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Factors affecting unmet healthcare needs of low-income
overweight and obese women in Korea: analysis of the Korean
National Health and Nutrition Examination Survey 2017
Ju-Hee Nho, Sook Kyoung Park
College of Nursing, Jeonbuk Research Institute of Nursing Science, Jeonbuk National University, Jeonju, Korea

Purpose: The purpose of this study was to explore unmet healthcare needs among low-income
overweight and obese women and to identify the factors affecting unmet healthcare needs.
Methods: The study was a secondary analysis of data from the 2017 Korea National Health and
Nutrition Examination Survey. A final sample of 388 out of 8,127 participants was analyzed using
complex descriptive statistics, the chi-square test, the independent t-test, and logistic regression.
Results: The mean age of the participants was 66.51±1.05 years. Unmet healthcare needs were experienced by 19.4% of low-income overweight and obese women. Women with depression, stress,
and poor self-reported health status were significantly more likely than their counterparts to experience unmet healthcare needs. Poor self-reported health status was confirmed to be related to unmet
health needs in low-income overweight and obese women (odds ratio, 2.65; p=.011).
Conclusion: The study provides the novel insight that the unmet healthcare needs of low-income
overweight and obese women were influenced by self-reported health status. Healthcare providers
should make efforts to develop strategies to reduce unmet healthcare needs among low-income
overweight and obese women, who constitute a vulnerable population.
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Introduction
The prevalence of obesity among adults over the age of 19 in Korea (hereafter, Korea) increased by 2.5% points from 31.9% in
2009 to 33.4% in 2015 and further increased to 34.4% in 2019.
Classified by income level, the prevalence of obesity among middle and upper-income earners was 33.7%, whereas it was 34.5%
among middle and lower-income earners and 35.6% among lower-income earners. Disparities were also seen according to the
residential area, as the prevalence of obesity was 33.6% among
those living in urban areas and 38.3% for residents of rural areas,
which have lower income levels; overall, the prevalence of obesity was higher among those living in rural settings [1]. Among

women in particular, an interaction was observed between the
effects of income and residential area. The overall obesity rate of
higher-income women was 7% points higher than that of lower-income women, but this disparity was wider (9.3% points)
among those living in rural areas. Furthermore, the obesity rate
among women with a low level of education was 6.3% points
higher than that among women with a high level of education
[1]. These observations indicate that obesity in Korean women
is associated with low socioeconomic status, as has also been observed in other developed countries.
As expressed by the saying that “obesity is a disease” [2], obesity is associated with endometrial cancer and breast cancer in addition to chronic diseases commonly encountered in adulthood,
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Summary statement
• What is already known about this topic?

Low-income overweight and obese women are a physically, psychologically, and socially vulnerable population.
• What this paper adds
Need factors were significant in predicting unmet healthcare needs in contrast to predisposing or enabling factors. The unmet healthcare needs of low-income overweight and obese women are influenced by self-reported health status.
• Implications for practice, education, and/or policy

Strategies to enhance self-reported health status can be used by healthcare providers in probing for unmet healthcare needs
among low-income overweight and obese women.

such as diabetes and hypertension [3]. Furthermore, 25% of
obese women experienced depression [4]. Obesity increases the
risk of anovulation, menstrual irregularities, polycystic ovarian
syndrome, and impaired endometrial receptivity and implantation, and obese women were found to be more than three times
more likely to become infertile than normal-weight women [3].
Of particular note, it has been reported that low-income women
ate larger quantities of food with a high glycemic index and lipid
content [5]. Compounded by a lack of conditions for exercise
and high treatment costs making medical access less accessible,
low-income women are more likely to become obese [6]. It has
been found that among low-income women, those with obesity
had a lower quality of life than normal-weight women, and their
health status was perceived somewhat negatively [7]. Attention
is needed to alleviate the health inequalities caused by income
and gender gaps.
Unmet healthcare needs refer to a situation where adequate
prevention, alleviation, and treatment of a disease or disability
cannot be provided due to a lack of medical services [8]. The
presence of unmet healthcare needs increases disease severity
and increases the likelihood of complications and mortality [9].
In particular, unmet healthcare needs due to socioeconomic
problems have a negative effect on psychological factors; for example, they increase social isolation and depression by causing
relative deprivation [10]. Social isolation and depression, in turn,
cause suicidal thoughts [11] and significantly lower individuals’
quality of life. Unmet healthcare needs were found to be associated with low income, low education level, chronic illness, living
alone, and limited activities [12,13]. Low income has also been
found to be related to poor health status as well as unmet healthcare needs [14,15]. In a study of Korean adults based on data
from the Korean Health Panel, it was reported that economic
reasons had a mediating effect of 14.7% to 32.9% of unmet
healthcare needs [16]. Of note, income had a stronger effect on
94

