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Abstract 
Background and Objectives: Although disparities in disability and the unequal distribution of care resources are widely discussed in the lit-
erature, there has been less research on disparities in experiencing unmet care needs among older adults. This study aims to investigate how 
unmet care needs are unevenly distributed across social groups with various intersecting identities, such as race/ethnicity, nativity, and gender, 
although considering their care needs and care networks, drawing on the conceptual framework of the pathway to unmet needs.
Research Design and Methods: The data for this study came from the National Health and Aging Trends Study (2011–2018), and the study 
sample consisted of 7,061 Medicare beneficiaries who needed assistance with daily activities. Questions about unmet care needs were in the 
form of consequences related to difficulty or lack of help with daily activities. Mixed-effects negative binomial regression models were used to 
predict rates of unmet needs.
Results: Older adults of color, especially women, experienced higher rates of unmet care needs compared with their White and male 
counterparts. Although Black–White and gender differences in unmet needs were mostly explained by unequal exposures to care needs 
and differential care networks, Hispanic women and foreign-born Hispanic men were still at a disadvantage even after adjusting for these 
covariates.
Discussion and Implications: These results emphasize the importance of adopting an intersectional approach to enhance the quality of long-
term services and support for older adults facing social disadvantages.
Keywords: Health disparities, Intersectionality, Long-term care, Minority aging

Background and Objectives
About two in five older Americans aged 65 and older have a 
disability, with a large share of them in need of care (Okoro 
et al., 2018). At the same time, the number of potential fam-
ily caregivers, who are the primary care providers for older 
Americans, is shrinking due to societal trends such as rising 
divorce rates, decreasing marriage and childbearing rates, 
and increased female participation in the labor market. The 
anticipated shortfall between the number of people who will 
need care or assistance and the number of family members 
available to provided care, often referred to as the “family 
care gap” (Gaugler, 2021), has caused growing public health 
and policy concerns about insufficient assistance to older 
adults who need care, known as unmet care needs, or sim-
ply unmet needs (Freedman & Spillman, 2014a). According 
to recent national estimates, about 20%–40% of older 
Americans in need of assistance with daily activities report 
unmet care needs (Potter, 2019; Rahman et al., 2022; Xiang 
et al., 2018). This is worrisome, given that unmet needs are 
an essential indicator of life quality for older adults and 
are associated with various adverse outcomes, including a 
heightened risk of falls, emergency department visits, and 

mental health problems (Hass et al., 2017; Xiang et al., 
2018).

Given the growing diversity of the aging population in 
the United States, it is essential to consider how various 
social identities shape older adults’ care-receiving experi-
ence. We examine how race/ethnicity, nativity, and gender 
interact to determine one’s unmet care needs in later life. 
Guided by the conceptual model of the pathway to unmet 
needs (Allen et al., 2014), we further examine how one’s 
exposure to care needs and care networks lead to unequal 
experiences of unmet care needs at the intersection of race/
ethnicity, nativity, and gender. Using data from eight waves 
of the National Health and Aging Trends Study (NHATS, 
2011–2018), which covers a nationally representative sam-
ple of Medicare beneficiaries above age 65, we address two 
research questions: (a) Does the risk of unmet care needs 
vary by race/ethnicity, nativity, and gender? (b) Do health 
disparities and differences in care networks contribute to 
social disparities in unmet care needs? Examining disparities 
in unmet care needs can inform practice and policy to iden-
tify the most vulnerable group of older adults who strug-
gle most with the complications of health impairments and 
inadequate support.
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Pathways to Unmet Care Needs
Allen et al. (2014) provide a conceptual framework to under-
stand the pathways to unmet needs, as illustrated in Figure 
1, positing two major processes. First, the level of need for 
assistance among older adults is determined by the severity 
of impairments. Individuals, caregivers, and health care sys-
tems are faced with challenges posed by the decline in phys-
ical function that accompanies severe impairment (Rundell 
et al., 2022). Moreover, recent research highlights that older 
adults with multimorbidity and cognitive impairment need 
additional support, which adds strain to caregivers (Beach et 
al., 2020; Erving & Frazier, 2021). In this study, we consider 
physical function, multimorbidity, and cognitive function to 
gain a comprehensive understanding of older adults’ care 
needs.

Second, the availability and adequacy of various types of 
care resources in older adults’ care networks will further 
determine whether the care needs are adequately met or 
not. Sociodemographic trends, such as declining marriage 
and childbearing rates and increasing rates of divorce and 
cohabitation, have challenged the pattern of traditional care 
arrangements in which spouses and children often take the 
primary responsibility of older care. Even older adults with 
accessible family caregiving tend to rely on more diverse care 
networks due to the increasing complexity of their care needs 
(Ellis et al., 2023; Jacobs et al., 2018). However, there is still 
limited knowledge about the implications of diversified care 
networks for unmet care needs, particularly across different 
social groups among older adults. Some studies have found 
that care network types are generally not associated with 
unmet care needs (Patterson et al., 2022). However, for older 
adults with dementia requiring intensive care, shared care-
giving responsibilities among paid and unpaid caregivers are 
shown to be beneficial for care recipients (Hu et al., 2022). 
Other studies have also found that older adults, especially 
those of color, still prefer traditional family caregivers and 
may fare better in this care arrangement compared with those 
with more diverse care networks (Morales & Robert, 2022; 
Potter, 2019).

