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Social Inequalities and Care Poverty

Care poverty has serious consequences that threaten the health and well-
being of older people, bringing about unnecessary and untimely admis-
sions to hospitals or long-term residential care. This imposes major 
economic and human costs on the older population, their families, and 
society at large. As with the prevalence of care poverty, its consequences 
are not distributed equally across all older people. Instead, they are con-
centrated within certain population groups, reflecting and reproducing 
existing social inequalities. Care poverty is thoroughly embedded in its 
social and structural contexts—and thus in the inequalities prevalent in 
those contexts.

A key rationale for introducing the concept of care poverty to this 
book is the disregard that gerontological research into unmet needs has 
shown for social inequalities. Income level, education, age, gender, and 
ethnicity are regularly included as background factors in these studies, 
and their statistical associations with the prevalence of unmet needs are 
analysed and routinely reported. But the findings of those studies have 
not been collected together or discussed in the light of research on social 
inequalities.
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This chapter aims to open such a discussion by summarising available 
knowledge of the connections between care poverty and key dimensions 
of social inequalities. It begins with a discussion of income inequalities 
and educational disparities before moving on to gender inequalities and 
ethnic and regional disparities. The chapter concludes by considering 
whether care poverty can be seen as a dimension of inequality in its 
own right.

�Income Inequalities and Care Poverty

It would not be surprising if income level were connected to access to care 
and support. Care is a very labour-intensive activity based most often on 
one-to-one interactions. Though salary levels in care work are generally 
low, care services are still expensive to purchase—especially if the user is 
left to cover the costs alone, without public subvention. Even when pub-
lic funding is available to share the costs, user co-payments can still be 
high. This is particularly true for residential care, but also for home care 
(Huber et al., 2009; Rodrigues & Schmidt, 2010).

Before the introduction of the Long-Term Care Insurance (LTCI) pro-
gramme in 2000 in Japan, for example, only very high-income individu-
als and families were able to bear the costs of intensive home care (Izuhara, 
2003, pp.  403–404). The new programme considerably expanded the 
size of the group of older persons who could afford these services. Still, 
Izuhara (2003, p. 408) concludes that the LTCI scheme tends to benefit 
middle- to high-income households, putting pressure on lower-income 
households.

Different long-term care systems clearly create dissimilar conditions 
for how older people from different income groups can access assistance 
and support. The design of co-payments for formal care also has a major 
effect on the financial burden of different income groups (Wouterse et al., 
2021)—and thus on the affordability of these services.

Researchers have started to examine whether income inequalities affect 
access to care for older people. Rodrigues and Schmidt (2010) analysed 
the use of home care services in the 65+ age group for different income 
groups in nine European countries, observing substantial variations. In 
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Germany, Austria, and Italy, the quintile with the highest incomes was 
shown to use home care considerably more often than the lowest quin-
tile. However, the situation was the opposite in Sweden, Denmark, 
France, and the Netherlands. In Spain and Belgium, both income groups 
used home care in an equal manner. Albertini and Pavolini (2017) also 
compared the situation in Germany, Italy, Denmark, and France, finding 
very similar results. Older people with low incomes seem thus to be dis-
advantaged in terms of their access to formal home care, especially in 
countries that are based on cash-for-care allowances often used to pay for 
informal or migrant carers. The situation seems less problematic in 
nations where the focus is instead on professional care service provision 
as it ‘allows for de facto targeting of low-income groups or of those more 
in need of care’ (Rodrigues & Schmidt, 2010, p. 14).

Broese van Groenou et al. (2006) observed a socio-economic gradient 
in the use of formal care in the Netherlands, Belgium, the United 
Kingdom, and Italy. In all of these countries, it was older people in low-
level socio-economic groups who used formal long-term care most often. 
In the case of informal care, lower socio-economic groups received notice-
ably more help from informal sources. The authors explain the higher use 
of formal and informal care among older people in lower-level socio-
economic groups by their relatively poor health and lack of social and 
material resources.