unmet healthcare needs among women than among men [17].
As described above, overweight and obese women in low-income groups have specific health care needs, so it is necessary to
understand the status of their unmet healthcare needs and the
factors affecting them. With increasing interest in unmet healthcare needs, factors related to unsatisfactory medical care for
adults, married migrant women, the elderly, and single-person
households have been studied [12-18]. However, research has
yet to explore the status of unmet healthcare needs and related
factors among low-income women who are overweight and
obese in Korea, underscoring the need for efforts to improve
health by identifying and improving the factors associated with
the health inequalities that these women experience.
Anderson’s behavioral model was developed for the identification and evaluation of factors related to medical service use, and
it is a useful model for identifying social and personal determinants of medical service use [19]. Anderson’s behavioral model
has been used not only to analyze medical service use behavior
but also to identify systematic factors influencing unmet healthcare needs in research aiming to achieve equitable access to medical service use [18,20]. Therefore, in this study, the classification
in Anderson’s behavioral model (predisposing, enabling, and
need factors) was used to explore the factors influencing unmet
healthcare needs. Predisposing factors are characteristics that an
individual already has before the occurrence of medical needs,
and include demographic factors such as age, sex, and education.
Enabling factors include economic and sociological factors such
as income level, employment, family resources, and insurance as
factors that enable medical services to be used, and need factors
are related to the level of an individual’s disability or disease, including overall health status and symptoms [19].
As previously discussed, low-income women who are overweight and obese experience a variety of health problems. Therefore, this study identified aspects of their individual, demographhttps://doi.org/10.4069/kjwhn.2021.05.06
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ic, social, and economic vulnerabilities and unmet healthcare
needs. In light of the need to determine the factors that affect unmet healthcare needs, the present study, based on Anderson’s behavioral model, aimed to identify the factors influencing unmet
healthcare needs among low-income women who are overweight
and obese. It is expected that these findings will inform a personal and socioeconomic approach to improve the health of these
women in the future.

Objectives
The purpose of this study was to obtain insights into the unmet
healthcare needs of low-income women who are overweight and
obese in Korea, and to identify the factors influencing unmet
healthcare needs based on Anderson’s behavioral model of medical care. The specific aims were as follows:
First, to investigate the status of unmet healthcare needs for
low-income women who are overweight and obese.
Second, to identify differences in unmet healthcare needs according to predisposing factors, enabling factors, and need factors of low-income women who are overweight and obese.
Third, to analyze factors influencing unmet healthcare needs
of low-income women who are overweight and obese.

Methods
Ethics statement: This study was exempted by the Institutional Review Board (IRB) of Jeonbuk National University (202008-018), as this was secondary analysis of existing data and
the data were handled anonymously.

Study design
This study was conducted to obtain insights into the characteristics of unmet healthcare needs and factors influencing those
needs among overweight and obese low-income women. This
secondary analysis used health survey data from the seventh Korea National Health and Nutrition Examination Survey (KNHANES) (2017) and analyzed the data based on Anderson’s behavioral model of medical care. This study was described in accordance with the Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) guidelines (https://www.
strobe-statement.org/index.php?id = strobe-home).
Data sources
This study used data from the seventh wave of the KNHANES,
which is conducted annually, with the approval of the Research
Ethics Review Committee from the Korea Centers for Disease
https://doi.org/10.4069/kjwhn.2021.05.06

Control and Prevention. Only the 2017 KNHANES contained a
survey on whether participants had experienced “depression for
2 weeks in a row”; therefore, this study used data from 2017.
From the total number of participants in the 2017 data from the
7th KNHANES, 6,518 adult women aged 19 years or older were
extracted. Using a body mass index of 23 kg/m2 as the cutoff
[21], there were 456 overweight or obese women whose household income was in the lowest quartile. Sixty-eight participants
were excluded if there was no information or answers of “don’t
know” for relevant variables (marital status, 1; education, 38;
economic activity, 38; type of health insurance, 18; whether they
subscribed to private insurance, 5; diabetes diagnosis, 1; tuberculosis diagnosis, 32; cancer diagnosis, 32; aerobic physical activity,
41; whether they have felt depressed for at least 2 weeks, 14; perceived stress, 14; and subjective health status, 31). In total, data
from 388 respondents were extracted and analyzed (Figure 1).

Study variables
Unmet healthcare needs
Medical use data from the KNHANES were used to assess unmet healthcare needs, which were defined as an answer of “yes” to
the item asking, “did you ever need treatment (examination or

2017 data from the 7th KNHANES
(n=8,127)
<19 years
(n=1,609)
≥19 years
(n=6,518)
<19 years, male
(n=2,923)
≥19 years, female
(n=3,595)
<19, male, BMI<23
(n=1,845)
≥19 years, female, BMI≥23
(n=1,750)

≥19 years, female, BMI≥23,
household income≤25%ile
(n=456)

<19, male, BMI<23,
household income>25%ile
(n=1,294)

Missing data
(n=68)
Final analysis
(n=388)

Figure 1. Flowchart of the study population.
BMI: Body mass index (kg/m2); KNHANES: Korea National Health
and Nutrition Examination Survey.
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treatment) in a hospital (excluding dentistry) in the last year?”