In addition to the two major pathways mentioned previ-
ously, other socioeconomic, demographic, and environmental 
factors, may also contribute to varying levels of care needs 
and care networks. These factors, stratified by social posi-
tions, may lead to varying risks of unmet care needs. For 
instance, older adults who rely on Medicaid, come from 
low-income families or reside in publicly subsidized senior 
housing are more likely to experience unmet care needs (Allen 

et al., 2014; Freedman & Spillman, 2014b). Although testing 
the full range of mechanisms is beyond the scope of this study, 
we have adjusted for major demographic and socioeconomic 
characteristics of older adults when examining the two major 
mechanisms of care needs and care networks. Taken together, 
the conceptual model illustrated in Figure 1 suggests that ade-
quately meeting the care needs of older adults is a challenging 
task due to the complex interactions between care needs and 
care availability/adequacy associated with care networks. To 
reduce the unmet care needs of older adults, it is crucial to 
assess both the level of care needs and care networks’ role in 
leading to the unmet care needs of older adults. More impor-
tantly, it is essential to consider their unequal distributions 
among older adults due to significant variations in individual 
family backgrounds, socioeconomic characteristics, and other 
social relationships available to help them, as we will discuss 
next.

Race/Ethnicity, Nativity, and Gender Disparities in 
Unmet Care Needs
Previous literature provides sound evidence of disparities in 
unmet care needs, suggesting that older adults with disad-
vantaged status tend to have limited access to care networks 
(Berridge & Mor, 2018; Bookman & Kimbrel, 2011) and also 
face a significant burden of disease and impairment (Brown, 
2018; Zhang et al., 2016), which lead to heightened demand 
for assistance and disparities in unmet needs (Allen et al., 
2014). Race/ethnicity, nativity, and gender are often high-
lighted as fundamental causes underlying such disadvantages 
and advantages.

Race/ethnicity
The nation’s legacy of racial oppression and structural 
inequality has resulted in significant racial disparities in 
health, education, income, and other sociodemographic 
characteristics. Black people enter old age after a lifetime of 
cumulative disadvantage (Dannefer, 2020). In relation to the 
conceptual framework on the pathway to unmet care needs 
(Figure 1), Black adults have higher levels of care need than 
their White counterparts due to their worse physical function-
ing, higher rates of physical and mental illnesses, and steeper 
decline in physical functioning over time (Brown, 2018; 
Erving & Frazier, 2021; Zhang et al., 2016). However, they 
also face difficulties in receiving adequate care to meet these 
care needs due to their limited access to multiple types of care 
resources. For example, Black adults often underutilize for-
mal home and community-based support services potentially 

Figure 1. Conceptual framework of the pathway to unmet care needs.
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due to situational factors such as environmental constraints 
that limit their access to available services and resources 
along with their unique experiences with race-based stressors 
that can influence their perceptions and utilization of support 
services (Nkimbeng & Parker, 2021). Also, compared with 
their White counterparts, Black adults report having fewer 
network ties from which to access potential support and 
greater emotional and financial support from their networks 
(Verdery & Campbell, 2019). Yet, recent studies have indi-
cated that Black Americans often possess stronger cultural 
motivations, such as a sense of duty, obligation, expectations, 
and deeply held values, for providing care to their family 
members (Dilworth-Anderson et al., 2020; Nkimbeng & 
Parker, 2021). Consequently, they tend to have access to larger 
informal care networks compared with their White counter-
parts. Nevertheless, no studies have examined whether these 
disparities in health and care networks further lead to disad-
vantages in unmet care needs among Black adults relative to 
their White counterparts.

Currently, about 8% of the population aged 65 and older 
is Hispanic, and this number is expected to increase to 22% 
by 2060 (Mather et al., 2015). Yet, few studies have examined 
disparities in caregiving and unmet needs among Hispanics 
compared with White and Black populations. As the per-
centage of the Hispanic aging population continues to grow, 
understanding care needs of Hispanics becomes increasingly 
important. Although Hispanic adults tend to have similar or 
even better health and longevity than their White counter-
parts despite their lower socioeconomic status, often referred 
to as the Hispanic health paradox (Camacho-Rivera et al., 
2015), several health issues such as diabetes and controlled 
high blood pressure are more prevalent in Hispanics than 
Whites (Centers for Disease Control and Prevention, 2015), 
indicating higher care needs. At the same time, the lower 
socioeconomic status of Hispanic families may indicate fewer 
available health care recourses. Indeed, similar to Black fam-
ilies, Hispanic families are also less likely than their White 
counterparts to use paid or outsourced care due to structural 
barriers (Edege, 2006). Nevertheless, no studies have exam-
ined whether unmet care needs are similar or different for 
Hispanics compared with their White and Black counterparts.

Nativity
Nativity is another important determinant of disparities in 
health care access and health conditions, given the changing 
demographics of the United States (Mather et al., 2015; McGee 
& Claudio, 2018). Studies examining the link between nativ-
ity and health conditions primarily concentrate on Hispanic 
populations, given that two-thirds or more of Hispanic adults 
aged 65 and older are immigrants (Scommegna, 2013). 
Immigrants tend to have better health relative to their U.S.-
born counterparts due to health selection, return migration of 
migrants in poor health, or healthy lifestyles of immigrants 
(Hill et al., 2012). However, this advantage erodes over time 
or is even reversed at older ages, especially for non-Whites 
immigrants who experience negative forms of acculturation 
and distress stemming from discrimination as they are incor-
porated into U.S. society (Brown, 2018; Guo et al., 2019). In 
terms of health care access, the immigrant population is gen-
erally less likely to have health insurance coverage and a usual 
source of care in comparison to the U.S.-born population 
(McGee & Claudio, 2018). Moreover, compared with their 
U.S.-born counterparts, immigrants of color may experience 

additional disadvantages in caregiving experiences, such as 
language and cultural barriers, and a higher prevalence of 
chronic diseases. However, immigrants of color may also ben-
efit from larger informal care networks compared with their 
White counterparts, thanks to their stronger cultural norms, 
beliefs, and attitudes toward family care (Dilworth-Anderson, 
et al., 2020). Therefore, in this study, within each race/ethnic-
ity, we further explore how nativity status affects the occur-
rence of unmet care needs, especially among Hispanic adults.