Health inequalities further weaken the position of older people with 
low incomes. As the research on health disparities has clearly shown, 
there is a distinctive socio-economic gradient in health status (e.g., 
Siegrist & Marmot, 2006). Health inequalities do not vanish with age-
ing, either. They remain in effect even though higher mortality means 
that a disproportionate number of those from lower-income groups never 
even reach old age (e.g., Bosworth, 2018; Enroth et  al., 2019). Poor 
health and subsequently greater care needs are a typical characteristic of 
low-income older people (Broese van Groenou et al., 2006). This means 
these groups not only have fewer financial resources to pay for care but 
also have more care needs to start with.

Hence, there are multiple reasons to expect a close association between 
income inequalities and care poverty. But does the literature actually con-
firm such a connection? There is ample research on the topic as almost all 
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studies of unmet long-term care needs include income levels in their 
analyses. The results, however, are less clear than what might be antici-
pated (Tables 5.1–5.7). While a straightforward connection between 
income level and the prevalence of unmet needs could be expected, the 
results vary across countries and care poverty domains. They also depend 
on whether the studies used the absolute or relative approach to 
measurement.

Much of the ambivalence concerns personal care poverty. In the case of 
absolute personal care poverty, four of the five reviewed studies failed to 
find a significant association between income level and unmet needs 
(Table  5.1). These studies came from the United States, the United 
Kingdom, India, and Malaysia. The evidence here is thus based on indi-
vidual studies from four different countries. Firm conclusions might bet-
ter be avoided, especially as Ashokkumar et  al. (2012) did not run a 
multivariate analysis, the sample of LaPlante et  al. (2004) consisted 
mostly of people younger than 65, and Zhu and Österle (2017) still 
found a significant association in China.

In the case of relative personal care poverty, a slight majority of studies 
identified income as accounting for unmet needs (Table  5.2). From 
Spain, both studies agree on this connection. From China, only the study 
by Gu and Vlosky (2008) did not confirm it. On the other hand, Desai 
et  al. (2001) were the only ones who found a significant association 
between income level and unmet needs in the United States—but then, 
theirs was the sole American study that used a sample consisting exclu-
sively of older people. In our lone study from Finland, people with low 
incomes were no more likely to have their personal care needs uncovered. 
When trying to understand these partly contradictory findings, it is nec-
essary to take into account care policy as a mediating factor between 
income levels and care poverty. In Spain (in the 1990s) and China, for-
mal care used to be very limited. In the United States and Finland, the 
respective Medicaid programme and the Nordic welfare model made for-
mal care available to many older people with low incomes.

In terms of practical care poverty, the evidence is limited but unani-
mous nonetheless: for all three studies, people with low incomes were 
more likely to have their needs unmet (Table 5.3). Still, the studies come 
from different decades and different countries. As assistance with 
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household tasks and other practical care needs is rarely provided publicly 
but instead usually purchased out of pocket, it is hardly surprising that 
older people with higher incomes are less likely to experience practical 
care poverty.

Among those studies that used the absolute measurement approach 
but failed to distinguish between unmet personal and practical care needs, 
regression analyses from the United States, Slovenia, and China did not 
identify income level as a predictor of unmet needs. In contrast, a study 
from France and Ireland showed a significant association (Table 5.4). But 
for studies using the relative approach, only one American study did not 
confirm the association; other analyses show it to be significant (Table 5.5). 
These findings are difficult to interpret because the studies mix together 
two very different domains for care needs. Informal care probably plays a 
major role here, providing much practical help and—especially in coun-
tries with limited formal care provisions—also personal care.

Socio-emotional care poverty, measured here by loneliness, shows con-
sistent results. However, only two out of the four international studies 
reviewed included income level in their independent variables (Table 5.6). 
Both studies confirmed that loneliness is significantly associated with low 
income levels in Europe. However, the studies did not provide results at 
the level of individual countries.