Low income
Low-income status was defined based on the household income
quartile, which is a basic variable in the KNHANES. Household
income was classified into lower, middle-low, middle-high, and
upper quartiles, and those who fell into the lower quartile were
defined as low income.
Predisposing factors
The predisposing factors included age, marital status, education
level, and the number of family members living together. Age was
classified into under 60 years, 60 to 79 years, and 70 years or older, and marital status was divided into married, bereaved, divorced, and single. Education level was classified as elementary
school or lower, middle school, high school, and college or higher. In addition, the number of family members living together
was reclassified to divide respondents into those who lived alone
and those who lived with at least one other family member.
Enabling factors
Enabling factors were classified into employment, health insurance type, and private insurance coverage. Employment status
was classified in terms of presence or absence, and the types of
health insurance were classified as self-employed, employee, and
dependent. Private insurance coverage was classified as “yes” or
“no.”
Need factors
Need factors included hypertension, diabetes, and cancer, which
are representative chronic diseases suggested by the Centers for
Disease Control and Prevention [22], as well as tuberculosis,
which has been identified as a relevant factor among socioeconomically vulnerable groups [23]. Aerobic physical activity, depression, stress, and perceived health status were analyzed. The
presence of chronic diseases (hypertension, diabetes, tuberculosis, and cancer) was confirmed by doctors. Participants were
classified as engaging or not engaging in aerobic physical activity,
based on whether they took part in 2 hours and 30 minutes of
moderate-intensity physical activity or 1 hour and 15 minutes of
high-intensity physical activity per week, or a mixture of moderate and high-intensity physical activities (high-intensity of 1
minute = moderate-intensity of 2 minutes). Depression was classified as present or absent based on answers of “yes” and “no,” respectively, for the item asking whether participants had experienced feeling depressed for 2 weeks or more. According to previous studies [13,18], responses on perceived stress were dichoto96

mized as “no” (responses of feeling less stress, feeling a little
stress, or barely feeling stress in everyday life) or “yes” (feeling a
lot of stress or feeling very much stress in everyday life). Perceived health status was classified as “very bad,” “bad,” “average,”
“good,” or “very good”; these responses were merged into “poor”
(very bad or bad), “moderate,” and “good” (good or very good).

Data collection
This study was based on 2017 data from the seventh KNHANES.
The KNHANES gathers information on the health level, health
behavior, and food and nutrition intake of the Korean people, and
involves a household member survey, a health survey, a medical
examination, and a nutrition survey. The household member survey identifies the current status of households in a selected area
and selects households to participate in the KNHANES. The
health survey is divided into a household survey, a health interview survey, and a health behavior survey, and is conducted
through an interview and a self-response survey. In addition, the
medical examination includes physical measurements, blood
pressure and pulse measurements, and blood and urine tests, and
the nutritional survey gathers information on dietary behavior
and food intake. The data are collected following a protocol developed by the Korea Centers for Disease Control and Prevention
(now known as the Korea Disease Control and Prevention Agency) and analyzed according to the guidelines for use.
Data analysis
Data analysis was conducted using IBM SPSS ver. 26.0 (IBM
Corp., Armonk, NY, USA). According to the analysis guideline,
the complex-sample design elements were reflected and analyzed
with appropriate consideration of the sample.
1) The general characteristics of the respondents and the status
of unmet healthcare needs were analyzed by a composite
sample frequency analysis.
2) The differences in unmet healthcare needs according to the
characteristics of the respondents were analyzed by the complex-sample t-test and the complex-sample Rao-Scott chisquare test.
3) Complex-sample multiple logistic regression analysis was performed for the factors influencing unmet healthcare needs.

Results
General characteristics of the respondents
There were a total of 388 respondents in this study, with an average age of 66.51 ± 1.05 years. The majority (51.9%) were over 70
years of age. The most common marital status was married
https://doi.org/10.4069/kjwhn.2021.05.06
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Table 1. General characteristics of respondents (N=388)
Factor
Predisposing factors

Variable
Age (year)

Marital status

Education level

Categories
< 60
60–69
≥ 70
Married
Bereaved
Divorced
Single
≤ Elementary school
Middle school
High school
≥ College

Family members in the residence (n)

Enabling factors

Employment
Health insurance

Private insurance
Need factors

Chronic disease
Hypertension
Diabetes mellitus
Tuberculosis
Cancer
Aerobic physical activity
Depression
Stress
Perceived health status

Alone
≥2
Yes
No
Self-employed
Employee
Dependent
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Poor
Moderate
Good

n†
Mean± SE, 66.51± 1.05
68
106
214
182
160
35
11
282
39
50
17
Mean± SE, 2.04± 0.07
160
228
120
268
117
193
78
145
243
229
159
89
299
15
373
33
355
87
301
119
269
127
261
180
176
32

% †(SE)
23.5 (3.2)
24.7 (2.7)
51.9 (2.9)
47.7 (3.0)
38.6 (2.8)
9.4 (1.6)
4.4 (1.5)
67.8 (3.2)
10.3 (1.6)
17.1 (2.8)
4.8 (1.2)
33.5 (2.9)
66.5 (2.9)
32.3 (3.0)
67.7 (3.0)
33.2 (3.0)
49.4 (3.1)
17.4 (2.7)
40.9 (2.8)
59.1 (2.8)
52.2 (2.9)
47.8 (2.9)
21.5 (2.4)
78.5 (2.4)
3.5 (0.9)
96.5 (0.9)
8.3 (1.6)
91.7 (1.6)
24.4 (2.7)
75.6 (2.7)
30.4 (2.9)
69.6 (2.9)
34.3 (2.5)
65.7 (2.5)
42.9 (3.1)
49.2 (3.1)
7.9 (1.5)

†

Unweighted count (frequency), weighted %.