Gender
Gender is another key social construct that may have signif-
icant consequences for the availability and adequacy of care 
for older adults in need of assistance. Prevalence estimates 
for most chronic health conditions are higher for women 
than for men (Bird & Rieker, 2008), suggesting women have 
more varied or intensive care needs than men. Consequently, 
although women have a longer life expectancy, they require 
assistance for a more extended period (Fabius et al., 2022). 
Family remains the primary source of caregiving, with spouses 
often serving as primary caregivers independently (Pinquart 
& Sörensen, 2011). This leads women to rely more on non-
spousal caregivers and formal services, resulting in larger 
care networks compared with men (Lima & Allen, 2001). 
Nonetheless, diverse care networks do not ensure sufficient 
care quality. Spouses generally provide higher-quality and 
more consistent care than other arrangements (Wolff et al., 
2018). Nonspousal caregivers may exhibit less commitment, 
and care quality may vary based on socioeconomic status and 
demographics. Women, facing lower socioeconomic status, 
may encounter difficulties accessing high-quality formal care 
services, leading to higher rates of unmet care needs (Lima & 
Allen, 2001).

Intersectionality of race/ethnicity, nativity, and gender
We approach the issue of unmet care needs from an intersec-
tional perspective, which recognizes that multiple dimensions 
of disadvantage simultaneously intersect and affect individu-
als’ life conditions (Collins, 2015). In the United States, race/
ethnicity, nativity, and gender are three critical dimensions 
of social stratification that intersect to structure differential 
access to resources, life chances, and risks, resulting in health 
inequalities across different life stages. For example, White 
men generally experience better health outcomes, such as self-
rated physical health and psychological well-being, compared 
with all other racial–ethnic and gender groups, partly due to 
their privileged racial and gender positions (Erving & Frazier, 
2021). In contrast, White women tend to report the high-
est levels of psychological distress, although Black women 
tend to report the poorest self-rated physical health across 
racial–ethnic and gender groups (Brown, 2018). Foreign-born 
Hispanic men and women tend to have health outcomes sim-
ilar to their White counterparts on several measures (Boen & 
Hummer, 2019).

Such health disparities may also translate into disparities 
in care needs and resources available in later life, suggest-
ing that the advantages and disadvantages people experience 
depend on the configuration of various social statuses, such 
as race/ethnicity, nativity, and gender. Older adults with mul-
tiple advantaged statuses, such as native-born White men, are 
more likely to have the resources to meet their care needs and 
gradually regain independence. However, those with multi-
ple disadvantaged statuses, such as foreign-born Hispanic 
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women, may lack care resources and experience increasing 
unmet care needs, leading to adverse consequences, such 
as limitations on daily activities and unintended injuries. 
Therefore, the intersectional perspective suggests that unmet 
care needs are unevenly experienced by different social 
groups at the intersections of race/ethnicity, nativity, and gen-
der, reflecting a stratification system across multiple dimen-
sions of social life.

Despite the longstanding call from leading scholars for an 
intersectionality perspective to understand social disparities, 
previous studies have surprisingly overlooked the examina-
tion of social disparities in unmet care needs at the intersec-
tion of race/ethnicity, nativity, and gender. Our understanding 
of unmet needs within the Hispanic population is particularly 
limited. Furthermore, there has been a lack of empirical explo-
ration into the roles of levels of care needs and care networks, 
as illustrated in Figure 1, in contributing to unmet care needs 
across different social groups of older adults. To address these 
critical gaps, the current study aims to contribute valuable 
insights by providing one of the first comprehensive examina-
tions of disparities in unmet care needs at the intersection of 
race/ethnicity, nativity, and gender. By utilizing a nationally 
representative population-based sample, this study will offer 
significant evidence on the specific pathways that contribute 
to these disparities in unmet needs. This research endeavor 
will fill a crucial gap in the existing literature and enhance our 
understanding of the complex factors underlying disparities 
in accessing necessary care.

Research Design and Methods
Data and Sample
Data were drawn from Rounds 1–8 of the NHATS (2011–
2018). The NHATS is a nationally representative longitudinal 
study of Medicare beneficiaries, which provides health insur-
ance for approximately 96% of adults aged 65 and older in 
the United States. All participants were U.S. citizens or per-
manent residents aged 65 and older residing in the U.S. for 
five continuous years to be eligible for this study. The initial 
NHATS sample (N = 8,245) was first interviewed in 2011, 
and replenishment of the sample to maintain its ability to 
represent the older Medicare population was undertaken in 
2015 (response rates for living sample persons were between 
76% and 93%).