The influence of income level is observed not only for the rates of care 
poverty, but also for its consequences. In the United States, Desai et al. 
(2001) report that an annual income under $20,000 almost triples the 
likelihood of adverse consequences among those with unmet needs. The 
importance of low incomes to adverse outcomes is further confirmed by 
Freedman and Spillman (2014). As well, Allen et al. (2014) noticed that 
such consequences were more common among ‘dual eligibles’ than other 
Medicare users; having passed the strict Medicaid means test, the first 
group has lower incomes than the second group. A study from China 
observed that low economic status is a risk factor for mortality among 
those with unmet care needs (Zhen et al., 2015). The current evidence 
thus suggests that, even though a low level of income does not always 
predict care poverty, financial hardship is associated with the emergence 
of negative consequences among those who are in care poverty.
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Overall, it seems that studies using the absolute approach only rarely 
show income level as a significant factor of unmet needs. In contrast, this 
is more common among studies using the relative measurement approach. 
Evidence concerning personal care poverty is partly contradictory because 
a low income level seems to be a risk factor for unmet personal care needs 
in some, but not in all, countries. At the same time, low income is more 
systematically associated with practical care poverty, and the same goes 
for socio-emotional care poverty. The total picture is not as clear-cut as 
what might be expected: a low income level is not always, in every domain 
and all contexts, connected with care poverty. There seem to be other fac-
tors involved, including the care policy model. But then, this conclusion 
supports one of the key arguments of this book: care poverty is not only 
about poverty and a lack of material resources. Instead, it is a much more 
complicated phenomenon.

�Educational Inequalities and Care Poverty

Health research has discerned that indicators of socio-economic status are 
not interchangeable as they each yield distinct results. Different indica-
tors are understood to capture different aspects of overall health risk 
(Duncan et  al., 2002). Research into care poverty, too, requires more 
than one socio-economic indicator.

Within the context of care poverty, educational level can be considered 
a relevant socio-economic indicator. In order to receive public formal 
care, the older person (or their family) must know about available ser-
vices and benefits, their eligibility criteria, and how to apply for them. 
Applying for services includes filling out forms, which are nowadays 
increasingly found online, and interacting with social or health care pro-
fessionals. Purchasing for-profit care services can also be a complex pro-
cess involving many of the same elements. All of this requires access to 
information and skills acquired from education. Albertini and Pavolini 
(2017, p. 511) conclude that a higher educational level can be expected 
to lead to a greater chance of accessing public care as the procedures for 
accessing formal care are nowadays complex—particularly when it comes 
to needs- or means-testing.
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It is rather surprising, then, that studies of unmet needs do not show 
education level playing an actual role in care poverty. For the analyses of 
absolute personal care poverty, Zhu and Österle (2017) are the lone study 
to recognise educational level as a significant factor (Table 5.1). In the 
case of relative personal care poverty, Desai et al. (2001) in the United 
States and Rogero-García and Ahmed-Mohamed (2014) in Spain 
reported a correlation between educational level and unmet needs 
(Table 5.2). However, Liu et al. (2012) from Taiwan were the only ones 
who identified a significant association in their regression analysis.

In the case of practical care poverty, only Otero et al. (2003) in Spain 
found evidence of low levels of education being related to inadequate 
coverage for some—but even here, not all—IADL needs (Table  5.3). 
Other studies did not recognise a significant association. Among those 
studies that combine personal and practical care needs, Gibson and 
Verma (2006) in the United States and Rogero-García and Ahmed-
Mohamed (2011) in Spain both noticed a correlation between unmet 
need and education levels. Still, this connection was confirmed only by a 
regression analysis from China (Tables 5.4 and 5.5).

In terms of socio-emotional care poverty, three out of the four com-
parative loneliness studies under review included educational level among 
their independent variables (Table  5.6). One showed loneliness to be 
inversely related to educational level, while another failed to find such an 
association. The ambivalence of European-level findings as a whole is 
made understandable by the third study, which showed a low educational 
level being associated with loneliness in four countries (France, Germany, 
Israel, and Spain) but not in seven (Austria, Belgium, Denmark, Greece, 
Italy, the Netherlands, or Sweden). Hence, national contexts were proven 
to affect the connection.

In general, most evidence fails to prove that a low level of education 
can predict care poverty. This is surprising because a high level of educa-
tion might be expected to confer advantages in access to care. Still, it 
should be recalled that care poverty is not just about formal care. In prin-
ciple, it is always possible that informal care is compensating for the lack 
or inadequacy of formal care. For example, there is evidence that older 
people with a low level of education in Sweden use informal care to fill 
the gap between their care needs and available formal services (Szebehely 
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& Trydegård, 2012). Further research is needed to determine whether 
this is true on a larger scale and across countries. Educational inequalities 
exist in care, but when looking at care poverty, their explanatory power 
appears more limited than expected.