(47.7%), the most common education level was an elementary
school (67.8%), and the average number of family members living together was 2.04 ± 0.07, while 33.5% of participants lived
alone. Slightly more than two-thirds of the respondents (67.7%)
were not employed, while 49.4% had employee-based national
health insurance coverage and 59.1% of them did not have private insurance.
https://doi.org/10.4069/kjwhn.2021.05.06

Table 2. Unmet healthcare needs in respondents (N=388)
Variable
Unmet medical needs

Categories
Yes
No

n†
74
314

% †(SE)
19.4 (2.6)
80.6 (2.6)

†

Unweighted count (frequency), weighted %.
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Table 3. Unmet healthcare needs according to general characteristics (N=388)
Factor

Variable

Predisposing factors

Age (year)

Marital status

Education level

Categories

< 60
60–69
≥ 70
Married
Bereaved
Divorced
Single
≤ Elementary school
Middle school
High school
≥ College

Number of family members in the
residence

Enabling factors

Employment
Health insurance

Private insurance
Need factors

Chronic disease
Hypertension
Diabetes mellitus
Tuberculosis
Cancer
Aerobic physical activity
Depression
Stress
Perceived health status

Unmet healthcare needs
n†/% (SE)
Yes
No
Mean± SE, 68.29± 1.33 Mean± SE, 66.08± 1.25
14/17.6 (5.1)
54/82.4 (5.1)
26/25.8(6.3)
80/74.2 (6.3)
34/17.2 (3.2)
180/82.8 (3.2)
38/21.4 (3.9)
144/78.6(3.9)
30/20.7 (4.2)
130/79.3 (4.2)
4/8.7 (4.9)
31/91.3 (4.9)
2/9.5 (7.3)
9/90.5 (7.3)
57/22.5 (3.1)
225/77.5 (3.1)
6/14.8 (6.1)
33/85.2 (6.1)
9/13.4 (4.6)
41/86.6 (4.6)
2/6.9 (4.9)
15/93.1 (6.9)
Mean± SE, 2.33± 0.23 Mean± SE, 1.97± 0.07

F‡ or t (p)
–1.20 (.232)
0.96 (.385)

1.17 (.319)

1.94 (.131)

–1.47 (.144)

Alone
≥2
Yes
No
Self-employed
Employee
Dependents
Yes
No

30/18.7 (3.7)
44/19.8 (3.4)
21/18.2 (4.1)
53/20.0 (3.0)
22/21.2 (4.6)
34/18.3 (3.0)
18/19.4 (47)
28/20.6 (4.5)
46/18.6 (3.0)

130/81.3 (3.7)
184/80.2 (3.4)
99/81.8 (4.1)
215/80.0 (3.0)
95/78.8 (4.6)
159/81.7 (3.0)
60/80.6 (4.7)
117/79.4 (4.5)
197/81.4 (3.0)

0.05 (.824)

Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Poor
Moderate
Good

43/20.1 (3.1)
31/18.7 (3.7)
12/11.9 (3.6)
62/21.5 (3.2)
6/34.4 (12.3)
68/18.9 (2.7)
5/13.3 (5.9)
69/20.0 (2.8)
18/18.5 (4.6)
56/19.7 (2.9)
33/26.3 (4.8)
41/16.4 (2.8)
34/26.0 (4.4)
40/16.0 (2.6)
49/28.7 (3.9)
21/12.6 (3.2)
4/11.4 (5.6)

186/79.9 (3.1)
128/81.3 (3.7)
77/88.1 (3.6)
237/78.5 (3.2)
9/65.6 (12.3)
305/81.1 (2.7)
28/86.7 (5.9)
286/80.0 (2.8)
69/81.5 (4.6)
245/80.3 (2.9)
86/73.7 (4.8)
228/83.6 (2.8)
93/74.0 (4.4)
221/84.0 (2.6)
131/71.3 (3.9)
155/87.4 (3.2)
28/88.6 (5.6)

0.09 (.760)

0.16 (.687)
0.21 (.811)

0.15 (.701)

3.44 (.066)
2.06 (.155)
0.83 (.344)
0.06 (.803)
4.27 (.041)
5.93 (.017)
6.92 (.001)

†

Unweighted count (frequency), weighted %; ‡Rao-Scott composite sample chi-square tests.