Our study sample was restricted to respondents who 
reported a need for assistance with any daily activities (37%–
44% across waves) because having a need was a prerequisite 
for experiencing unmet care needs. NHATS respondents were 
classified as having a need for care if they had difficulty per-
forming at least one of the following activities by themselves: 
eating, bathing, dressing, toileting, getting out of bed, getting 
around inside one’s home or building, leaving one’s home 
or building, doing laundry, preparing hot meals, shopping 
for personal items, paying bill/banking, and handling medi-
cations. We further excluded respondents in nursing homes 
for whom most caregiving information was not available 
(around 5% across waves) and those with missing data on 
independent variables (around 7% across waves). The final 
sample consisted of 19,601 person-year records (2,990 in 
2011; 2,447 in 2012; 1,986 in 2013; 1,705 in 2014; 3,029 
in 2015; 2,748 in 2016; 2,472 in 2017; and 2,224 in 2018). 
On average, an individual was observed about three times in 
the panel.

Measurement
Unmet care needs
Respondents who reported difficulty performing an activity 
by themselves were asked whether they had experienced a 
particular consequence because the activity was too difficult 
to carry out by themselves in the last month (Freedman & 
Spillman, 2014b). There were 12 questions in total regard-
ing adverse consequences of unmet care needs: (a) having to 
stay in bed; (b) not being able to go places inside the home; 
(c) not being able to go places outside the home; (d) going 
without eating; (e) going without showering/bathing/wash-
ing up; (f) accidentally wetting or soiling clothes; (g) going 
without getting dressed; (g) going without clean laundry; (i) 
going without groceries or personal items; (j) going without a 
hot meal; (k) going without handling bills and banking mat-
ters, and (l) making a mistake in taking prescribed medicines. 
Percentages of older adults experiencing each adverse conse-
quence of unmet care needs are reported in Supplementary 
Table 1. Following previous studies, a summary indicator of 
the total number of adverse consequences was created, with 
higher values indicating more severe unmet needs (Xiang et 
al., 2018).

Race/ethnicity, nativity, and gender
Race/ethnicity was categorized into three mutually exclusive 
categories: non-Hispanic White, non-Hispanic Black, and 
Hispanic. Other racial–ethnic groups were excluded from the 
analysis due to the small sample size (2%–3% across waves). 
Gender was coded as men (0) and women (1). Nativity was 
measured by a single item asking participants whether they 
were born in the United States or not, with two categories: 
U.S.-born (0) and the foreign-born (1).

Level of care needs
NHATS collected information on a broad range of health and 
function-related characteristics for older adults. We assessed 
the level of care needs for three different types of health 
conditions: physical capacity, multimorbidity, and cognitive 
function. We used a validated score of self-reported physical 
capacity difficulties, ranging from 0 to 12 (Berridge & Mor, 
2018; Rundell et al., 2022). A higher score indicates a greater 
number of physical capacity limitations (e.g., unable to go 
up 20 stairs; unable to walk grasp small objects). For mul-
timorbidity, respondents were asked whether a doctor had 
ever diagnosed them with certain chronic diseases, includ-
ing heart attack, heart disease, high blood pressure, arthri-
tis, osteoporosis, diabetes, lung disease, stroke, and cancer. 
Multimorbidity (or multiple chronic conditions) were defined 
as having at least two of these diseases. Cognitive function 
was based on a combination of self-reported diagnosis of 
dementia or Alzheimer’s disease, the AD8 Dementia Screening 
Interview, and cognitive tests. Older adults were considered 
to have cognitive impairment if they were classified as having 
either possible or probable dementia (see Kasper et al., 2013, 
for more details on NHATS dementia classifications).

Care network types
A measure of care network types was created from the per-
spective of care recipients in NHATS. Each respondent was 
asked whether they received any care in the previous month, 
and to identify the relationship of each caregiver. A total of 42 
caregiver types were included in NHATS. Historically, spouses 
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and adult children have been the primary caregivers for older 
adults with daily care needs (Wolff et al., 2018). However, as 
the availability of traditional caregivers has diminished, older 
adults are increasingly relying on support from nontraditional 
caregivers, including siblings, friends, and other nonkin care-
givers (Jacobs et al., 2018). To capture the diverse caregiving 
networks, we categorized caregivers into five groups: spouse, 
adult children, extended kin, nonkin informal caregivers, and 
formal caregivers. NHATS also collected information on the 
use of assistive technologies in performing daily activities, 
mobility tasks, and dealing with health matters. In combina-
tion with informal and formal care, these technologies have 
increased the ability of older adults to maintain independence 
in activities of daily living (Freedman et al., 2017). Assistive 
technologies included assistive devices for daily activities and 
internet use for household tasks and obtaining information 
on health conditions. We conducted latent class analysis 
(LCA) to identify a unique care network typology and five 
care network classes: (a) spousal care, (b) care only from chil-
dren, (c) care from children and others, (d) self-care through 
assistive technology, and (e) care only from others. Item-
response probabilities associated with constructed five-class 
care networks and further explanation about the LCA can be 
found in Supplementary Section A.

Control variables
Allen et al. (2014) conceptual framework and relevant liter-
ature (Beach et al., 2020; Hu et al., 2022; Xiang et al., 2018) 
guided the selection of possible predictors of unmet care 
needs, including a set of demographic and socioeconomic 
covariates. Demographic information was assessed by age, 
marital status (married/partnered = 1, widowed/divorced/
never married = 0), number of children, living arrangement 
(living alone = 1; living with others = 0), and whether they 
lived in any residential care settings (e.g., continuing-care 
retirement communities and assisted living facilities, yes = 1; 
no = 0). The socioeconomic variables included educational 
attainment (measured in years completed), household income 
(total annual household income from all possible sources), 
and Medicaid coverage. The NHATS provided missing 
imputation to replace missing values in the income variable 
(DeMatteis et al., 2016). Income was log-transformed (ln + 1) 
due to its highly skewed distribution. All analytic variables, 
including levels of care needs and care network types, are 
time-varying. Race/ethnicity, nativity, gender, and educational 
attainment are time-invariant.