�Gender Inequalities and Care Poverty

Despite societal movement towards more gender equality, women are still 
disadvantaged in current societies in many ways. They earn lower salaries 
than men and experience career breaks due to childbirth and childcare. 
They struggle with glass ceilings, gender stereotypes, and gender-
segregated labour markets (e.g., Scott et al., 2012; Daly, 2020). Within 
families, women still perform the overwhelming part of housework and 
caring. In the words of Fiona Williams (2021, p. 42), ‘women’s inequali-
ties, at work and in the household, relate to the (unpaid) care domestic 
responsibilities they carry’. Feminist scholarship shows that gender 
inequalities permeate societies and manifest themselves in multiple ways 
in both the private and the public sphere.

Care is one of the most thoroughly gendered social phenomena (Leira 
& Saraceno, 2002). Care work is performed overwhelmingly by women 
in both the informal and formal sectors. It is middle-aged women, in 
particular, whose opportunities to fully participate in the labour market 
are contingent to their informal care responsibilities and whether formal 
long-term care services are available to share their care work (Kröger & 
Yeandle, 2013). At the same time, due to the fact that men have a shorter 
lifespan, the majority of people in need of formal care in old age are 
women (EIGE, 2019). Daly and Rake (2003, pp. 68–69) summarise the 
situation by stating that ‘[c]are is thus heavily implicated in gender 
inequality and patterns of individual and family well-being, just as varia-
tions in welfare state policy are systematically associated with variations 
in the situation of women and men’. So, care is fundamentally gendered 
but is care poverty a gender-specific issue, as well? In other words, are 
women more likely to have unmet care needs?

For personal care poverty, regressions show a significant association 
between gender and unmet personal care needs in Spain and Malaysia. 
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However, analyses from the United States and Finland fail to confirm this 
(Tables 5.1 and 5.2). Another Spanish study failed to confirm the associa-
tion, as well. In the United Kingdom, Brimblecombe et al. (2017) and 
Dunatchik et al. (2016) did not identify gender as a predictor of unmet 
needs. In contrast, Vlachantoni (2019) did—but in her study, it was 
actually men who were more likely to have unmet needs. In China, Gu 
and Vlosky (2008) did not report gender as a factor for unmet needs. Yet 
for the same country, results from Peng et  al. (2015) and Zhu (2015) 
show the opposite—but only in a rural context. For cities, there were no 
statistical differences between men and women; in the countryside, gen-
der differences existed with men in both studies more likely to have 
unmet needs. Using self-reporting to measure unmet needs, Peng et al. 
(2015) suggest that rural women may have lower expectations than 
men—which could explain why men are more often unsatisfied with the 
support they receive. But in general, gender typically fails to predict per-
sonal care poverty. When it does, it could be that men are more prone to 
have unmet needs.

For practical care poverty, the evidence is scarce. Only one of the five 
studies under review identifies gender as a significant factor of unmet 
needs (Table 5.3). Analyses from the United States, Spain, and Finland 
all found gender to be non-significant. Only British research by 
Vlachantoni (2019) reports a significant association between gender and 
unmet practical care needs. But once again, regressions show older men 
facing a heightened risk—not older women.

Studies that fail to distinguish personal from practical care needs and 
employ the absolute approach to measurement report similar kinds of 
results (Table 5.4). Only two studies (from France/Ireland and China) 
identify gender as a significant factor. As before, it is men who were more 
likely to have unmet care needs. Other studies from the United States, 
India, the United Kingdom, Sweden, and Slovenia all failed to identify 
gender as statistically significant.