Hypertension was the most common chronic disease (52.2%),
followed in order by diabetes (21.5%), cancer (8.3%), and tuberculosis (3.5%). Slightly more than three-quarters of respondents
(75.6%) did not engage in aerobic physical activity, 30.4% had
98

depression, and 34.3% perceived stress in their daily lives. The
most common perceived health status was moderate (49.2%),
followed by poor (42.9%) and good (7.9%) (Table 1).

https://doi.org/10.4069/kjwhn.2021.05.06
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Table 4. Factors related to unmet healthcare needs (N=388)
Factor
Need factor

Variable
Depression
Stress
Self-related health status

Categories
Yes
No
Yes
No
Good
Moderate
Poor
χ2 = 15.47, p= .003

OR (95% CI)
1.17 (0.50–2.72)
Reference
1.40 (0.66–3.01)
Reference
0.37 (0.11–1.27)
0.40 (0.20–0.78)
Reference

p
.718
.379
.114
.007

CI: Confidence interval; OR: odds ratio.

Unmet healthcare needs
Among the respondents of this study, 74 (19.4%) had unmet
healthcare needs, while 314 (80.6%) had not experienced unmet
healthcare needs (Table 2).
Unmet healthcare needs according to respondents’
characteristics
Table 3 shows the differences in unmet healthcare needs according to the general characteristics of the respondents of this study.
No significant differences were found in predisposing factors or
enabling factors according to unmet healthcare needs. Among
the need factors, the presence of depression was significantly associated with unmet healthcare needs (F = 4.27, p = .041), as was
perceived stress (F = 5.93, p = .017). Unmet healthcare needs
were also more common in respondents with poor perceived
health (F = 6.92, p = .001).
Factors influencing unmet healthcare needs in low-income
women who are overweight and obese
Among the need factors, perceived health status was identified as
a factor affecting unmet healthcare needs among the respondents
of this study. The odds of having unmet healthcare needs were
approximately 60% lower in those with moderate self-reported
health than in those with poor self-reported health (odds ratio,
0.40; 95% confidence interval, 0.20–0.78; p = . 007) (Table 4).

Discussion
This study investigated the status of unmet healthcare needs and
identified factors influencing unmet healthcare needs among
low-income women who were overweight and obese based on
2017 data from the seventh KNHANES. The factors influencing
unmet healthcare needs were categorized into predisposing factors, enabling factors, and need factors according to Anderson’s
model of medical use behavior. It is expected that the results will
https://doi.org/10.4069/kjwhn.2021.05.06

be used as basic data for the preparation of alternative strategies
to reduce unmet healthcare needs and the development of health
promotion programs for this population.
It was found that 75.6% of low-income women who were overweight and obese did not engage in aerobic physical activity,
30.4% had depression, and 34.3% perceived stress in their everyday lives, Only 7.9% of respondents reported good perceived
health. In the 2018 KNHANES results, it was reported that
47.6% of adults over 19 years old in Korea engaged in aerobic
physical activity, including 38.9% of women [24]. The corresponding proportion in this study was much lower. Exercise and
lifestyle intervention programs have been shown to be effective
in promoting physical activity in overweight and obese women
[25,26]. Interventions should be considered to promote physical
activity for low-income women. In addition, the proportions of
respondents reporting depression and perceived stress were
higher than those of Korean adult women overall (13.7% and
28.6%, respectively) [27]. Likewise, the proportion of respondents with good perceived health was lower than that (23.2%)
among adult women over 20 years of age based on 2020 data
from Statistics Korea [28]. These results show that low-income
women who are overweight and obese have relatively poor physical and psychological health, underscoring the need to pursue
personal and social structural strategies to improve their physical
and psychological health.
The frequency of unmet healthcare needs among low-income
women who were overweight and obese was 19.4%. This is higher than the result of a survey of 134,072 people based on the results of the Canadian community health survey, which showed
that the frequency of unmet healthcare needs among adult women was 12.6% [20], and a corresponding rate of only 1.6% was reported in Thailand [29]. Country-specific differences may result
from differences in medical service systems and insurance systems
from country to country; nonetheless, the proportion of women
with unmet healthcare needs observed in the present study can be
99
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seen as quite high. For instance, the frequency of unmet healthcare needs found in the present study is higher than that (17.3%)
reported in a previous study of women in single households using
2017 KNHANES data [13] and the rate (15.75%) reported
among adults in Korea using panel data [30]. In addition, the majority of respondents in this study were in their 70s or older, had a
low education level, and were not engaged in economic activities,
and 33.5% of them lived alone. Among all overweight and obese
adult women in the KNHANES data, 25% were low income (in
the lowest income quartile), and many did not have private insurance. These results show the need for an approach to resolve
health inequality among adults older than 60 who live alone. In
particular, women had a 3.8% points higher likelihood of having
unmet healthcare needs than men who lived alone [13]. Low-income women were found to experience frequent difficulties accessing medical services and communicating with medical staff
[31]. To develop measures to reduce unmet healthcare needs,
there is a need to develop a policy that takes into account these
women’s characteristics (i.e., a gender-sensitive policy). In addition, a more systematic approach and efforts to provide sufficient
medical services based on a detailed assessment of these women’s
needs and problems are necessary.
This study found that depression, perceived stress, and poor
perceived health status were associated with a significantly higher
likelihood of unmet healthcare needs. This is consistent with the
results of previous studies [32,33], indicating that unmet healthcare needs are more common in adults over 19 years of age, including the elderly, who have depression, stress, and poor perceived health status. It has been reported that stress reduces or
eliminates individuals’ will to use medical services, causing frustration and resulting in unmet healthcare needs [34]. In addition,
depressed individuals pay less attention to the positives and focus
on the negatives [35,36], meaning that even if their needs for
treatment are satisfied, they may not perceive the situation accordingly; their continuing perception of being “unsatisfied” may
itself act as a risk factor for avoiding treatment [37-39], resulting
in unmet healthcare needs. Therefore, it is necessary to develop
strategies to reduce unmet healthcare needs through interventions and approaches that can assess mental health status and reduce depression and stress.
In this study, the differences in unmet healthcare needs and
factors influencing unmet healthcare needs were examined according to predisposing, enabling, and need factors based on Anderson’s model of medical use behavior. Perceived health status
was investigated as a need factor, and it was found that moderate
perceived health status was associated with a 60.4% lower chance
of having unmet healthcare needs. This is similar to the results of
100