Analytical Strategies
We began with descriptive analysis using chi-square tests and 
t-tests to compare sample characteristics by unmet need sta-
tus at baseline. Next, we estimated a series of mixed-effects 
negative binomial regression models to predict the number of 
adverse consequences of unmet care needs, presenting IRRs 
and 95% confidence intervals for ease of interpretation. The 
mixed-effects models are helpful for identifying both time- 
invariant and time-varying predictors of unmet care needs 
by taking advantage of the longitudinal design of the data. 
To understand the basic patterns of disparities in unmet care 
needs, Model 1 included race/ethnicity, nativity, and gender, 
as well as other sociodemographic covariates. To understand 
whether disparities in unmet care needs can be explained by 
levels of care needs and care network types, we separately 
added these two sets of factors in Models 2 and 3. Model 4 

included all covariates. The analysis was first conducted for 
the total sample. Guided by the intersectionality approach, 
we further stratified the analysis by separate race/ethnicity 
groups: Non-Hispanic Whites, Non-Hispanic Blacks, and 
Hispanics, although including an interaction term of gen-
der and nativity to examine the unique experiences of each 
race/ethnicity-nativity-gender subgroup (Erving & Frazier, 
2021). To address the potential bias introduced by attrition 
and death, we applied the Heckman-type corrections by first 
modeling the probabilities of deceased and nonrespondent 
identities, and then adding these two predicted probabilities 
in the final models (Raudenbush & Bryk, 2002). We further 
accounted for the complex survey design in our analysis by 
applying weights provided by the NHATS (Freedman et al., 
2020).

Results
Descriptive Statistics
Table 1 presents weighted sample characteristics stratified 
by unmet needs status (whether they report any adverse con-
sequence of unmet care needs or not) in the baseline 2011 
sample. About 30% of the sample who needed assistance 
with daily activities experienced unmet care needs. In general, 
older adults who reported unmet care needs were more likely 
to be foreign-born, in communities of color, less educated, 
unpartnered, and report higher levels of care needs than those 
without unmet needs. In terms of care network types, older 
adults who were primarily cared for by spouses (Class 1) and 
those who performed self-care through assistive technology 
(Class 4) were less likely to report unmet needs than those 
who were cared for by children and others (Class 3) or by 
others only (Class 5).

Multivariate Models
Table 2 presents the results of mixed-effects negative binomial 
regression models predicting rates of unmet needs. The results 
from Model 1 indicate that older adults of color and women 
reported significantly higher rates of unmet care needs than 
their non-Hispanic White and male counterparts. Specifically, 
non-Hispanic Black and Hispanic older adults had incidence 
rate ratios (IRR) of unmet care needs that were 1.22 times and 
1.48 times higher, respectively, than their non-Hispanic White 
counterparts. Older women had an IRR of 1.27 times higher 
rate of unmet care needs compared with older men. Models 2 
and 3 included the level of care needs and care network types 
separately, and both explained substantial proportions of 
racial/ethnic and gender disparities in unmet care needs. For 
example, in Model 2, all three health indicators (measures for 
levels of care needs) were significantly associated with higher 
rates of unmet care needs, and the Black–White and Hispanic-
White differences in the incidence rate ratio of unmet care 
needs were considerably reduced after including these health 
indicators. Supplementary Table 2 showed descriptive sta-
tistics of key variables included in the analysis by race/eth-
nicity and gender. In most health indicators older adults of 
color had higher probabilities of needing care than their non- 
Hispanic White counterparts.

Results from Model 3 in Table 2 indicate that older 
adults who received support from children only (Class 2), 
children and others (Class 3), and those who only received 
support from others (Class 5) had higher rates of unmet 
care needs compared with spouse care recipients (Class 

http://academic.oup.com/gerontologist/article-lookup/doi/10.1093/geront/gnad094#supplementary-data
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1). Furthermore, non-Hispanic Black and Hispanic older 
adults were more likely than their non-Hispanic White 
counterparts to be part of these three care networks (see 
Supplementary Table 2). After including all covariates in 
Model 4, the Black–White differences in unmet care needs 
were no longer significant, suggesting that disparities in 
unmet care needs were primarily driven by differences 
in adverse health outcomes and diverse care networks. 
Hispanic older adults had the highest level of unmet care 
needs among all three racial/ethnic groups, and these dif-
ferences remained marginally significant even after con-
trolling for all covariates. Foreign-born older adults had 
higher rates of unmet needs than U.S.-born only when lev-
els of care needs were controlled for (Models 2 and 4), sug-
gesting that facing the same health difficulties, immigrants 
had more difficulties meeting their care needs than natives.