When studies use the relative approach to measure unmet personal-
practical care needs, there is more evidence of an association (Table 5.5). 
Lima and Allen (2001) in the United States, Lévesque et al. (2004) in 
Canada, Rogero-García and Ahmed-Mohamed (2011) in Spain, and 
Wilkinson-Meyers et  al. (2014) in New Zealand all found regression 
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results showing women as significantly more likely to have unmet care 
needs. On the other hand, analyses from Gibson and Verma (2006) and 
Schure et al. (2015) in the United States, Busque and Légaré (2012) in 
Canada, and Davin et al. (2006) in France did not show a significant rela-
tion. In this case, none of the studies showed men as more at risk than 
women. Overall, for the first time, a slight majority of analyses identified 
gender as a significant factor of care poverty.

Finally, when it comes to socio-emotional care poverty, only two out of 
the four comparative studies under review analysed the connection 
between gender and loneliness (Table 5.6). A study of 14 countries by 
Fokkema et al. (2012) identified gender as a significant factor of loneli-
ness, while results from Sundström et al. (2009) were more mixed. The 
latter study reported women as more likely to experience loneliness in 
three countries (France, Greece, and Spain) but not in eight countries 
(Austria, Belgium, Denmark, Germany, Israel, Italy, the Netherlands, 
and Sweden).

When it comes to whether gender affects the consequences of care 
poverty, the evidence remains very thin. In one American study on 
adverse outcomes, gender did not have a significant impact (Desai et al., 
2001). Instead, Zhen et al. (2015) observed that women in Chinese cities 
have a heightened mortality risk due to unmet needs.

Gender inequalities are widespread in society, disadvantaging women 
in many ways. Care, in particular, is a thoroughly gendered field. At the 
same time, studies of unmet needs do not show women being systemati-
cally overrepresented among the population of older people living in care 
poverty. There are even studies that show men as more likely to have 
unmet needs. This is surprising and unexpected. However, the results 
seem to depend at least partly on national context. On the one hand, 
most Spanish studies show older women as more likely to have unmet 
needs; single studies from Malaysia and New Zealand found a similar 
result. On the other hand, most American studies do not show gender as 
a factor of unmet needs; single studies from Finland, India, Slovenia, and 
Sweden point to a similar situation. Canada has mixed results. Studies 
from the United Kingdom, China, France, and Ireland show men at 
greater risk for care poverty, although not all studies from these countries 
find a statistically significant association between gender and unmet needs.
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As care poverty depends on both informal and formal care, gender dif-
ferences can mean inequalities in access to either or both of these sources 
of care. Accordingly, lack of a gender difference can mean either equality 
in access to both or that another source is compensating for an unequal 
lack of access to a particular source of care. The available empirical evi-
dence does not make it possible to draw firmer conclusions on the issue. 
Many questions are still left unanswered, so there is a clear need for more 
thorough research on the connections between care poverty and gender.

�Racial and Ethnic Inequalities and Care Poverty

Another source of major social inequality is ethnicity. For many migrant 
and ethnic minority groups, discrimination, social disadvantage, and rac-
ism are regular experiences (e.g., Alexander & Byrne, 2020). Ethnic resi-
dential segregation has been a key part of the development of social 
inequality (Nazroo & Williams, 2006). In Europe and North America, 
non-white groups are regularly disadvantaged by differences between the 
opportunities available to ethnic majority and minority populations. 
Disparities between ethnic majority and minority groups also exist in 
regions such as Asia and Africa.

There is firm evidence also for persistent health inequalities grounded 
in ethnicity, showing clear morbidity and mortality differences across 
ethnic groups (Nazroo & Williams, 2006; Ingleby, 2012). Experiencing 
racial harassment and discrimination is observed to contribute to ethnic 
inequalities in health; health inequalities are also connected to the overall 
low socio-economic position of many minority groups (Nazroo & 
Williams, 2006). In Britain, however, older people from ethnic minori-
ties report poorer health status even after controlling for social and eco-
nomic disadvantages (Evandrou et al., 2016). Similar observations have 
been made in the Netherlands, Denmark, and Sweden (Lorant & 
Dauvrin, 2012).

