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Abstract
Background Due to changes in demographic and epidemiological scenarios, and the gradual increase in the older 
population, India is yet to prepare for rising nutrition and health-related issues among older adults in the coming 
decades. While the process of ageing and its associated aspect has been found to have an urban-rural divide. Thus, 
this study examines rural/urban differences in unmet needs for food and healthcare among Indian older adults.

Methods A sample of 31,464 older adults aged 60 years and above were considered in the study from the 
Longitudinal and Ageing Survey of India (LASI). The bivariate analysis was done using the sampling weights. Logistic 
regression and decomposition analysis was used to explain the rural-urban gap in the unmet needs for food and 
healthcare among Indian older adults.

Results Rural older adults were more vulnerable to meeting the need for health and food than their urban 
counterparts. While factors that contributed majorly to the difference in unmet need for food between urban and 
rural were education (34.98%), social group (6.58%), living arrangements (3.34%) and monthly per capita expenditure 
(MPCE) (2.84%). Similarly, for the unmet need for health, the factors that contributed the most to the rural-urban gap 
are education (28.2%), household size (2.32%), and MPCE (1.27%).

Conclusion The study indicates more vulnerability among rural older adults than compared to urban older 
individuals. The targeted policy-level efforts should be initiated considering the economic and residential vulnerability 
identified in the study. There is a need for primary care services that can provide targeted help to older adults in rural 
communities.
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Introduction
Global mortality profile improved in stages; better quality 
of water, food, sanitation, housing and lifestyle, vaccina-
tion against infectious disease, antibiotics, and improved 
medical treatment first led to a decrease in infant mor-
tality, followed by an increase in life expectancy [1, 2]. 
This longevity revolution is the most important upcom-
ing demographic trend [3]. Globally, the number of older 
adults and their share of the population is increasing in 
every nation [4]. From 2019 to 2050, the senior popula-
tion (defined as those aged 60 or over) is projected to 
expand from 900  million to 2  billion, with considerable 
increases in the number of people surviving to age 80 and 
beyond [5]. Although the ageing process began in indus-
trialized nations, low- and middle-income countries 
(LMICs) are undergoing considerable transformation; by 
2050, LMICs are projected to be home to two-thirds of 
the world’s older individuals. Despite the global rise in life 
expectancy, it has not resulted in an increase in healthy 
life expectancy in all areas [6]. In 2019, the healthy life 
expectancy at birth was 68 years in Europe, 62 years in 
Southeast Asia, and 58 years in Africa, according to 
World Health Statistics [7].

Considering most populated regions like Southeast 
Asia, the proportion of older adults are less than 10% of 
the total population. However, it becomes implausible 
when considering the size of the ageing population [8]. 
With the change in the demographic structure of a coun-
try, the need for modification in different aspects of the 
community also emerges [9]. These structural changes 
have affected the general lifestyle and achieving quality of 
life, which includes both consumption or/and availability 
of food and healthcare needs [10].

Brown et al. (2010) put forward that a healthy diet can 
minimize the effect of various physiological conditions 
on the ageing population [11]. While at a global level suf-
fering more from insufficient food availability than any 
other age group population has been observed among 
older adults [12]. The causes behind this phenomenon 
put forward in various research were low income, immo-
bility, fragile health, and social discrimination [12–14]. 
According to Food & Agriculture Org Report (2021), 
globally, around 2.37  billion population did not have 
access to adequate food in 2020; with available statistics 
from developed countries, 1 in every 15 older adults was 
vulnerable regarding sufficient food [15].

Adding to the vulnerabilities of older adults, healthcare 
needs have emerged to be a greater concern. The major 
health concerns faced by the ageing population are the 
incidence of chronic diseases and disabilities, which fur-
ther makes them subject to increased long-term health-
care [16]. Moreover, failing to acquire required or delayed 
healthcare may aggravate existing health conditions and 
result in fatal conditions [17]. To meet global healthcare 

needs, Universal Health Coverage has been introduced 
and aspired by every country; however, instead of such 
initiatives, half of the world’s population suffers from an 
unmet need for healthcare access [18, 19]. Being a rap-
idly growing population facing adverse health conditions 
(prolonged hospitalization, periodic rehabilitation ser-
vices, and low self-care ability), older adults may also fall 
subject to unmet healthcare needs more than any other 
age group [20].