Intersectional Analysis by Race/Ethnicity, Nativity, 
and Gender
Table 3 presents results from mixed-effects binomial logis-
tic regression analyses for three race/ethnic subsamples. 
Women, regardless of their racial–ethnic background, 

had higher levels of unmet care needs compared with 
men (Model 1). However, Model 3 results indicate that, 
after adjusting for care needs and care networks, gender 
disparities in unmet care needs among White and Black 
older adults disappeared or even reversed, and there is no 
significant difference in their nativity status. This suggests 
that differences in care needs and care networks are the 
main drivers of gender disparities in unmet care needs 
among these groups. Gender disparities remained signifi-
cant among Hispanics, and these disparities were further 
complicated by their nativity. Nativity status was only sig-
nificant among Hispanic men, with foreign-born Hispanic 
men reporting much higher rates of unmet needs compared 
with U.S.-born Hispanic men (2.03, p < .01). U.S.-born 
Hispanic women also had higher rates of unmet needs than 
U.S.-born Hispanic men (1.61, p < .05), but there was no 
significant difference between U.S.-born and foreign-born 
Hispanic women (calculation based on the interaction 
term). To visually illustrate the disparities in unmet care 
needs among Hispanics by nativity and gender, we display 
the predicted rates of unmet needs in Figure 2. It shows 
a clear disadvantage for foreign-born Hispanic men and 
Hispanic women, compared with U.S.-born Hispanic men 

Table 1. Weighted Sample Characteristics by Unmet Needs Status, National Health and Aging Trends Study 2011

Characteristic No unmet needs
69.62% 

Have unmet needs
30.38% 

p Valuea 

Race (%)

  White 84.40 78.14 <.001

  Black 8.53 10.23 .103

  Hispanic 7.07 11.73 <.001

  Women 62.25 64.88 .216

  Foreign-born 8.98 13.74 <.001

Level of care needs

  Physical capacity 4.01 7.29 <.001

(0.09) (0.13)

  Multimorbidity (%) 56.70 71.88 <.001

  Cognitive impairment (%) 23.29 33.83 <.001

Care network types (%)

  Class 1: Spousal care 44.46 32.72 <.001

  Class 2: Care only from children 15.88 13.43 .128

  Class 3: Care from children and others 21.26 41.21 <.001

  Class 4: Self-care through assistive technology 10.56 5.30 <.001

  Class 5: Care only from others 7.83 7.34 .691

Age 76.91 77.18 .445

(0.22) (0.30)

Married (%) 54.61 46.84 .003

Number of children 2.98 3.01 .673

(0.06) (0.07)

Live alone (%) 31.80 34.02 .315

Medicaid coverage (%) 11.86 22.49 <.001

Education (in years) 12.48 11.79 <.001

(0.10) (0.18)

Income (in $10k) 4.73 3.37 .053

(0.69) (0.15)

Notes: Values for categorical variables are in percent. The mean values, followed by linearized standard errors in parentheses, are presented for all other 
variables. Sampling weights and design factors were accounted for when estimating prevalence/means.
ap Value is based on the chi-square test or t-test.

http://academic.oup.com/gerontologist/article-lookup/doi/10.1093/geront/gnad094#supplementary-data
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Table 2. Mixed-Effects Negative Binomial Regression Models Predicting Rates of Unmet Care Needs, National Health and Aging Trends Study 2011–
2018 (N of person-years = 19,601, N of persons = 7,061)

Characteristic Model 1 Model 2 Model 3 Model 4 

Race (ref. = White)

  Black 1.22*** 0.95 1.12* 0.94

(1.10, 1.35) (0.87, 1.04) (1.02, 1.23) (0.86, 1.02)

  Hispanic 1.48*** 1.16† 1.43*** 1.16†

(1.23, 1.79) (0.98, 1.37) (1.19, 1.72) (0.98, 1.37)

  Women 1.27*** 0.85*** 1.18*** 0.85***

(1.16, 1.38) (0.78, 0.92) (1.09, 1.29) (0.79, 0.92)

  Foreign-born (vs. U.S.-born) 1.09 1.16* 1.13 1.17*

(0.93, 1.28) (1.00, 1.33) (0.97, 1.32) (1.01, 1.34)

Level of care needs

  Physical capacity 1.23*** 1.22***

(1.22, 1.25) (1.20, 1.23)

  Multimorbidity 1.25*** 1.24***

(1.16, 1.34) (1.15, 1.33)

  Cognitive impairment 1.26*** 1.26***

(1.19, 1.33) (1.18, 1.33)

Care network types (ref. = Class 1)a

  Class 2 1.13* 1.16*

(1.00, 1.28) (1.03, 1.30)

  Class 3 2.45*** 1.48***

(2.22, 2.70) (1.35, 1.63)

  Class 4 0.98 1.16*

(0.85, 1.13) (1.01, 1.33)

  Class 5 1.68*** 1.48***

(1.47, 1.92) (1.31, 1.68)

Age 1.08*** 0.86*** 0.96* 0.84***

(1.04, 1.12) (0.83, 0.89) (0.92, 1.00) (0.81, 0.87)

Married 0.84*** 0.92* 1.03 1.04

(0.76, 0.92) (0.84, 1.00) (0.94, 1.14) (0.95, 1.14)

Number of children 1.03 1.02 1.03 1.03†

(0.99, 1.07) (0.99, 1.06) (0.99, 1.07) (0.99, 1.06)

Live alone 1.03 1.06 0.97 1.02

(0.95, 1.11) (0.99, 1.14) (0.90, 1.05) (0.95, 1.10)

Medicaid coverage 1.31*** 1.12** 1.24*** 1.11***

(1.21, 1.42) (1.04, 1.21) (1.15, 1.34) (1.03, 1.19)

Education (in years) 0.98 1.11*** 1.00 1.11***

(0.94, 1.02) (1.07, 1.16) (0.96, 1.04) (1.07, 1.16)

Income (log) 0.97 1.00 0.98 1.01

(0.94, 1.01) (0.97, 1.04) (0.95, 1.02) (0.98, 1.04)

Attribution status

  Died 1.53*** 1.12** 1.40*** 1.11*

(1.38, 1.69) (1.03, 1.23) (1.27, 1.53) (1.02, 1.21)

