health insurance coverage, support network, and cultural factors. Researchers 
have found that older adults who are older, female, impoverished, and of 
minority status are at the particular risk of not having their service needs met. 
Researchers also have found that clients’ functional and physical health fac-
tors are consistently related to their unmet needs for home care services.

Usually, these reviews cover literature that is limited and mostly 
American. This chapter has provided a broader review of the research car-
ried out in different parts of the world. It has aimed to compare like with 
like—to organise studies according to the domains of need they examine 
and the approach to measurement they use. Nevertheless, the conclu-
sions of this chapter are still very much in line with those of Li (2006) 
and other earlier studies. The factors proven to influence the likelihood of 
unmet needs most universally are neither surprising nor new: health sta-
tus, functional status, living arrangement, and income level. Significant 
factors are mostly the same across different care poverty domains, as well 
as for both absolute and relative care poverty. Even different national 
contexts do not introduce radical differences to these results.

Evidence shows that a low level of income is a significant factor, which 
means that poverty and care poverty are interlinked. The strength of this 
connection varies, however; for all domains, it is absent or unclear for 
absolute care poverty but substantial for relative care poverty. People with 
a low level of income are thus at particular risk for relative unmet care 
needs. Still, income is not the only or even the strongest factor of care 
poverty. Self-reported poor health, living alone, and the number of func-
tional limitations are the most undisputed factors across different domains 
of care poverty. In terms of the three different kinds of care needs, people 
with these conditions consistently make up the primary risk groups for 
receiving insufficient support or no assistance at all.

Education level and home ownership were systematically shown not to 
be associated with care poverty, which was unanticipated. Even more 

5  Factors of Care Poverty 
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unexpectedly, gender and ethnicity proved insignificant in most studies. 
Some studies even show that men are more likely to have unmet needs than 
women. When other variables (especially health and functional status) are 
controlled, ethnicity and gender do not independently influence care pov-
erty. While older women still make up the majority of people with unmet 
needs and while care poverty is widespread among racial and ethnic minor-
ities, it is other factors—living alone, poor health, a high number of I/ADL 
limitations, and low-income—that statistically explain their care poverty.

Other variables included in the review proved to be more context 
dependent. The country, specific sample, care poverty domain, and mea-
surement approach affected the explanatory strength of age, marital sta-
tus, residential area, informal networks, primary source of care, region, 
and access to formal care. In some cases, these factors were significant. In 
other cases, they were not.

All in all, the findings show that care poverty is due to several factors. 
A low level of income is among the key factors. However, it is joined by 
health and functional status as well as living arrangement. Older people 
with major care needs who live alone are at highest risk for care poverty. 
When they also have a low income level, the hazards of unmet care needs 
are exacerbated.
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