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The school bus is small for five people.

Shelves are stacked to the ceiling, filled with

clothes and food. Headlamps hang from a

bungee cord. There are touches of home, like

a bookcase Smiles built. They improvise

 solutions to simple problems that do not exist

in traditional houses. The kids warm bricks 

on the wood-burning stove and place them 

at their feet to keep warm during winter. 

Eli pulls out a roll-away bed every night, 

and  Forest sleeps on the couch. There is no

 running water. They compost their waste.

They have to start a generator in order to

charge their cell phones.1

The family in the above profile lives together — mom,
dad, and three sons — on an old school bus in a rural
area near Athens, Ohio. The family has no running
water, no heat, and no public services.2 They make 
do, as do many families in rural Ohio, where, in some
places, poverty rates are as much as five times higher
than they are in Ohio’s more affluent, suburban
 counties.3

Policy discussions about child poverty in Ohio often
focus on Ohio’s metropolitan areas, where the largest
numbers of families and children in poverty are located.
The focus on urban poverty is logical – why not focus
resources in areas where they will impact the largest

number of families in need? Ohio’s rural children,
 however, often get left behind as a result. Their needs
are no less urgent. And, although they are spread out,
their numbers are not insignificant. If the number of
children in Ohio’s 32 Appalachian counties were
counted together, they would together comprise the
second largest city in Ohio. Poverty in rural Ohio —
 including both Ohio’s Appalachian counties and non-
Appalachian rural counties mostly concentrated in
Western and Northwestern Ohio — impacts approximately
190,000 children.4 These children go to bed hungry.
Many of them live miles from the closest  pediatrician,
children’s hospital, and other services.

HEALTH DISPARITIES ARE LEAVING
OHIO’S RURAL CHILDREN BEHIND
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They need help — and it is a different kind of help
than what may be needed for children in Ohio’s cities. 

Ohio’s Appalachian counties boast the largest
 concentration of child poverty in the state. And 
while the concentration of child poverty in rural, 
non-Appalachian Ohio is significantly lower than the
statewide concentration now, the average rate of child
poverty in these counties is growing at a rate outpacing
the state.5 Poverty is one of many social determinants
of health that can lead to what experts call “health
 disparities.” Health disparities are “preventable
 differences in the burden of disease, injury, violence, 
or opportunities to achieve optimal health that are
 experienced by socially disadvantaged populations.”6

Health disparities among children in rural Appalachian

and non-Appalachian  regions in Ohio, as compared to
their urban and  suburban counterparts, are pervasive. 

This issue brief examines rural health disparities and
how they impact children in some of the highest
poverty rural counties in Ohio. The brief explains that
health disparities in high-poverty rural areas of Ohio
arise from limited access to nutritious food and
 accompanying health problems, as well as much more
limited access to health care providers than is seen in
Ohio’s urban and suburban counties. Ultimately, the
brief makes grassroots and policy recommendations to
remedy health disparities in rural and Appalachian
counties and promote positive health outcomes for all
of Ohio’s children.
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There Are More Children in Rural Ohio Than You Might Think 

Nearly twice as many children live in Ohio’s  Appalachian and rural counties than in Ohio’s suburban counties. 
The number of children in rural and Appalachian counties combined — 824,946 children — is larger than Ohio’s
largest city, Columbus (787,033 people — including children and adults).7 There are more children living in Ohio’s
Appalachian counties alone than there are people in the state’s second largest city, Cleveland (396,815 people).
The number of children in rural, non-Appalachian counties falls right behind the number of  people in Cleveland
and is bigger than the population of Ohio’s third largest city, Cincinnati, and eighth largest city, Canton, combined.
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A KIDS COUNT PROJECT

Figure 1 – Regions of Ohio
(Modified Map from WorldAtlas.com)

Figure 2 – Where are Ohio’s Children?
(Data from Kids Count Data Center – 2012)
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Child Poverty in Rural Ohio