Ethnicity matters not only for health status, but also in access to health 
care. In the United States, more than half of the country’s uninsured citi-
zens are from ethnic and racial minorities even though these groups make 
only one-third of the total population (Lancet, 2011). In Britain, research 
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shows that ethnic inequalities in experiences with health care are substan-
tial: despite the universal nature of the National Health Service (NHS), 
ethnic minority people are, for example, more likely to be dissatisfied 
with the health care they receive, to wait longer for an appointment, and 
to face language barriers during the consultation (Chouhan & Nazroo, 
2020). The total picture is complex, however, as there are many variations 
across specific ethnic groups and health conditions as well as across 
countries.

Concerning unmet health care needs, Wu et al. (2005) did not find 
them to be linked with immigrant status in Canada, but in the United 
States, there is considerable evidence for ethnic disparities in the use of 
health care. African Americans and Latinos, in particular, use health ser-
vices at lower rates when compared to white Americans (Ashton et al., 
2003). One American study observed that 25–31% of respondents from 
different ethnic minority groups had experienced discrimination in 
health care and that this experience was associated with a more than two-
fold likelihood of having unmet health care needs (Benjamins & 
Whitman, 2014).

Unmet health care needs thus have an ethnic gradient, but what about 
unmet long-term care needs? Are there ethnic or racial inequalities in care 
poverty? Once again, the issue is studied predominantly in the United 
States, and once more, the results are mixed. On the one hand, several 
American studies have found no significant association. But on the other 
hand, a number of American studies have identified ethnicity as a factor 
of unmet care needs. Kennedy (2001) observed that the odds of unmet 
needs among Hispanics were 50% higher and among blacks 90% higher 
than among whites. Newcomer et al. (2005) reported whites as 33% less 
likely than other racial groups to have unmet care needs. Lima and Allen’s 
(2001) multinomial regressions show blacks and Hispanics as 38% more 
likely to have inadequate help than whites. But at the same time, studies 
such as Allen and Mor (1997) and LaPlante et al. (2004) found no appar-
ent link between ethnicity and unmet care needs. In terms of the conse-
quences of care poverty, Desai et al. (2001) did not identify ethnicity as a 
predictor of adverse outcomes. In contrast, Freedman and Spillman 
(2014) identified non-white groups of older people as significantly more 
likely to experience adverse consequences.

  T. Kröger



167

Studies from other countries on ethnic inequalities in the context of 
unmet needs are rare. In China, Gu and Vlosky (2008) report the major-
ity Han population as significantly (32%) less likely to have unmet needs 
than non-Han groups. However, Zhu (2015) did not find such a differ-
ence. In Malaysia, Momtaz et al. (2012) identified unmet needs as more 
common among Malay than non-Malay populations, but their regression 
analysis did not confirm the finding. In New Zealand, Wilkinson-Meyers 
et  al. (2014) could not identify a significant difference in unmet care 
needs between Māori and non-Māori groups. Self-reporting in Britain 
showed that 45% of white and 65% of black and other ethnic minority 
older people had unmet needs, but the difference remained statistically 
insignificant (Brimblecombe et al., 2017).

Thus the evidence from the United States remains ambiguous, and the 
results from other countries are too patchy and contradictory to draw any 
conclusions. There is no consensus in the literature on whether ethnicity 
and unmet needs are significantly related or whether ethnicity predicts 
adverse consequences among people with unmet needs. The number of 
American studies that failed to identify racial or ethnic disparities in 
unmet needs is surprising. The Medicaid programme could be an inter-
mediate variable that explains the surprisingly weak link between ethnic-
ity and care poverty in the United States. As non-white groups are 
overrepresented among those who fill the strict Medicaid eligibility crite-
ria, the programme serves racial minorities, in particular, obviously 
reducing their care poverty.

At the same time, several studies still do show a significant gradient in 
care poverty: whites are more unlikely to have unmet needs or their nega-
tive consequences than blacks and Hispanics. A recent study by Berridge 
and Mor (2018) discusses these contradictions. In their unadjusted mod-
els, older black adults were more likely than whites to experience an 
adverse consequence of unmet need. However, this difference disap-
peared in adjusted models. They came to the interesting conclusion that 
while there are apparent absolute racial inequalities in unmet needs and 
their consequences, controlling other variables (such as health and func-
tional status, living arrangement, and marital status) ‘adjusts away’ the 
effect of race, per se.
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�Regional Inequalities and Care Poverty