Yahyavi Dizaj et al. (2020) mentioned medical care as 
the basic need of older adults, and they are also the most 
popular group to receive these services [21]. However, 
studies have found that socioeconomic factors affect 
long before the involvement of health care, among which 
place of residence plays a crucial health determinant for 
older adults [21]. Among the ageing population, the criti-
cal challenges to healthy ageing are poverty, nutrition, 
declining social support, and poor health services. Often, 
variation is observed by geographical region [22]. Addi-
tionally, this population group also suffers more from 
being the non-priority in the nutrition and health pro-
grams, as they primarily target children and women [23].

Additionally, in Asian societies, older adults have had 
more support from their family and kinship; however, 
the era of modernization caused the breakdown of the 
functional and structural form of the traditional family. 
These societal modifications have influenced the care and 
well-being of the ageing population [24]. Globally, rural-
urban differences have been observed at various levels, 
including healthcare access and service utilization and 
the prevalence of health conditions [25]. Rural demo-
graphics have widely been associated with a lower level of 
education, income, and life expectancy than their urban 
counterparts have [26]. Similar trends have been identi-
fied among the ageing communities, as the rural dwellers 
reported lower health status and quality of life than the 
urban older adults [22, 25]. However, urban older adults 
suffered more from lifestyle-induced morbidities and 
depression than their urban counterparts did [16, 27, 28].

Malnutrition is a more significant concern as older 
adults consume less food with an increase in age; in such 
cases, compromising in quality and quantity of food may 
affect severely. Based on the literature, developing coun-
tries struggle to meet the required quality and quantity of 
food more than developed countries. However, due to the 
lack of data for older adults, the worse scenario of unmet 
need for food among older adults may be expected and 
needs to be explored. World Population and Ageing 
Report (2019) projected the share of the ageing popula-
tion (65 and above) to double in size from 2019 to 2050, 
from which India will be home to the most significant 
number of older adults, increasing from 6 to 14% [4]. 
Tools like the Global Age Watch Index developed by 
HelpAge International have helped track older adults’ 
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well-being, including four key areas: income security, 
health status, employment, and enabling environment 
[29, 30]. In the global ranking 2016, India ranked 71st 
out of 96 countries and performed worst in the health 
and economic security domain (Global Age Watch Index, 
2015) [30].

Being a diverse country, the geographical location and 
cultural background present tribulations in achieving 
the growth and well-being of the senior population. For 
instance, the older section’s demand for food and health-
care is influenced by dietary practices, familial ties, and 
the stigma associated with dietary practices [31]. While 
in India, social welfare programmes, including pension 
plans, healthcare subsidies, and food assistance pro-
grammes, are not widespread or are not fully available to 
the elderly population as they are the dependent group 
and have little to no savings [32, 33]. These figures indi-
cate the vulnerability of older adults and their subse-
quent health concerns. Recent development in geriatric 
research has focused on nutrition and healthcare utiliza-
tion. However, there is a limited number of studies exam-
ining rural/urban differences at the national level. This 
study examines rural/urban differences in unmet needs 
for food and healthcare among Indian older adults.

Method
Data source and study population
The Longitudinal and Ageing Survey of India (LASI) is a 
comprehensive nationwide panel survey of India’s health, 
economics, and social drivers and implications of popu-
lation ageing. It is a nationally representative survey of 
72,250 seniors aged 45 and over from all Indian states 
and union territories. It is the largest and the first longi-
tudinal ageing study in India.

LASI followed a multistage stratified area probabil-
ity cluster sampling design. For each state, a three-stage 
sampling design in rural areas and a four-stage sampling 
design in urban areas were followed. Primary Sampling 
Units (PSUs), or sub-districts (Tehsils/Talukas), were 
chosen in each state/UT in the first stage, and at the sec-
ond stage, wards in urban areas and villages in rural areas 
were selected in the PSUs. In rural areas, households 
were selected from selected villages in the third stage. 
However, sampling in urban areas involved an addi-
tional stage. Specifically, one Census Enumeration Block 
(CEB) was randomly selected in the third stage in each 
urban area. In the fourth stage, households were selected 
from the selected CEB. The household was randomly 
selected, and the information was collected from one or 
more knowledgeable adults in the HH. As the study only 
focused on older adults, 60 years and above samples were 
(N = 31,464) included after excluding samples with miss-
ing information. The study population selection process 
was further elaborated in Fig. 1.