previous studies [40-42], which found that the subjective health
status of moderate or poor was associated with unmet healthcare
needs. Based on these results, it was suggested that efforts to reduce unmet healthcare needs should focus on individuals who
perceive their health status as poor [13]. In this study, health status perceived at moderate level was associated with a lower likelihood of unmet healthcare needs. A study of 11,378 adults in Korea found that the risk of unmet healthcare needs was 1.46 times
higher for those with moderate perceived health status than in
those who perceived their health status as good [39], showing
the need to pay attention to those with moderate perceived
health status. One’s perceived health status is closely related to
not only one’s comprehensive health status, but also to quality of
life, and is a tool that can predict medical use or mortality by reflecting health coping ability and social resources [43]. Therefore, in order to reduce unmet healthcare needs, it is necessary to
identify individuals’ perceived health status and to establish a
system and policy that enables medical services to be used when
necessary.
In this study, predisposing factors and enabling factors were
not identified as significant variables. This is contrary to previous
studies showing that predisposing and enabling factors such as
age, education, occupation, and type of medical coverage influenced unmet healthcare needs [18,20]. The number of samples
in this study was 388, which is relatively small compared to studies of 10,000 or more, and the number of variables identified for
each factor was relatively small. Although the weighting was considered, the number of respondents was small; hence, further research on the factors influencing unmet healthcare needs considering various variables should include an expanded number of
low-income women who are overweight and obese.
This study data may have been affected by various biases due
to the fact that self-reported data were analyzed, not data from
medical records. Written responses on respondents’ experiences
over the past year may have also been affected by recall bias. Despite these limitations, this study makes a significant contribution
by confirming the degree of unmet healthcare needs among
low-income women who are overweight and obese, identifying
the factors that affect the likelihood of unmet healthcare needs,
and obtaining basic data for improving satisfaction with healthcare and promoting health in this population. Based on this
study, it will be necessary to increase health equity by promoting
personal and socioeconomic health policies that especially consider need factors.
This study investigated the characteristics of low-income
women who were overweight and obese and their degree of unmet healthcare needs and analyzed differences in unmet healthhttps://doi.org/10.4069/kjwhn.2021.05.06
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care needs according to respondents’ characteristics and the factors influencing unmet healthcare needs using Anderson’s model
of medical use behavior. It was found that 19.4% of low-income
women who were overweight and obese experienced unmet
healthcare needs and perceived health status had an effect on unmet healthcare needs. Healthcare providers need strategies to develop policies that focusing on the physical and psychological
health status of low-income overweight or obese women to reduce unmet healthcare needs.

ORCID
Ju-Hee Nho, https://orcid.org/0000-0002-5260-5605
Sook Kyoung Park, https://orcid.org/0000-0002-4348-1604

Authors’ contributions
Conceptualization: Nho JH, Park SK; Formal analysis: Nho JH;
Writing-review & editing: Nho JH, Park SK.

Conflict of interest
Ju-Hee Nho has been associate editor of the Korean Journal of
Women Health Nursing since January 2021. She was not involved
in the review process of this editorial. Otherwise, there was no
conflict of interest.

Funding
None.

Data availability
The dataset file is available from Harvard Dataverse at https://
doi.org/10.7910/DVN/LCVFYB.

Acknowledgments
None.

References
1. Korea Disease Control and Prevention Agency. Korea Health
Statistics 2019: Korea National Health and Nutrition Examination Survey (KNHANES VIII-1) [Internet]. Cheongju:
Author; 2020 [cited 2021 Jan 16]. Available from: https://knhanes.cdc.go.kr/knhanes/sub04/sub04_03.do
https://doi.org/10.4069/kjwhn.2021.05.06