Children in Ohio’s Appalachian counties are disproportionately likely to be poor, and the number of rural  children 
in poverty in Ohio is growing. In 2012, almost 24 percent of all Ohio children were living below the poverty line
(See Figure 3, below).8 In Appalachian Ohio, the average child poverty rate is 28.25 percent. Of all 88 counties in
Ohio, the seven counties with the highest percentage of poor children in the state are Appalachian.9

Although rural, non-Appalachian counties’ rates 
of  child poverty were lower than the state as a whole,
their poverty rates have been growing faster than the
statewide average. While the overall child poverty rate
in Ohio increased by 75 percent from 2002 to 2012,
rural, non-Appalachian counties’ child poverty rates
 increased, on average by 92 percent, and  Appalachian
counties’ child poverty rates increased by 70 percent.10

In rural counties in 2012, one in four children 
(25.1 percent) received food stamps.11

Over one-third (34.8 percent) of Appalachian children
are receiving food stamps, a rate 18 percent higher 
than the state average.12

Poverty is a key social determinant of health in that 
it is a non-biological factor that increases the risk of
 disability, illness, addiction, and social isolation. 
These poverty rates are alarming and cause for concern
on their own. When combined with what we know about
children’s health in rural Ohio counties, they create a
dire situation that we must not ignore.

Average Statewide

Average Suburban Counties

Average Rural Counties

Average Metropolitan Counties

Average Appalachian Counties
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Percentage of Children in Poverty – 2012

23.6%

15.94%

19.65%

26.19%

28.25.%

Figure 3 – Percentage of Children in Poverty – 2012
Data from Kids Count Data Center – 2012
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Hunger and Nutrition in Rural Ohio 

Among its many impacts on children, poverty often
leads to shortages in basic goods that most Ohio
 families take for granted. Hunger and a lack of access
to nutritious food go hand in hand with poverty in rural
Ohio. While many Americans may assume that food is
easy to come by in Ohio’s rural and Appalachian  counties
— which are often known for agricultural  production —
the average 2012 county rate of food  insecurity for
rural non-Appalachian children was 24.23 percent and
27.24 percent for Appalachian  children.13 These numbers
are higher than both the  average suburban county rate
of food insecurity (21.71 percent) and the metropolitan
rate (23.69 percent).14 In total, there are 211,990
food insecure children in rural and Appalachian counties
in Ohio, which is larger than the population size of
Ohio’s fifth largest city, Akron.15

In 2010, NBC News reported on pervasive hunger in
Appalachian Ohio and the impact on families “who’ve
had it all vanish — jobs, homes, and dreams — [and
have to] choose between paying [their] bills and feeding
[their] kids.”16 In an area defined by valuing self-
sufficiency, families are trying everything before turning 
to emergency foodbanks. Anita Hayes, mother of a 
14-year-old daughter, Lydia, and 9-year-old son, Lyle,
describes this struggle, saying, “The first few times 
I had to swallow my pride. But I wasn’t doing it for 
myself. I have to feed my children. They come first.”17

Anita, her husband, and her two children live in a camper
without running water and borrow a neighboring trailer’s
electricity. She describes feeling guilty that she cannot
meet her children’s needs and that sometimes a bowl
of cereal is “dinner in a household where the children
are growing up fast.”18 Too many children are growing
up too fast, without  adequate  nutrition, in rural and
 Appalachian counties hard-hit by the recession where,
despite being surrounded by farmland, food is often in
scarce supply.

Although the recession of the late 2000s has officially
ended, families in rural Ohio are still struggling to feed
their children. A school administrator from Vinton

County noted in an Ohio news piece from 2012, “You
know that it’s an issue when a little kid is going through
the lunch line, and they’re already asking what’s going
to be for breakfast the next morning,  because they’re
concentrating on the fact that perhaps this might be
their last meal before they come back to school the
next morning.”19