Regional inequalities influence people’s lives, as well. Living conditions 
differ across geographical areas and so does the availability of public and 
private services (Cörvers & Mayhew, 2021). Formal long-term care ser-
vices are no exception to this rule as they are less available in rural areas, 
even though several welfare states have tried to even out regional differ-
ences through central grant systems or other measures (e.g., Kröger, 
2011; Henning-Smith et al., 2019). Yet large variations in service provi-
sions remain, and rural residents face several barriers to accessing formal 
care, linked to, for example, transportation, workforce shortages, and 
financial constraints (Henning-Smith, 2021). Coburn (2002, p. 67) con-
cludes that ‘despite a greater need, rural elders are less likely to have their 
health and long-term care needs met because of problems in the avail-
ability of health and social services and the obstacles to delivering services 
in rural areas, including low population densities, limited transportation, 
and longer travel distances’.

At the same time, informal support networks are often thought to be 
tighter in the rural environment, as it is not rare to have family members 
living in the same village or town. Accordingly, a study from Sweden 
reports that rural older people were almost three times more likely to 
receive informal care than people living in urban environments (Nordberg, 
2007). However, Glasgow (2000) states that although older people in 
American rural settings are more likely to have a spouse and more chil-
dren, urban older people are more likely to co-reside with or have adult 
children living by. A study from rural Belgium also found that informal 
care depends on spatial context and cannot be guaranteed everywhere 
(Volckaert et al., 2020).

Regional variations in the availability of care are not only about the 
rural-urban divide but also about differences between different regional 
units—between municipalities, counties, regions, provinces, and states 
(e.g., Hébert et al., 2019; Duell et al., 2020). Liu et al. (2012, p. 164) 
listed the backgrounds for these variations:
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Local diversities are manifested in long-term care policies in general and in 
home care provisions in particular, thanks to differences among areas’ 
political cultures, demographic make-ups, care resources, efficiencies in 
civil services, grants from the central government, budgets, and amount of 
welfare handouts.

The specific characteristics of regional units, which includes their eco-
nomic, political, and population structures, thus contribute to the emer-
gence of regional differences. Overall, the more administrative and 
political autonomy that subnational units have, the greater the difference 
one might expect across their service provisions (Kröger, 1997, 2011). 
The opposite also holds true: the more centralised that policy-making 
and implementation are in a country, the more uniformity across regions 
one might expect to find in its care service system.

What does the available evidence say about regional inequalities in care 
poverty? Not very much, as this has clearly not been a key focus of unmet 
need research (Tables 5.1–5.7). Single studies from France and New 
Zealand failed to demonstrate a significant rural-urban difference, while 
studies from Slovenia and Taiwan observed unmet needs as more preva-
lent in rural areas. In China, Gu and Vlosky (2008) reported that living 
in an urban area reduces the likelihood of unmet needs by 23%. In con-
trast, Gibson and Verma (2006) in the United States and Rogero-García 
and Ahmed-Mohamed (2011) in Spain found a higher probability of 
unmet needs in urban over rural areas.

In Finland, our study compared unmet care needs in two cities and 
found no significant differences in their care poverty rates (Kröger et al., 
2019). As both of these cities also have large rural areas, we further anal-
ysed whether the prevalence of unmet needs differs in centres and other 
areas of these cities. For practical care poverty, no regional differences 
were found. But for personal care poverty, living outside the city centre 
increased the care poverty risk by 89%. This was understood to primarily 
result from the greater availability of formal care services in city centres.

In terms of the negative consequences of unmet needs, an American 
analysis found practically no differences between rural and urban areas 
(Henning-Smith et  al., 2019). For their part, Hu and Wang (2019) 
reported unmet needs as connected to a significant increase in the risk for 
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depression in rural, but not urban, areas of China. Yet Zhen et al. (2015) 
observed that for China, unmet needs brought a significant increase in 
mortality only in urban areas.

Aside from urban-rural comparisons, some research looks at unmet 
care needs in different parts of the country. Gibson and Verma (2006) 
discerned a higher prevalence of unmet needs in eastern and southern 
parts of the United States than in the Midwest. As well, Davey et  al. 
(2013) found that older people were less likely to report an unmet need 
when they lived in states where a higher proportion of older adults lived 
in institutional care (many of which were located in the Midwest). These 
two studies are thus largely consistent with each other.