2. De Lorenzo A, Gratteri S, Gualtieri P, Cammarano A, Bertucci P, Di Renzo L. Why primary obesity is a disease? J
Transl Med. 2019;17(1):169. https://doi.org/10.1186/s12967019-1919-y
3. Kulie T, Slattengren A, Redmer J, Counts H, Eglash A,
Schrager S. Obesity and women’s health: an evidence-based
review. J Am Board Fam Med. 2011;24(1):75-85. https://doi.
org/10.3122/jabfm.2011.01.100076
4. Simon GE, Ludman EJ, Linde JA, Operskalski BH, Ichikawa
L, Rohde P, et al. Association between obesity and depression
in middle-aged women. Gen Hosp Psychiatry. 2008;30(1):3239. https://doi.org/10.1016/j.genhosppsych.2007.09.001
5. Pureza IR, Melo IS, Macena ML, Praxedes DR, Vasconcelos
LG, Silva-Júnior AE, et al. Acute effects of time-restricted
feeding in low-income women with obesity placed on hypoenergetic diets: randomized trial. Nutrition. 2020;77:
110796. https://doi.org/10.1016/j.nut.2020.110796
6. An SJ, Park EJ, Cheon JH, Hwang HJ, Kim MJ. Prospective
study for evaluating therapeutic efficacy of obese patients of
low socioeconomic status in Korea. Korean J Health Promot.
2017;17(2):54-63. https://doi.org/10.15384/kjhp. 2017.17.2.54
7. Lee HM, Jung HJ, Jung IK. Relationships among metabolically healthy status, physical activity, and sedentary behavior
according to obesity in low-income menopause women.
Asian J Physical Educ Sport Sci. 2020;8(2):75-89. https://doi.
org/10.16915/jkapesgw.2018.06.32.2.131
8. Donabedian A. Aspects of medical care administration: specifying requirements for health care. Cambridge: Harvard
University Press; 1973. p. 65-68.
9. Diamant AL, Hays RD, Morales LS, Ford W, Calmes D, Asch
S, et al. Delays and unmet need for health care among adult
primary care patients in a restructured urban public health
system. Am J Public Health. 2004;94(5):783-789. https://doi.
org/10.2105/ajph.94.5.783
10. Kim TH. The challenges of social welfare education in the
health and medical service sector: focusing on relationship
between unmet health services needs and social isolation.
Korean J Soc Welf Educ. 2014;25:123-146.
11. Lee HK, Kim MS, Choi SS, Choi MK. Eco-systematic analysis
on the factors related to the Korean elderly suicide ideation.
Health Soc Welfare Rev. 2014;34:430-451. https://doi.
org/10.15709/hswr.2014.34.3.430
12. Heo J, Oh J, Kim J, Lee M, Lee JS, Kwon S, et al. Poverty in the
midst of plenty: unmet needs and distribution of health care
resources in South Korea. PLoS One. 2012;7(11):e51004.
https://doi.org/10.1371/journal.pone.0051004
13. Chae HJ, Kim M. Unmet healthcare needs and related factors
101

Nho JH and Park SK • Unmet healthcare needs in low-income women

according to gender differences in single-person household.
Korean J Women Health Nurs. 2020;26(1):93-103. https://
doi.org/10.4069/kjwhn.2020.03.23
14. Reeves A, McKee M, Mackenbach J, Whitehead M, Stuckler
D. Public pensions and unmet medical need among older
people: cross-national analysis of 16 European countries,
2004-2010. J Epidemiol Community Health. 2017;71(2):174180. https://doi.org/10.1136/jech-2015-206257
15. Karanikolos M, Gordeev VS, Mackenbach JP, McKee M. Access to care in the Baltic States: did crisis have an impact? Eur
J Public Health. 2016;26(2):236-241. https://doi.org/10.1093/
eurpub/ckv205
16. Kim Y, Kim S, Jeong S, Cho SG, Hwang SS. Poor people and
poor health: examining the mediating effect of unmet healthcare needs in Korea. J Prev Med Public Health. 2019;52(1):5159. https://doi.org/10.3961/jpmph.18.162
17. Hwang J. Understanding reasons for unmet health care needs
in Korea: what are health policy implications? BMC Health
Serv Res. 2018;18(1):557. https://doi.org/10.1186/s12913018-3369-2
18. Kim SH, Lee CY. Analysis of factors affecting unmet healthcare needs of married immigrant women. J Korean Acad
Nurs. 2013;43(6):770-780. https://doi.org/10.4040/jkan.
2013.43.6.770
19. Andersen RM. Revisiting the behavioral model and access to
medical care: does it matter? J Health Soc Behav. 1995;36(1):110.
20. Marshall EG. Do young adults have unmet healthcare needs?
J Adolesc Health. 2011;49(5):490-497. https://doi.org/10.
1016/j.jadohealth.2011.03.005
21. Regional Office for the Western Pacific, World Health Organization. The Asia-Pacific perspective: redefining obesity and
its treatment. Sydney: Health Communications Australia;
2000.
22. U.S. Department of Health & Human Services; National Centers for Chronic Disease Prevention and Health Promotion.
About Chronic diseases [Internet]. Atlanta: Author; 2021
[cited 2021 Apr 8]. Available from: https://www.cdc.gov/
chronicdisease/about/index.htm#:~:text = Chronic%20diseases%20are%20defined%20broadly,disability%20in%20
the%20United%20States
23. Gelberg L, Andersen RM, Leake BD. The behavioral model
for vulnerable populations: application to medical care use
and outcomes for homeless people. Health Serv Res. 2000;
34(6):1273-1302.
24. Korea Disease Control and Prevention Agency. Chronic disease statistics [Internet]. Cheongju: Author; 2020 [cited 2021
102