Outcome variables
The outcome variables for this study are the unmet need 
for health care and the survey’s unmet need for food. The 
older adults who reported “poor and very poor perceived 
health” and “did not visit any healthcare facility in the 
past 365 days” were considered to estimate the unmet 
need for healthcare. A dichotomous variable was cre-
ated. The older adults who suffered from unmet health 
needs were coded as “yes” or “no”. The unmet need for 
food among older adults has been taken from the direct 
question asked in the survey “in the last 12 months, did 
you ever reduce the size of your meals or skip meals 
because there was not enough food in your household?“; 

Fig. 1 Sampling selection process for analysis in the study using LASI wave 1, 2017-18. Data source: LASI Wave1 (2017-18)

 



Page 4 of 10Das et al. BMC Public Health         (2023) 23:1231 

frequencies of the respondents were provided in “yes” or 
“no”.

Predictor variables
A set of demographic, social, and economic factors were 
used to show their association with the unmet need for 
health and food. The age of the respondents was coded 
into broad age groups as 60 to 74 years, 74 to 84, and 
85 and above. The other factors include sex categorised 
as male and female. The religion of the older adults was 
considered and categorized as Hindu, Muslim, Christian, 

and Others. The social group was considered catego-
rized as Scheduled Castes (ST), Scheduled Tribes (SC), 
Other Backward Classes (OBC), and Others. The SC, ST 
and OBC were the disadvantageous groups performing 
poorly on different social and economic developmental 
indicators. Monthly Per Capita Consumption Expendi-
ture (MPCE) was considered, and the sample was catego-
rized into rich, middle, and poor. Living arrangement of 
the elderly was considered and the sub-categories were; 
residing alone, residing with spouse and children, resid-
ing with spouse/children/others, and residing with oth-
ers. The inclusion of education level of the older adults 
were used as No education, less than primary level edu-
cation, primary level education, and secondary and 
above. The older adults’ marital status was considered a 
predictor variable with categories of currently in union 
and currently not in a union. Another predictor variable 
in this study was the household size of the respondents, 
with a household size of 1 to 5 members and a household 
size of six or more members.

Statistical analysis
The study variables were first described using descriptive 
statistics. Bivariate analysis was done to show the preva-
lence of unmet health and food needs among older adults 
across the selected covariates. The bivariate analysis 
also employed chi-square test to assess the significance 
of the difference, and the results were shown using the 
p-value. Logistic regression was used to show the asso-
ciation between the unmet need for food and health and 
the place of residence. Adjusted and unadjusted models 
were prepared to show the effect of place of residence on 
unmet needs for food and health among older adults. The 
results of the regression were presented in Odds Ratio 
(OR) and 95% confidence interval.

Further, decomposition analysis was applied to assess 
the contributing factors towards the rural-urban gap 
in unmet need for health care and food. The sampling 
weights provided by LASI were used in the analysis. All 
analyses were carried out using STATA version 14.

Results
The socioeconomic and demographic characteristics of 
the older adults are summarised by place of residence 
in Table  1. The proportion of older adults was almost 
equally distributed in both urban and rural areas. Females 
were more than males. However, in urban areas, the pro-
portion of females was around 10% more than their male 
counterparts. In comparison, in rural areas, the differ-
ence was only 4%. There was a notable difference in the 
proportion of social groups; among rural dwellers, the 
proportion of Scheduled Castes was 22%, and it was 
11% in urban areas. Considering educational attainment, 
the highest proportion of older adults were illiterate. 