Gu and Vlosky (2008) found that living in any area of China other 
than in the north considerably increased the risk of unmet needs (by 
62–71%). Busque and Légaré (2012) observed regional variations in 
Canada, with Quebec and British Columbia showing a significantly 
higher prevalence of unmet needs than Ontario, the Atlantic provinces, 
or the Prairie Provinces. When discussing these differences, they refer to 
home care expenditures clearly below the general Canadian level in the 
former two provinces. Liu et  al. (2012) explained the differences they 
uncovered in unmet care needs across 23 Taiwanese counties and munici-
palities in the same way: in certain areas, higher social welfare expendi-
tures (among other area-level factors) led to lower levels of unmet needs.

The body of unmet need literature does not offer fully consistent 
results on regional inequalities in care poverty. However, one issue seems 
to be clear: there are major differences in care poverty rates across differ-
ent areas, at least in geographically large countries such as the United 
States, Canada, and China. Typically, researchers interpret these varia-
tions as the outcome of dissimilar resources for formal care services. The 
evidence also demonstrates some inequalities between rural and urban 
areas. But no matter whether it is rural areas (as in Slovenia and Taiwan) 
or urban centres (as in Spain and the United States) that are disadvan-
taged, this seems to depend on the nation and sometimes on the exact 
issue being studied.
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�Conclusions

When it comes to links between care poverty and different kinds of social 
inequalities, findings from available literature are partly inconsistent. 
Although care is a gendered activity to its core, women do not appear to 
be at a systematically higher risk for care poverty than men. Yet the clear 
majority of older people in care poverty are nonetheless female, due to 
their larger share of the oldest age groups.

Indicators of socio-economic status give dissimilar results, as educa-
tional background seldom predicts unmet needs while income level 
proves to be a significant factor more often. However, the evidence is also 
mixed concerning the significance of income levels; results seem to 
depend on the care poverty domain, the country, and the methods used 
to measure unmet needs.

Some studies report racial and ethnic inequalities in unmet needs, 
while others fail to find a statistically significant association. But when 
significance is found, it is almost always ethnic minority groups who are 
disadvantaged in comparison to the majority. Rural areas seem to be at 
specific risk for care poverty, though some studies show urban centres as 
having even higher rates. Large countries, at least, also show major varia-
tions across different areas. Higher rates of care poverty typically occur in 
economically weaker areas with limited provisions for formal care.

There are distinct knowledge gaps regarding how different dimensions 
of social inequalities are connected to care poverty. The evidence generally 
suggests that low incomes, ethnic disparities, and regional differences in 
particular increase the risk of care poverty in many countries. But at the 
same time, there are clearly other factors at play. So far, interactions 
between these different forces are not well understood. It seems important 
to learn why gender and educational level do not generally predict care 
poverty in statistical analyses. The available evidence does not allow for a 
full comparison of the three care poverty domains, either. The results point 
to certain directions, such as by suggesting that income level is closely con-
nected to practical care poverty and that the impact of gender on personal 

7  Social Inequalities and Care Poverty 



172

care poverty is context dependent, but these issues require systematic anal-
ysis. Relationships between social inequalities and informal and formal 
care are another issue requiring further examination: how do social 
inequalities affect access to formal care and informal care—and under 
which conditions does the formal-informal interplay lead to care poverty?

The final question regarding social inequalities and care poverty is 
whether care poverty could and should be seen as a dimension of inequal-
ity in itself. Though poverty can sometimes predict care poverty, this is 
not always the case. There are many other factors that also affect the 
prevalence of unmet needs. Moreover, none of these factors fully explain 
the phenomenon of inadequate care. Other dimensions of social inequal-
ity affect care poverty, but this does not mean that care poverty can be 
reduced back to those dimensions. Whether or not individual care needs 
are met is a social issue in its own right. When some people receive ade-
quate care while others do not, a new type of inequality emerges. This 
book thus understands care poverty as a dimension of inequality on 
its own.
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