  Loss to follow up 1.16** 1.02 1.14** 1.02

(1.06, 1.26) (0.94, 1.10) (1.05, 1.24) (0.95, 1.10)

  Constant 0.19*** 0.08*** 0.14*** 0.07***

(0.17, 0.21) (0.07, 0.09) (0.12, 0.16) (0.06, 0.08)

  Within person variance 1.27*** 0.81*** 1.07*** 0.80***

  Likelihood-ratio test of alpha 2,318.16*** 1,686.73*** 1,984.12*** 1,661.96***

  Wald chi-square test 425.91*** 2,657.48*** 1,029.20*** 2,744.32***

Notes: Results are presented in incidence rate ratios, with 95% confidence intervals in parentheses. ref. = reference category.
aClass 1: Spousal care; Class 2: Care only from children; Class 3: Care from children and others; Class 4: Self-care through assistive technology; and Class 
5: Care only from others.
* p < .05. ** p < .01. *** p < .001. 
† p < .10 (two-tailed tests).
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Table 3. Partial Results From Mixed-Effects Negative Binomial Regression Models Predicting Rates of Unmet Care Needs by Race/Ethnicity, National 
Health and Aging Trends Study 2011–2018

Characteristic White
(13,801 person-years, 5,000 persons)

Black
(4,551 person-years, 1,599 persons)

Hispanic
(1,249 person-years, 462 persons)

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3 Model 1 Model 2 Model 3 

Women 1.27*** 1.27*** 0.83*** 1.21* 1.21* 0.85† 1.39* 1.92* 1.61*

(1.14, 1.41) (1.14, 1.41) (0.75, 0.91) (1.01, 1.46) (1.00, 1.46) (0.72, 1.02) (1.03, 1.87) (1.15, 3.20) (1.03, 2.52)

Foreign-born 0.97 1.02 0.94 1.02 1.02 1.45 1.25 1.70* 2.03**

(0.77, 1.22) (0.69, 1.52) (0.66, 1.34) (0.73, 1.42) (0.55, 1.88) (0.83, 2.53) (0.92, 1.70) (1.03, 2.80) (1.31, 3.14)

Women * Foreign-born 0.92 1.15 1.00 0.70 0.62 0.54*

(0.57, 1.50) (0.75, 1.76) (0.49, 2.08) (0.36, 1.34) (0.34, 1.14) (0.32, 0.92)

Level of care needs

  Physical capacity 1.23*** 1.20*** 1.18***

(1.22, 1.25) (1.17, 1.22) (1.14, 1.22)

  Multimorbidity 1.24*** 1.21* 1.36*

(1.14, 1.35) (1.04, 1.40) (1.06, 1.74)

  Cognitive impairment 1.21*** 1.29*** 1.30**

(1.13, 1.31) (1.16, 1.44) (1.07, 1.57)

Care network types (ref. = Class 1)a

  Class 2 1.20* 1.14 1.24

(1.04, 1.38) (0.88, 1.47) (0.87, 1.75)

  Class 3 1.45*** 1.59*** 1.65**

(1.30, 1.62) (1.27, 1.99) (1.21, 2.24)

  Class 4 1.17* 1.20 0.72

(1.01, 1.36) (0.85, 1.70) (0.31, 1.68)

  Class 5 1.38*** 1.63*** 1.77**

(1.18, 1.63) (1.26, 2.12) (1.17, 2.68)

Notes: All models adjust for both time-varying and time-constant demographic and socioeconomic characteristics of older adult at different survey years. 
Results are presented in incidence rate ratios, with 95% confidence intervals in parentheses. ref. = reference category.
aClass 1: Spousal care; Class 2: Care only from children; Class 3: Care from children and others; Class 4: Self-care through assistive technology; and Class 
5: Care only from others.
* p < .05. ** p < .01. *** p < .001. † p < .10 (two-tailed tests).

Figure 2. Predicted rates of unmet care needs (with 95% confidence intervals) by nativity and gender among Hispanic older adults.
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and other race-nativity-gender groups (results not shown, 
available upon request).

Discussion
One in three older Americans who require daily support 
do not receive enough assistance from their care networks 
(Freedman & Spillman, 2014a; Potter, 2019), and those from 
disadvantaged social groups are particularly vulnerable to 
the lack of support and the various adverse consequences for 
their later life well-being (Berridge & Mor, 2018; Bookman 
& Kimbrel, 2011). This study examines the full extent and 
nature of social disparities in unmet care needs at the intersec-
tions of race/ethnicity, nativity, and gender. For the first time, 
this study provided nationally representative populated-based 
evidence on racial–ethnic disparities in unmet care needs, indi-
cating that Black and Hispanic adults tend to report higher 
rates of unmet care needs than their White counterparts. This 
pattern is further complicated by gender and nativity. Next, 
we discuss our major findings and their implications.

First, we found that Black older adults report higher rates 
of unmet care needs than their White counterparts, and this 
racial difference in unmet care needs is mostly explained 
by different levels of care needs between the groups. These 
findings are consistent with a recent study (Berridge & Mor, 
2018), which suggests that Black–White disparities in physical 
capacity and dementia status account for most of the unad-
justed racial differences in the prevalence of unmet care needs. 
These results suggest that intervention programs supporting 
Black older adults should focus more on addressing inequities 
that create disparities in care needs to reduce Black–White 
differences in unmet needs. One possible intervention is to 
enhance access to affordable and high-quality healthcare ser-
vices, particularly for Black older adults who often encounter 
greater barriers to healthcare due to structural racism and 
discrimination. Interventions that target social determinants 
of health, such as income and education, could also help to 
reduce disparities in care needs between Black and White 
older adults.