Table 1 Background characteristics of elderly by place of 
residence in India, LASI Wave-1 (2017-18)
Variables Urban 

(%)
N Rural 

(%)
N

Age

60–74 77.61 8,500 77.11 16,215

75–84 18.04 1,813 17.91 3,488

85+ 4.35 426 4.98 1,022

Sex

Male 45.02 5,021 48.47 10,077

Female 54.98 5,718 51.53 10,648

Religion

Hindu 79.13 7,624 83.52 15,413

Muslim 14.93 1,740 9.75 1,991

Christian 2.51 904 3.01 2,246

Others 3.43 471 3.72 1,075

Social Group

SC 11.36 1,261 22.06 3,879

ST 3.02 1,139 10.25 4,034

OBC 47.08 4,046 44.46 7,840

Others 38.54 4,293 23.23 4,972

MPCE

Poor 42.77 4,483 43.69 8,478

Middle 20.55 2,154 21.11 4,262

Rich 36.68 4,102 35.21 7,985

Education

No education 34.05 3,696 65.9 13,193

Less than primary 11.92 1,364 11.23 2,417

Primary 14.07 1,559 9.98 2,220

Secondary 24.19 2,406 9.59 2,208

Higher secondary and 15.77 1,714 3.29 687

Living Arrangement

alone 4.13 468 6.33 1,154

living with spouse an 40.69 4,673 40.59 8,792

spouse/children/other 50.17 4,982 47.05 9,651

with others only 5.02 616 6.04 1,128

Marital Status

currently married 58.8 6,650 62.81 13,270

Not in union 41.2 4,089 37.19 7,455

Household size

6+ 40.74 4,043 41.21 8,532

1–5 59.26 6,696 58.79 12,193
Note: LASI provided sampling weights were applied
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However, the proportion in urban areas was 34%, and 
in rural areas, it was 66%. Among urban dwellers, older 
adults, 16% were highly educated; contrastingly, it is only 
3% among the older adults living in rural areas. Around 
6% of rural older adults and around 4% of urban older 
adults have reported living alone. Considering marital 
status, in both rural and urban areas, the highest propor-
tion of older adults was currently in the union, although 
the proportion not in the union was dominated by urban 
older adults.

Figure  2 shows the prevalence of unmet needs for 
food and health among older adults aged 60 and above 
by their place of residence. Rural older adults were more 
vulnerable to both deprivations than their urban coun-
terparts were. Around 4% of rural older adults and 3% of 
urban older adults had reduced the size of their meals or 
skipped meals. In comparison, the proportion of older 
adults having poor perceived health and not visiting 
any health facility was 8% in rural areas and 3% in urban 
areas.

The variation in the prevalence of unmet needs for food 
by the socioeconomic and demographic characteristics of 
older adults is shown in Table 2. A significant urban-rual 
difference in unmet need for food was observed for the 
selected characteristics. Female older adults had expe-
rienced more unmet needs than male older adults had. 
However, female older adults in rural areas were the most 
vulnerable (8%). Irrespective of the place of residence, the 
prevalence of unmet need for food was highest among 
Muslims, although Muslim Older adults residing in rural 
areas experienced around 5% more unmet needs than 
their urban counterparts did. Among the rural dwell-
ers, respondents belonging to SC (11%) community had 
the highest unmet need, while in urban areas, the most 
vulnerable community was ST (9%). The individual with 
high Monthly Per Capita Expenditure (MPCE) had a 
lesser unmet need for food and vice-versa. However, the 

rich respondents from rural areas (7%) experienced more 
unmet needs for food than the poor respondents from 
urban areas (4%) did. Older adults with no education or 
less education suffered from higher unmet needs for food 
than the educated; in particular, older adults with less 
than primary education reported unmet needs of 5% in 
urban areas and 10% in rural areas. The living arrange-
ment was being critical indicator well-being of the older 
adults; those who are residing alone had suffered the 
most in meeting the need for food, in urban areas at 11% 
and in rural areas at 16% respectively. Considering mari-
tal status, older adults currently not in the marital union 
were more vulnerable in meeting food needs than the 
older adults currently married. In urban and rural areas, 
the unmet need for food among the older adults not in 
the union was 4% and 9%, respectively. However, the cur-
rently married older adults of rural areas (7%) were more 
vulnerable than the urban older adults who were not in 
the union. Individuals from bigger households (6 or more 
household members) had a higher unmet need for food 
than those from smaller households (1 to 5 household 
members).