Proper nutrition is crucial for everyone, but it is
 especially important for children because it is directly
linked to all aspects of growth and development, which
directly implicates children’s lifelong health.20 Children
have a better quality of life if their diets are nutritious
 because their immune systems are better prepared to
fight off illness and their bones are strong enough to
 decrease the risk of injury. Furthermore, children are
better able to perform in school when they eat nutri-
tious breakfasts. Studies from the American Dietetic
Association show that children who eat breakfast have
better problem-solving abilities, recall, memory, verbal
fluency, and  creativity.21 On the flip side, children who
don’t eat breakfast are more likely to have behavioral,
emotional, and academic problems at school, as well 
as higher numbers of absences.22

For all of these reasons, hunger and food insecurity 
are major barriers to good quality of life for children.
Additionally, both poverty and lack of physical access
to nutritious foods are problems that uniquely affect
rural Ohio. Many of Ohio’s rural counties are food deserts.
The 2008 Farm Bill defines a food desert as an “area
in the United States with limited access to affordable
and nutritious food, particularly such an area composed
of predominantly lower income neighborhoods and
communities.” Physical proximity, economic accessibility,
and access to healthful foods are all at issue.23

Physical proximity to inexpensive, nutritious food in
rural Ohio is problematic. The Ohio State University’s
Center for Farmland Policy Innovation (CFPI) found
that 24 percent of rural households must drive more
than 10 minutes to any retail food store of any size.
This would include a corner store, which is unlikely to
stock the variety of fruits, vegetables, and other healthful



items necessary for a nutritious diet. In Vinton County,
there is no full-service grocery store within the county and
people who live there have to drive to Jackson, Chillicothe,
or Athens; an expense many can’t afford to take on.24

Of the households living within driving distance to a
 retail grocery store, five percent (or 75,223 rural Ohio
households) do not own a car.25 Seventy five percent 
of rural Ohio households live further than a one mile
walking distance to a grocery store and three percent of
rural Ohio households not only live more than one mile
from a supermarket but also do not have access to a
vehicle. Bus service is very inconsistent across rural
areas, and some counties, such as Gallia County, have
no bus service.26

In addition to lack of proximity to food as a whole, rural
counties lack access to nutritious food. Less than half
(only 43 percent) of Ohio rural households live within a
10 minute drive of a large supermarket, the type of
store that is likely to sell fresh produce and nutritious
foods. For many individuals, a fast food restaurant may
be a quicker and easier option, as 25 percent of rural
Ohioans live within a 10 minute drive of a fast-food
chain, but not a large grocery store. 

Finally, economic accessibility is an issue in rural
counties. As mentioned earlier, Ohio’s Appalachian
children face an average poverty rate of 28.25 percent, 
a rate 20 percent higher than the state average.27

In Tuscarawas County, where the poverty rate was 
20.5 percent in 2012,28 Barbara Burns, director of the
Tuscarawas County Health Department’s WIC Program
and Healthy Tusc Task Force said, “We have kids going
home on Friday not knowing where they’re getting their
next meal.”29 She also mentioned that these children
are most at risk for being overweight or obese because
most of the food they eat at home tends to be high in
calories and fat, since these foods tend to be cheaper.30

Poverty in rural Ohio is a deep threat to child food security —
and, consequently, child health and well-being. If current
trends continue, this threat will only continue to grow.
Furthermore, the price of food in rural communities is
often higher as supermarkets are limited and lack of
supermarket competition spurs price increases. Only
30 percent of Ohio’s rural households have ready
 access to more than one food store larger than 40,000
square feet.31
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Obesity in Rural Ohio

Because children in rural Ohio are disproportionately likely to suffer from poverty and food insecurity, children in
these regions are also at greater risk of obesity. Food insecurity — and associated poor nutrition — is linked to obesity
in children from an early age, as early as three to five years old.32 When severe food insecurity exists during the
 toddler years, children are 3.4 times more likely to be obese at 4.5 years old. A 2010 study found that 37 percent
of rural, non-Appalachian third graders and 40.4 percent of Appalachian third graders were overweight or obese,
falling above the 85th percentile on the Centers for Disease Control BMI-for-age growth charts (See Figure 4, below).
The rates of overweight or obese third graders in Appalachia were 16 percent above the state rate, 16 percent above
the rates in metropolitan counties, and 35 percent above the rates in suburban counties. Rural, non-Appalachian
rates were seven percent above the state rate, six percent above metropolitan counties, and 24 percent above
 suburban counties. 