Second, we found that Hispanic older adults experience 
the highest rates of unmet care needs across all examined 
racial–ethnic groups, and this Hispanic disadvantage is not 
fully explained by either level of care needs or care network 
types. This finding of the Hispanic disadvantage in unmet 
care needs is somewhat surprising and unexpected, given 
the well-documented Hispanic health paradox (Camacho-
Rivera et al., 2015) and the emphasis on familism in Hispanic 
families (Nkimbeng & Parker, 2021). Previous studies have 
documented health inequalities between Hispanic and White 
older adults in functional limitations and several chronic dis-
eases (Boen & Hummer, 2019; Brown, 2018). Extending this 
line of literature, we provide additional evidence that older 
Hispanics are further disadvantaged in their ability to obtain 
adequate care to meet their care needs deriving from these 
health problems. One possibility is that Hispanic older adults 
are more likely than White older adults to live in socially 
and economically disadvantaged areas with limited resources 
(Clarke & Gallagher, 2013), which may lead to inequalities 
in unmet care needs. Because environments complement indi-
vidual attributes and social support to help older adults adapt 
to health declines in later life, Hispanic-White differences in 
unmet care needs may be accounted for by environmental 
attributes. In addition, disparities in access to paid long-term 

services and supports, reluctance to use state-based services, 
and distrust in health care/senior service systems may also 
contribute to the higher rates of unmet care needs experi-
enced by Hispanic older adults.

More importantly, we found that these racial–ethnic dif-
ferences in unmet care needs are further complicated at the 
intersection of gender and nativity. Across all racial–ethnic 
groups, women report higher rates of unmet care needs than 
do men. This gender difference in unmet care needs is mostly 
explained by gender differences in care needs and care net-
works. Yet, even after care needs and care network types are 
controlled, Hispanic women still report higher rates of unmet 
care needs than Hispanic men. Nativity further complicates 
the disparities in unmet care needs among Hispanics. We 
found that foreign-born Hispanic men are the most disad-
vantaged group not only compared with U.S.-born Hispanic 
men but also compared with all White and Black older adults. 
Studies on older immigrants have also found that those who 
migrated at advanced ages tend to have a lower income, lack 
access to health care, and weaker social relationships than 
those who arrived in the United States during early life (Guo 
et al., 2019). Because a large proportion of older Hispanic 
men migrated in mid- and later life, it is possible that unmet 
care needs occur at exceptionally high rates among those older 
immigrants, thus contributing to the foreign-born Hispanic 
men’s disadvantage in unmet needs. It is also possible that the 
availability of family members could vary by nativity, and as 
a result, immigrant families may face unique challenges. For 
example, immigrant families may be geographically separated 
between countries, limiting their opportunities for receiving 
care from family members who may reside in a different loca-
tion. Future studies should provide empirical evidence for 
these mechanisms and further explore other amenable mech-
anisms that could imply policies to reduce unmet care needs 
among older Hispanic immigrant men. Yet, nativity matters 
little for Hispanic women, as foreign-born and U.S.-born 
Hispanic women are not significantly different from each 
other in terms of unmet care needs. The unique variations 
in unmet care needs among older Hispanics compared with 
other groups highlight the importance of adopting an inter-
sectionality approach to fully comprehend and address dis-
parities in unmet care needs.

Several limitations of this study are worth noting. First, 
although this study has shown that foreign-born Hispanics 
are more likely than their U.S.-born counterparts to experi-
ence an increased risk of unmet care needs, it does not provide 
empirical evidence on how their immigration status limits 
their capacity to obtain adequate care, due to limitations in 
data. As the aging population of the United States becomes 
more diverse, with one in five older Americans expected to 
be foreign-born by 2050 (Scommegna, 2013), future research 
efforts should be made to obtain a comprehensive under-
standing of the potential pathways to unmet needs among 
older immigrants. Second, the use of income and Medicaid 
coverage as measures of the economic status older adults 
has some limitations. These measures may not fully capture 
an individual’s wealth or financial resources, particularly 
among older adults who may have accumulated assets such 
as property or savings over their lifetime. Lastly, the sample 
sizes in the NHATS have precluded the analysis of disparities 
in unmet care needs among other racial/ethnic groups such 
as Asian older adults and American Indian/Alaska Native 
older adults. To gain a more comprehensive understanding of 
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unmet care needs disparities, future analyses, and additional 
data collection efforts should prioritize investigating dispar-
ities between and within racially and ethnically diverse sam-
ples of U.S.-born and foreign-born older adults (Schure et al., 
2015; Wu & Qi, 2022).

Despite these limitations, this study is among the first to 
empirically demonstrate disparities in unmet care needs from an 
intersectionality perspective. We contribute to existing research 
by including Hispanic older adults and uncovering unique disad-
vantages for Hispanic women and foreign-born Hispanic men in 
unmet care needs. Our findings offer insight into addressing the 
issue and identifying specific targets for future policy initiatives. 
Health professionals and policymakers should acknowledge 
that older adults relying on diverse sources of care beyond their 
spouse and children face higher rates of unmet needs, requiring 
frequent monitoring to prevent negative outcomes. To enhance 
care quality and independence for vulnerable members of the 
aging population, future policies should expand the availabil-
ity and coverage of existing long-term care services and develop 
new models of supportive care.
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