Table  3 exhibits the differential in unmet needs for 
healthcare among older adults across the character-
istics. The chi-square test showed a highly significant 
rural-urban differential in unmet needs for healthcare for 
majority of characteristics. Reporting of unmet needs had 
increased with age; the oldest olds aged 85 or older had 
reported 7% and 11% in urban and rural areas, respec-
tively. Irrespective of their place of residence, females 
were subject to higher unmet needs than their male 
counterparts. However, the rural males (4%) were almost 
equally vulnerable as the urban females (4%). Chris-
tian older adults reported the highest unmet need in 
both urban (10%) and rural (9%) areas, whereas Muslim 
individuals have been identified to have the least unmet 
need (U- 2%; R- 2%). In urban areas, OBCs had a higher 

Fig. 2 Unmet need for health and food among the elderly in India by place of residence, evidence from LASI Wave 1, 2017-18
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vulnerability in meeting health needs (4%); in contrast, 
in rural areas, ST individuals showed the highest unmet 
need (6%). Moreover, older adults in the middle MPCE 
had the least unmet need in urban (2%) and rural (3%) 
areas, respectively. Individuals with the highest educa-
tional level reported less unmet health needs than those 
with less education. Mainly, the unmet need reporting 
was 2% among urban older adults and rural older adults 
with a secondary and higher level of education. The 
older adults residing with others or alone were subject 
to a higher unmet need for health than those residing 
with their kin. For instance, individuals habituating with 

others had reported unmet needs 5% in urban areas and 
9% in rural areas, respectively. Moreover, the older adults 
currently in the union were better off meeting health 
needs than those not in the union; In both urban and 
rural areas, older adults not in the union reported 4% and 
6% unmet needs, respectively.

The results of multivariate logistic regression are shown 
in Table  4. The link between unmet need for food and 
unmet need for health with a place of residence has been 
shown differently in the adjusted and unadjusted models. 
Unadjusted for other covariates, place of residence had 
shown significant association with the unmet need for 
food as well as unmet need for health. In particular, rural 

Table 2 Unmet need for food among elderly by place of 
residence in India, LASI Wave-1 (2017-18)
Variables Urban Rural p-value
Age

60–74 3.21 7.74 0.000

75–84 2.67 7.86 0.000

85+ 4.22 7.23 0.018

Sex

Male 2.86 7.53 0.000

Female 3.4 7.92 0.000

Religion

Hindu 2.94 7.32 0.000

Muslim 4.58 11.1 0.001

Christian 3.49 10.17 0.015

Others 2.35 6.29 0.000

Social Group

SC 4.76 10.7 0.000

ST 9.15 8.72 0.002

OBC 2.98 6.58 0.000

Others 2.44 6.7 0.000

MPCE

Poor 3.99 9.03 0.000

Middle 3.46 6.66 0.000

Rich 2.04 6.76 0.000

Education

No education 4.9 8.3 0.001

Less than primary 4.97 9.9 0.000

Primary 2.48 5.67 0.023

Secondary 1.47 5.51 0.002

Higher secondary and 1.09 1.71 0.325

Living Arrangement

alone 10.62 15.79 0.149

living with spouse an 1.93 6.07 0.000

spouse/children/other 3.3 7.75 0.000

with others only 6.08 10.48 0.069

Marital Status

currently married 2.54 7.03 0.000

Not in union 4.02 8.92 0.000

Household size

6+ 2.21 5.5 0.000

1–5 3.79 9.3 0.000
Note: LASI provided sampling weights were applied

Table 3 Unmet need for healthcare among older adults by 
place of residence in India, LASI Wave-1 (2017-18)
Variables Urban Rural p-value
Age