Mar 10]. Available from: https://health.cdc.go.kr/healthinfo/
biz/pblcVis/details.do?ctgrSn= 54
25. Nho JH, Hwang ES. Effects of multidisciplinary lifestyle
modification program on health-promoting behavior, psychological distress, body composition and reproductive
symptoms among overweight and obese middle-aged women. Korean J Adult Nurs. 2019;31(6):663-676. https://doi.
org/10.7475/kjan.2019.31.6.663
26. Kim SR, Nho JH, Kim JY, Hur J. Effects of a lifestyle intervention based on type D personality in overweight and obese
middle-aged women: a feasibility study. Worldviews Evid
Based Nurs. 2020;17(5):393-403. https://doi.org/10.1111/
wvn.12457
27. Jeon JA. Korean Women’s mental health indicators. Health
Welf Forum. 2016;5:47-60.
28. Statistics Korea. Subjective health status [Internet]. Daejeon:
K-indicator; 2021 [cited 2021 Mar 11]. Available from: https://
www.index.go.kr/unify/idx-info.do?idxCd=4235
29. Thammatacharee N, Tisayaticom K, Suphanchaimat R, Limwattananon S, Putthasri W, Netsaengtip R, et al. Prevalence
and profiles of unmet healthcare need in Thailand. BMC Public Health. 2012;12:923. https://doi.org/10.1186/1471-245812-923
30. Ko H. Unmet healthcare needs and health status: panel evidence from Korea. Health Policy. 2016;120(6):646-653.
https://doi.org/10.1016/j.healthpol.2016.04.005
31. Bryant T, Leaver C, Dunn J. Unmet healthcare need, gender,
and health inequalities in Canada. Health Policy. 2009;91
(1):24-32. https://doi.org/10.1016/j.healthpol.2008.11.002
32. Park EH, Park EC, Oh DH, Cho E. The effect of stress and
depression on unmet medical needs. Korean J Clin Pharm.
2017;27(1):44-54. https://doi.org/10.24304/kjcp.2017.27.1.44
33. Stein J, Liegert P, Dorow M, König HH, Riedel-Heller SG.
Unmet health care needs in old age and their association with
depression - results of a population-representative survey. J
Affect Disord. 2019;245:998-1006. https://doi.org/10.1016/j.
jad.2018.11.096
34. Kim YR. A study on the factors related to unmet medical
needs among some injury patient. J Digit Converg. 2019;17
(12):535-543. https://doi.org/10.14400/JDC.2019.17.12.535
35. Gonda X, Pompili M, Serafini G, Carvalho AF, Rihmer Z,
Dome P. The role of cognitive dysfunction in the symptoms
and remission from depression. Ann Gen Psychiatry.
2015;14:27. https://doi.org/10.1186/s12991-015-0068-9
36. Lam RW, Kennedy SH, Mclntyre RS, Khullar A. Cognitive
dysfunction in major depressive disorder: effects on psychosocial functioning and implications for treatment. Can J Psyhttps://doi.org/10.4069/kjwhn.2021.05.06

Korean J Women Health Nurs 2021;27(2):93-103

chiatry. 2014;59(12):649-654. https://doi.org/10.1177/
070674371405901206
37. Cummings SM, Cassie KM. Perceptions of biopsychosocial
services needs among older adults with severe mental illness:
met and unmet needs. Health Soc Work. 2008;33(2):133-143.
https://doi.org/10.1093/hsw/33.2.133
38. Martino SC, Elliott MN, Kanouse DE, Farley DO, Burkhart
Q, Hays RD. Depression and the health care experiences of
Medicare beneficiaries. Health Serv Res. 2011;46(6pt1):18831904. https://doi.org/10.1111/j.1475-6773.2011.01293.x
39. Papageorgiou K, Vermeulen KM, Schroevers MJ, Stiggelbout
AM, Buskens E, Krabbe PF, et al. Do individuals with and
without depression value depression differently? And if so,
why? Qual Life Res. 2015;24(11):2565-75. https://doi.org/
10.1007/s11136-015-1018-3
40. Kim J. The impact of health care coverage on changes in

https://doi.org/10.4069/kjwhn.2021.05.06

self-rated health: comparison between the near poor and the
upper middle class. Health Policy Manag. 2016;26(4):390398. https://doi.org/10.4332/KJHPA.2016.26.4.390
41. Yoon YS, Jung B, Kim D, Ha IH. Factors underlying unmet
medical needs: a cross-sectional study. Int J Environ Res Public Health. 2019;16(13):2391. https://doi.org/10.3390/ijerph
16132391
42. Moon J, Kang M. The prevalence and predictors of unmet
medical needs among the elderly living alone in Korea: an
application of the behavioral model for vulnerable populations. Health Soc Welf Rev. 2016;36(2):480-451. https://doi.
org/10.15709/hswr.2016.36.2.480
43. Idler EL, Benyamini Y. Self-rated health and mortality: a review of twenty-seven community studies. J Health Soc Behav.
1997;38(1):21-37 . https://doi.org/10.2307/2955359

103