Figure 4 – Third Graders Overweight & Obese
Data from Kids Count Data Center – 2012

While food insecurity may be one reason for high child-
hood obesity in rural counties, more research needs to
be done into determining the causes. Other possible
barriers to a healthy weight and lifestyle for rural
 children may be a reliance on driving (due to lack of
street lighting, sidewalks, and public transit, as well as
environmental factors like harsh weather, rough terrain,
and remoteness) and a lack of community resources
like public parks, playgrounds, exercise facilities,

 nutrition and public health programs, and health care
providers.33

Obesity is highly correlated with many future health
problems including cardiovascular disease, hypertension,
diabetes, and joint degeneration. Because — as shown
in Figure 4, above — rural and Appalachian children
disproportionately suffer from childhood obesity, 
this  population is particularly at risk for the myriad
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 obesity-related physical, emotional, and psychological
health problems that may diminish their quality of life
from youth into adulthood.

Access to Health Care for Rural Ohio 
Children

Poor children in rural Ohio have more trouble finding
doctors to care for them than do children in other parts
of the state. 34 This is true despite the fact that the
number of pediatricians in the United States is growing
faster than the growth in the overall child population.
This is because pediatricians are more likely to choose
to practice in non-rural settings. Nationally, regions
with a low supply of pediatricians are disproportionately
rural and tend to be poorer than high-supply regions.35

Nearly one million rural children live in areas with no
local pediatrician.36 In 2006, while 18.2 percent of
children lived in rural areas, only 8.9 percent of
 pediatricians practiced there.37 Thirty-nine of Ohio’s 
62 rural or Appalachian counties contain medically
 underserved areas as defined by the Health Resources
and Services Administration. In Ohio, a 2010 study
showed that only 68.9 percent of rural, non-Appalachian
and 73.4 percent of Appalachian children received a
well-baby or well-child checkup in the prior year.38

In addition to the shortage of general pediatricians and
family doctors serving children in rural areas, a lack of
timely access to pediatric subspecialists is a major
problem. In the United States, there are approximately
28,000 pediatric medical subspecialists and surgical
specialists to care for over 80 million children. For
most subspecialties, there are on average between
10,000 and 200,000 children per provider across
 hospital referral regions; however, there is significant
disparity in the geographic distribution of these sub-
specialists across the country and many rural areas are
underserved.39 Most pediatric subspecialists practice in
academic settings, a long drive from many rural areas.
Approximately one in three children must travel 40 miles
or more to receive care from a pediatrician certified in
adolescent medicine, developmental behavior pediatrics,

neurodevelopment disabilities, pulmonology, emergency
medicine, nephrology, rheumatology, or sports medicine.40

There is also a shortage of available critical care for
children in rural emergency rooms. While 21 percent of
children in the United States live in rural areas, only
three percent of pediatric critical-care medicine specialists
practice in such areas.41

In addition to the lack of pediatricians and specialists
in rural areas, rural Ohio children face challenges in
finding a dentist as well. Early childhood cavities are
the number one chronic disease affecting young children,
and children with cavities in their baby teeth are 
three times more likely to develop cavities in their
 permanent teeth.42 Ohio’s shortage of dental professionals
particularly impacts rural areas, and preventative oral
health is a smart investment to avoid costly emergency
room  visits for dental pain and missed time in school.
In fact, dental care is the single most common unmet
health care need among children in Appalachian Ohio.43

Thirty of 32 Appalachian counties have designated
dental shortage areas.44 Thousands of  residents in
 Appalachian Ohio live a minimum of ten miles from the
nearest dentist; the distance is 25 or more miles for
specialty care, such as services by a  pediatric dentist.
A study by Dental Access Now says more than half of
Ohio’s children experience dental decay by third grade.45

About 340,000 third graders in Appalachian Ohio have
never been to the dentist. Children in third grade in
 Appalachian Ohio suffer from tooth decay at nearly a 62
percent higher rate than children in other areas of Ohio.46