60–74 9.67 6.88 0.000

75–84 9.1 7.22 0.000

85+ 15.45 6.59 0.025

Sex

Male 10.08 6.45 0.000

Female 9.61 7.37 0.000

Religion

Hindu 10.24 7.17 0.000

Muslim 6.84 4.04 0.000

Christian 14.8 11.8 0.000

Others 9.66 5.05 0.001

Social Group

SC 8.89 7.86 0.000

ST 12.41 7.76 0.000

OBC 9.65 6.66 0.000

Others 10.11 6.16 0.000

MPCE

Poor 10.36 7.26 0.000

Middle 10.6 6.38 0.001

Rich 8.76 6.84 0.000

Education

No education 8.99 6.51 0.000

Less than primary 7.74 7.65 0.145

Primary 9.51 7.45 0.000

Secondary 8.27 7.92 0.004

Higher secondary and 15.87 8.24 0.000

Living Arrangement

alone 7.82 6.77 0.128

living with spouse an 10.2 6.62 0.000

spouse/children/other 9.73 6.89 0.000

with others only 9.38 9.39 0.919

Marital Status

currently married 9.66 6.85 0.000

Not in union 10.06 7.04 0.000

Household size

6+ 7.78 6.8 0.000

1–5 11.23 7.01 0.000
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older adults were 86% (OR = 1.86; 95% CI = 1.65–2.09) 
more likely to suffer from an unmet need for food than 
urban older adults were. Moreover, the unmet need for 
health was 17% (OR = 1.17; CI = 1.04–1.33) more likely to 
occur among rural respondents than urban respondents. 
While adjusting for predictor variables, the likelihood 
of suffering from an unmet need for food among rural 
older adults was significantly higher by 53% (OR = 1.53; 

CI = 1.35–1.74) from urban older adults. However, place 
of residence did not have a significant association with 
unmet needs for health in the adjusted model. The age of 
the respondents had a significant association with their 
health needs; for instance, older adults aged 75–84 were 
68% more likely to incur unmet needs, while for the age 
group 85 and above, the odds ratio was 3.36 (OR = 3.36; CI 
95% =2.79–4.04). Sex of the individuals was significantly 

Table 4 Association between the unmet need for food and health with socio-economic characteristics of elderly in India, LASI Wave-1 
(2017-18)
Variables Unmet need for food Unmet need for health

Unadjusted Adjusted Unadjusted Adjusted
Residence

Urban 1.00 1.00 1.00 1.00

Rural 1.86***(1.65  2.09) 1.53***(1.35  1.74) 1.17**(1.04  1.33) 1.05 (0.91  1.2)

Age

60–74 1.00 1.00

75–84 0.98 (0.85  1.11) 1.68***(1.46  1.94)

85+ 0.94 (0.74  1.19) 3.36***(2.79  4.04)

Sex

Male 1.00 1.00

Female 0.89**(0.79  1) 1.14*(1  1.3)

Religion

Hindu 1.00 1.00

Muslim 1.53***(1.32  1.78) 0.71***(0.57  0.88)

Christian 0.79**(0.64  0.98) 1.79***(1.47  2.17)

Others 1.13 (0.89  1.43) 0.62***(0.44  0.89)

Social Group

SC 1.00 1.00

ST 0.74***(0.62  0.87) 0.93 (0.75  1.15)

OBC 0.73***(0.64  0.84) 1.1 (0.93  1.31)

Others 0.62***(0.53  0.73) 0.88 (0.72  1.07)

MPCE

Poor 1.00 1.00

Middle 0.74***(0.65  0.85) 0.69***(0.59  0.8)

Rich 0.57***(0.51  0.65) 0.59***(0.51  0.68)

Education

No education 1.00 1.00

Less than primary 1.02 (0.87  1.19) 0.91 (0.76  1.1)

Primary 0.66***(0.55  0.8) 0.9 (0.74  1.1)

Secondary 0.52***(0.42  0.63) 0.84*(0.68  1.03)

Higher secondary and 0.33***(0.23  0.47) 0.67**(0.49  0.93)

Living Arrangement

living with spouse/children/other 1.00 1.00

living alone 2.55***(2.12  3.06) 1.05 (0.83  1.34)

living with spouse and children 0.75***(0.65  0.87) 0.85*(0.71  1.02)

living with others only 1.4***(1.13  1.73) 1.21*(0.98  1.5)

Marital Status

currently married 1.00 1.00

Not in union 0.81***(0.7  0.95) 1.22**(1.02  1.46)

Household size

6+ 1.00 1.00

1–5 1.55***(1.37  1.75) 1.13*(0.99  1.29)
*Significant at 10% level. **Significant at 5% level. ***Significant at 1% level
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associated with both the unmet need for food and health; 
in particular, females were 11% (OR = 0.89; CI 95% =0.79-
1.00) less likely to suffer unmet need for food and 14% 
(OR = 1.14%; CI 95% =1-1.3) more likely to report unmet 
need for health than males. Social groups were statisti-
cally associated with an unmet need for food. The OR for 
ST, OBC, and others compared to the reference category 
of SC was 0.74 (CI 95% =0.62–0.87), 0.73 (CI 95% =0.64–
0.84), and 0.62 (CI 95% =0.53–0.73), respectively. Mov-
ing up in the MPCE decreases the likelihood of incurring 
unmet needs, as rich subjects were 43% (OR = 0.57; CI 
95%=0.51–0.65) less likely to report unmet needs for food 
and 41% (OR = 0.59; CI 95%=0.51–0.68) were less likely to 
report unmet need for health than the poor individuals 
were. Compared to the older adults living with spouses 
or children or others, the older adults living alone had 
2.55 odds (OR = 2.55; CI 95%= 2.12–3.06) of suffering 
from an unmet need for food. Moreover, compared to 
currently married older adults, their counterparts were 
19% (OR = 0.81; CI 95%= 0.7–0.95) less likely to report 
unmet need for food and 22% (OR = 1.22; CI 95% =1.02–
1.46) more likelihood of reporting the unmet need for 
health. The number of members in a household of the 
respondents had a significant impact on meeting their 
need for food and health; for instance, the older adults 
belonging to smaller households were more vulnerable 
and had reported 55% (OR = 1.55; CI 95% =1.37–1.75) 
more unmet need for food and 13% (OR = 1.13; CI 95% 
=0.99–1.29) more unmet need for health than the refer-
ence category.

The rural and urban disparity in experiencing unmet 
needs has been established in the previous results, which 
indicates the need to decompose the unmet needs of 
residents and identify the contributing factors to the gap. 
The factors that contributed majorly to the difference 
in unmet need for food were education (34.98%), social 
group (6.58%), living arrangements (3.34%) and MPCE 
quintile (2.84%). Similarly, for the unmet need for health, 
the factors that contribute the most to the rural-urban 

gap are education (28.2%), household size (2.32%), and 
MPCE quintile (1.27%) (Table 5).

Discussion
The ageing process is accompanied by frailties and poor 
health conditions, which makes it important to cater to 
their basic health needs. The present study explores the 
rural-urban differentials in the unmet need for food and 
health among the older adult population in India. The 
findings show the vulnerability of the older adults’ rural 
residents in terms of the basic needs of health and diet. 
The proportion of unmet needs was significantly higher 
in rural areas than in urban areas in terms of both food 
and health. Generally, the older adult population is most 
vulnerable regarding restrictions on healthcare access 
and burden [34]. The deprived older adults in rural areas 
have further aggravated vulnerable conditions. A field-
based study had shown that ‘poor quality of services, 
‘lack of control over scheduling’ and ‘system level inflex-
ibility’, were some of the frustrations reported by rural 
elderlies regarding health care services [35]. The support-
ive services for older adults in rural areas lack availability, 
basic understating of the patient’s needs and inability to 
meet their needs [36].

The risk of unmet need for food among rural residents 
was a lot higher than the urban counterpart. Many meal 
services that promote health, nutrition, and independent 
living of frail elderlies in both rural and urban areas are 
an essential component of ageing support systems [37]. 
The experiences of the older adults due to the differences 
in residences also contribute to the unmet needs. Rural 
counterparts may face problems in availing enough food 
and have an increased risk of poor nutritional intake, 
poor health, and paying for basic needs like housing and 
medications [38–40].