In short, Ohio’s poor rural children are at higher risk 
for health problems due to a disparity in hunger and
food insecurity rates and a lack of access to medical
professionals to provide needed care. These health
 disparities put rural children at particular risk for
 lifelong health problems and require different policy
 solutions than do health disparities and health risks for
children in urban areas of Ohio. Without a comprehensive
and focused approach to improving rural Ohio children’s
health, we are leaving thousands of our most vulnerable
children behind. 
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Recommendations to Restore Food
 Security, Combat Obesity, and Increase
Access to Health Care in Rural Ohio

Ohio must make changes now to address these rural
health disparities and ensure all Ohio children long,
productive lives. A combination of local initiatives and
state level policy changes are necessary to counteract
barriers to food security and access to care. 

Local Initiatives

1.  Promote Programs that Teach Families How to
Grow Healthful Food

At the local level, communities must combat the lack
of availability of healthful food. Programs like Grow
 Appalachia teach families and community groups how
to reconnect with the land they live on and grow their
own food.47 Grow Appalachia provides gardening
grants, in-kind tools, educational workshops, technical
and physical assistance, and help with building structures
to support more efficient growing. In addition to the
great success Grow Appalachia has had in feeding
19,500 people in the last year, the program has also
helped promote the local economy in rural regions by
facilitating 100 jobs through gardening projects and
selling $54,000 in produce. 

2.  Promote Child Fitness and Wellness

Age-appropriate, community-based fitness and wellness
education programs in rural schools and communities
have proven to be crucial to improving children’s health
and well-being in rural areas. One example of a successful
program is the Healthy Families program in rural
 Michigan.48 The program offers its participants Healthy
Start classroom curricula (age-appropriate nutrition
 education, physical activity, and risk behavior prevention
in schools), wellness field trips and events using community
resources, including a grocery store scavenger hunt and
creative movements class, weekly health homework,
and an  incentive program where families can earn
points  toward wellness equipment by engaging in

healthy  activities. In the first year of the program, 86
percent of children improved or maintained their BMI.
Forty three percent of parents showed an increased in
nutrition knowledge, and 88 percent of families engaged
in  family fitness activities.

3.  Build Alternative Care Models Utilizing Community
Resources & New Technology

Programs should be implemented to provide care to
rural and Appalachian children where they are. Ohio
should expand the use of community center or school-
based/linked health services and mobile/portable systems
such as telemedicine, the use of video-conferencing 
to provide and support health care when distance
 separates the participants. Telemedicine is already
being implemented by Nationwide Children’s Hospital
and has shown great success for subspecialty care in
rural areas. In a study of pediatric critical care medicine,
it was found that telemedicine consultations improved
patient care 89 percent of the time and provided good
to very good provider-to-provider communications 98
percent of the time.49 Mobile dental vans are also already
being used to improve access to care in Mahoning and
Trumbull counties through a program run by Humility of
Mary Health Partners. Such programs could be expanded
in other rural counties.50 Additionally, school nurses
could be trained to become nurse practitioners and to
provide a larger range of care. 

State Policy Changes

1.  Tax Incentives

Tax incentives should be implemented at the state level
to promote the safe growth and purchase of nutritious
food options. These programs should educate families
and providers about nutritious choices and reward them
for making healthy decisions. They must not punish
 already-struggling families if they do not make nutritious
choices. Providing tax breaks for families who buy
 vegetables is a superior strategy to taxing those families —
many of whom have limited access to other options —
when they buy soda or sweets. Additionally, incentive



plans should be implemented to promote the development
and economic success of more grocery stores in food
deserts. Funding also should be given to improve rural
public transit options and to build sidewalks and safe
routes to school. Transit options also are important so
that children can get regular preventive health visits
and see a doctor before an emergency arises. Also, in
many counties where grocery stores are limited and fast
food or convenience stores with unhealthy options are
more readily available, public transit is crucial to
 ensuring access to more nutritious options. Additionally,
sidewalks and safe routes to school promote exercise in
children and help to prevent obesity.