The socioeconomic and demographic factors were 
also explored as covariates determining the unmet need. 
Among older adults also, the older ones are more vulner-
able, thus showing that increasing age is a significant pre-
dictor [41]. The results showed that female older adults 

Table 5 Decomposition analysis to show the percent contribution towards the rural-urban differential in the unmet needs
Characteristics Unmet need for Food Unmet need for Health

Coefficient Percentage contribution (%) Coefficient Percentage contribution (%)
Sex -0.00027 0.951 -0.0001 -0.247

Education -0.0099*** 34.986 0.01091*** 28.203
Religion 0.00001 -0.048 -0.00026** -0.684

Social Group -0.00186* 6.583 -0.00255** -6.594

MPCE quintile -0.0008** 2.844 0.00049** 1.270
Living arrangement -0.00094** 3.338 0.00014 0.360

Marital status 0.00158*** -5.600 -0.00003 -0.074

Household size 0.00261*** -9.241 0.0009** 2.319
Total 33.935 24.567
*Significant at 10% level. **Significant at 5% level. ***Significant at 1% level
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were more prone to experience unmet needs than males 
irrespective of residence [42, 43]. However, rural males 
were also quite vulnerable in this regard. This finding is 
in line with a study by Momtaz et al. (2012)where gen-
der is a significant predictor of unmet needs of rural resi-
dents [44], which showed that older men in rural areas 
have a higher risk of facing the unmet need for social 
care [45] The economic condition did show significant 
relation overall where the poorer were more vulnerable 
[46]. Studies have shown that low-income families have 
a higher risk of having unmet needs among older adults, 
but the richer in the rural areas were also likely to face 
the unmet need for food and health, indicating the resi-
dential vulnerability [43]. The study findings also show 
that lesser educated older adults faced more unmet needs 
of health than higher educated ones [47].

Living arrangements emerged as a significant predic-
tor, indicating that older adults living alone were more 
likely to face the unmet need for food [40, 45]. A study 
by Singh et al. (2016) also showed a similar finding where 
older adults living alone have higher odds of facing 
unmet needs in physical activities, including eating [48]. 
Also, older adults who were unmarried or currently not 
in the union were more vulnerable to having an unmet 
need for food [45]. Thus, indicating that loneliness con-
tributes to the inability to meet basic food needs. Again, 
if the household size is too large in number, then also the 
matter of unmet needs arises. When the household has 
six or more members, it becomes difficult to meet basic 
food needs [49].

The study contributes significantly to the literature and 
has few key messages. Firstly, a considerable proportion 
of older adults in India are experiencing unmet need of 
basic food and health. Secondly, the socioeconomic and 
demographic characteristics have shown economic and 
residential vulnerability does factor into the scenario of 
basic unmet needs. Thirdly, the factor of loneliness has 
also shown that it leads to difficulty in meeting food 
needs. Fourthly, the decomposition analysis to show 
the contributing factors towards the rural-urban gap in 
unmet needs is a methodological contribution as it has 
not been used in this regard. The decomposition results 
show that education, economic condition and household 
size are major attributable factors. These key results can 
be taken to point towards an evidenced link between 
the perceived health status of the older individuals and 
the risk of experiencing unmet health and food needs 
through the linkage of socioeconomic and demographic 
vulnerability. These linkages transcend the context of 
country-specific policies that are needed to highlight the 
significance of safeguarding the well-being of the older 
adult population.

Though, the study has strengths in terms of strong 
methodology and robust estimates, there are some 

limitations. The first limitation can be of the indicator for 
unmet need, which still can have more scope of refine-
ment. Further, the analysis can be subject to potential 
heterogeneity due to the factors not considered in the 
study, such as financial dependence or diagnosed condi-
tions. Studies based on national surveys are always sub-
ject to recall biases and limitations of cross-sectional 
nature. The experience of unmet need can be dynamic, 
and inferring from a one-point national level data may 
not capture the entire scenario. It can be recommended 
to investigate over time in this regard considering more 
intricate details.

In conclusion, the present study has highlighted that 
a significant proportion of older adults still cannot meet 
their basic needs of health and food. Some of the identi-
fied attributable factors are the economically backward, 
lesser educated, residing in rural areas, living alone and 
having a large household size. This indicates towards 
making targeted policy-level efforts considering the 
economic and residential vulnerability identified in the 
study. There is a need for primary care services that can 
provide targeted help to older adults in rural communi-
ties. The study findings can help generate a plan for pro-
viding quality healthcare and food security services to the 
economically vulnerable, rural elderlies and the ones who 
need the most.
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