2.  Allow Nurses and Dental Hygienists
Increased Autonomy

Ohio should consider laws allowing advanced practice
nurses, dental hygienists, and/or other non-dentist dental
professionals, with proper training, to provide crucial
medical and dental services in underserved areas of the
state, particularly rural areas. Such education should
be heavily subsidized in rural, high-need areas. If
 implemented, continual assessment of the quality of
care must be done to ensure that the providers are
 performing at the same level as physicians in our
state’s suburbs and cities. 

3.  Medical Education Needs to Be Reformed

Studies show that physicians are likely to return to
practice in an area with similar demographics to where
they grew up. Numbers of medical students from rural
areas, however, are declining.51 Medical schools could
do more to recruit rural applicants or fund scholarship
programs to encourage their application. Furthermore,
the training environment of medical schools — largely 
in urban hospitals — is not conducive to teaching the
skills needed to run a rural practice. Curricula should
be updated to teach budding doctors the business end
of running a rural office and how to work without the
resources of a major medical center. Additionally,
 because physician salaries are often lower in rural

 regions, Ohio medical schools could implement loan
forgiveness programs with state support and partial
state reimbursement for doctors choosing to practice in
rural areas. 

To increase access to doctors, Ohio could utilize existing
programs supporting fellows  who are training in graduate
medical and dental education to apprentice under doctors
already located in rural areas. Nationwide Children’s
Hospital in Columbus, Ohio has such a fellowship
 program that could be used as a model and the program
could entice doctors-in-training to rural areas by offering
competitive salaries, funding for relocation, reimbursement
for initial specialty Boards, and more.52 Similar model
programs also exist to close the gap in pediatric care 
at the federal level, including the Children’s Hospital
Graduate Medical Education (CHGME) program, which
supports the training of more than 5,600 resident
physicians and places significant value on providing
care for underserved populations.53

4.  Ohio Needs to Support Four More Years of
Federal Funding for the Children’s Health
Insurance Program (CHIP)

The Children’s Health Insurance Program (CHIP) provides
health coverage to nearly eight million children in
 families with incomes too high to qualify for Medicaid,
but who can’t afford private coverage.54 CHIP provides
federal matching funds to states to provide this coverage.
In Ohio in 2011, 280,650 children were enrolled in
the state’s version of CHIP, Ohio Healthy Start. Because
jobs are often scarce or low-paying in rural and Appalachian
counties, CHIP is crucial in these areas as a support to
the working poor and their children. Federal funding for
CHIP is now threatened, but states are not allowed to
reduce their funding for CHIP. If CHIP funding is not
extended for four years by Congress before it expires in
October 2015, the state of Ohio will have to cover
these costs. Time is of the essence given that Ohio’s
state budget decisions are also on the horizon. 
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Conclusion

Children in rural and Appalachian counties face unique
health disparities, including food insecurity and poor
access to appropriate pediatric care. These problems
are exacerbated by climbing levels of poverty in rural
and Appalachian counties, as well as geographic
 isolation, limited public transportation, and limited
 access to community resources such as foodbanks,
gyms, medical clinics, and grocery stores that are
 readily available in urban areas. Still, Ohio’s rural and
Appalachian areas have many strong community
 resources, such as school nurses and volunteers that
could get involved with grassroots efforts. These resources
can be utilized to brighten the health outlook for Ohio’s

rural children. Ohio must implement state policy
changes, in addition to promoting and funding local
 efforts to remedy rural health  disparities. Community-
based  programs like Grow  Appalachia have been proven
 successful in increasing access to nutritious foods and
awareness about nutritional issues, as well as growing
local economies. Laws  allowing nurses or telemedicine
practitioners to expand their  authority — and funding
such programs — are promising options for increasing
access to care. Mobile dental vans are already being
used in Ohio and such use could be expanded to other
counties. While there are great barriers to healthcare
for rural and Appalachian children, there are also great
 opportunities to ensure a healthy future for all children
across Ohio. Now is the time to act. 
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